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Message from the Ministry of Tribal Affairs

Hon'ble Minister
Shri Arjun Munda

The Ministry of Tribal Affairs is committed to improving the health and
wellbeing of the Scheduled Tribes in India. I am happy to share that the
Ministry of Tribal Affairs has launched Swasthya, the Tribal Health and
Nutrition Portal. This endeavour is symbolic of the cumulative efforts being
made for the achievement of our core vision. With this, the issue of tribal
health will be brought in the forefront. I am certain that the information
available in this portal will accelerate decision making and inform policies and
programs for tribal health and nutrition in the coming days. I look forward to
Swasthya's optimal contribution towards bettering the lives of the tribal
people in India.

Contributing to the improved state of health and nutrition of the Scheduled
Tribes of India is of utmost importance to the Ministry of Tribal Affairs. The
ministry has partnered with other nodal ministries, state governments, and
various organizations to help bring quality care near the tribal communities. I
hope the Tribal Health and Nutrition Portal, 'Swasthya', leads to further
coordinated efforts for better outcomes by providing improved access to
knowledge and information about tribal health and nutrition to all.

Hon'ble Minister of State
Smt. Renuka Singh Saruta

Shri Deepak
Khandekar, Secretary

I congratulate the team for the launch of the portal and look forward to
Swasthya contributing towards better health and nutrition of the tribal
communities in the best possible ways.

The health and nutrition status of India’s tribal population demands urgent
attention and collective action. One of the biggest challenges in this area, often
emerging as a bottleneck for effective decision making, is the absence of
comprehensive information and data in this area. Recognizing this dearth of
information, knowledge and insights, the Ministry of Tribal Affairs has
launched Swasthya – the tribal health and nutrition portal. We hope that in the
coming days, Swasthya can bring together different stakeholders working for
and with the tribal people of India and unite them towards the collective cause
of improving tribal health and nutrition.

Bridging the Knowledge Gap in Tribal Health and Nutrition
By Naval Jit Kapoor, Joint Secretary, Ministry of Tribal Affairs
India is home to 104 million tribal people, who disproportionately share the burden of poverty,
death, and diseases. Over 40% of them live under poverty, over two-third work in the primary sector
and only around 10% of them have access to clean drinking water. The tribal areas also have an acute
shortage of healthcare infrastructure and human resources with a 40% shortfall in the number of
Primary Healthcare Centres (PHC) and only 60% of them having a doctor. Over 80% of specialists
position at the Community Health Centers (CHC) are vacant.
Ministry of Tribal Affairs (MoTA) is determined to change this narrative by ensuring data driven
decision making, facilitating exchange of learnings and best practices and collaborating with
development/private sector partners working to improve tribal health and nutrition indicators.
Current Efforts of Ministry of Tribal Affairs

'Public Health & Hospital' being a State subject, the primary responsibility of providing health
care services in the tribal area’s rests with respective States. As per allocation of business rules,
at the central level, sectoral ministries i.e. MoHFW, AYUSH are the nodal Ministries for health
matters. The Ministry of Tribal Affairs plays a supporting role by supplementing the efforts of
Nodal Central Ministries and State Governments for a diverse set of interventions such as
development of healthcare infrastructure, procurement of equipment and ambulances, among
others. Additionally, MoTA also undertakes research in the field of health and nutrition from
time to time through Tribal Research Institutes (TRIs) established by the ministry.
MoTA also partners with development partners across the nation to implement tailor-made
interventions such as Mobile Medical Units, not-for-profit hospitals, nutrition programs, etc.
These partner organisations have played critical roles to ensure continuum of care, mitigating
additional challenges that impacted the community upon the emergence of the COVID-19
pandemic. A large focus of the MoTA has been on strengthening the data system through
various interactive web portals.
The portal, Scheduled Tribe Component (STC) Monitoring System, monitors the Tribal Sub-Plan
(TSP)/ Scheduled Tribe Component (STC) Funds. In 2018-19 the STC component for health
amounted to INR 3155 crores. The recently launched Sickle Cell Disease (SCD) portal would
showcase real-time data about Sickle cell trait and disease that primarily impact the tribal
population. It would enable the community members to self-register, and share important
information about the disease and various government initiatives undertaken to mitigate the
impact of SCD among the ST population.

Establishing a Centre of Excellence
for Knowledge Management

In addition to the aforementioned efforts,
an imperative need was realised for
consolidate data, information, practices
and learnings for informed and evidencebased policy and decision-making. With
this aim in mind, MoTA established a
Centre of Excellence (CoE) for Knowledge
Management in health and nutrition.
The ministry has launched the ‘Swasthya’
portal as another step to contribute
towards mitigating challenges of
knowledge and information gap. The
portal aims to function as a one-stop
solution for knowledge related to tribal
health and nutrition in India. It would
collate tribal-specific data, information,
innovations, and best practices from
available resources, showcase the same in
an organized and consolidated manner,
and facilitate the exchange of knowledge
among all stakeholders.
This capturing, curating and collection of
knowledge products and data sources is
envisioned to offer a rich and complex
information work space for the creation,
exchange, retention, and reuse of
knowledge by a wide range of
stakeholders.

Partnerships and Collaborations to Ensure Better Healthcare Delivery
for the Marginalised
Dr. Shailendra B. Hegde, Senior Vice President, Piramal Swasthya and Mr. Ashwin
Deshmukh, Vice President, Piramal Swasthya
India created an elaborate plan combining the
principles of competitive and cooperative federalism to
meet the ambitious Sustainable Development Goal
targets it has committed to. Achieving the same,
requires an equity-based focused effort towards
improving the status of the marginalized sections of the
society. Recognizing this, the Hon’ble Prime Minister of
India initiated the Aspirational Districts
Transformation Programme in January 2018 that aims
to transform 117 Aspirational Districts, lagging behind
the rest of the country across a large number of social
and human development indicators, across six thematic
areas, one of which is Health and Nutrition.
The Scheduled Tribes (ST) of India, comprising about
9% of the nation’s total population, also suffer from
poor state of health and nutrition. There is a vast
disparity between the health outcomes of India’s tribal
population vis-à-vis its non-tribal population. Maternal
mortality, under-five mortality, and malnutrition rates
are much higher among tribal populations than the
general population. They also have a higher incidence
of malaria, tuberculosis, and other communicable
diseases. In addition, the tribal communities are also
seeing a rapidly growing burden of non-communicable
diseases such as diabetes, cardiovascular diseases, and
hypertension. These conditions therefore form the
priority health needs of these communities.
While the Government of India is constantly and
consistently working towards creating opportunities
and providing a better quality of life for all its citizens,
the mere scale of challenges that need to be addressed
in order to improve the health and nutritional status of
the 104 million tribal people, demands coordinated
efforts.

Partnerships between the public and the private
enterprises offer an opportunity to leverage the
strengths of each of the parties, to achieve
disproportionate returns on investments. It
enables optimum resource allocation and risk
sharing. It widens the path for innovative and
cost-effective solutions as different skillsets and
experiences join hands in the solutioning process.
It also frees up fiscal funds, improves cash flow
management as high upfront capital expenditure
is replaced by periodic service payments. It brings
in higher degree of efficiency as well as an
improved sense of accountability into the
ecosystem. The National Health Policy 2018, also
encourages creating a conducive environment for
public-private partnerships.
Piramal Swasthya has had the experience of
managing multiple large-scale programs on a
public private partnership model. Through these
partnerships, we have been able to impact the
lives of over 100 million beneficiaries in the last
10 years. Two examples stand out – In the
Chandranna Sanchara Chikitsa Program, a one-ofits-kind Mobile Medical Unit Program,
implemented in partnership with Government of
Andhra Pradesh, we were able to improve the
blood sugar levels of 22% of diabetic patients,
sustained over a three-year period. In Asara, a
community-based, technology-driven tribal health
and nutrition program, we have been able to
leverage the government infrastructure to
improve institutional delivery rates to over 85%
from abysmal levels.
The latter experience, also made us realize the
need to bring attention on the health and nutrition
status of tribal communities in India.

This experience enabled us to embark upon a
journey to build a deeper understanding of the
issues around tribal health and nutrition through
collating knowledge from available secondary
literature and data sources, and interviewing
experts & practitioners from various government &
non-government entities from across the nation.
One of the key challenges that we encountered in all
of this exercise, is the lack of reliable tribal-specific
health information. The inadequacy of health
information weakens policy decisions which would
seriously jeopardize the delivery of healthcare
services to these disadvantaged groups.
In order to address this challenge, we partnered
with the Ministry of Tribal Affairs to build a
knowledge portal dedicated to tribal health and
nutrition to address the information and data gap
that hinders the process of policy and
implementation design for achieving better health
and nutrition outcomes for the tribal population in
India. In addition, the knowledge portal will also help
foster partnerships, by bringing together
organizations and their best practices on a common
platform.
Addressing tribal health issues will require a
concerted collaborative action at a systemic level
requiring long-term commitment from multiple
stakeholders, including the communities
themselves, to bring together various partners
including Government, private and not for profit
entities and leverage their knowledge and expertise
to end preventable deaths for the tribal and
marginalised people of India.

Building a Resilient Healthcare System Amidst a Crisis
Dr. Shrey Desai, Board Member, Sewa Rural

On April 2020, a 36-year-old tribal woman, Sunita (name changed), suffering from sickle cell disease
arrived at a trust hospital late evening in critical condition, gasping for air. Her husband drove 330
kilometers to bring her to this trust hospital that they “trust”. She was suffering from an acute, potentially
fatal complication of sickle cell disease driving her oxygen levels very low. In spite of treatment, she died
within half an hour of her arrival. She could have been saved if she reached a hospital a few hours earlier.
We were puzzled why she did not seek care at a hospital near where she lived, instead decided to drive
such a long distance in critical condition, crossing large urban areas, in the middle of a pandemic. Her
husband feared that urban hospitals would not accept her case in the middle of the pandemic. And he did
not trust hospitals near their home to care for sickle cell disease.

The resilience of the healthcare system
during a crisis is eventually measured
by the outcome of patients such as
these. In our experience at SEWA
Rural, strengthening health systems to
provide primary and secondary care
near citizens’ habitation and building
functional referral linkages with
tertiary care centers are critical for
resilience during routine and crisis
times. There is ample evidence that
suggests societies with strong civil
societies and community structures,
not large hospitals, are more likely to
have better health outcomes. This was
what Alma Ata declaration in 1979 was
all about when the entire world
pledged to strengthen primary care.
Gandhiji’s dream of gram-swaraj
supports the idea of providing
healthcare where most citizens live.
There are successful experiments in India where the frontline and second-line health workers
using appropriate technology have provided primary and secondary care in hard-to-reach tribal
communities.

Fortunately, India has had a number of policy initiatives to build the primary health care system since
independence. Most recently, transforming all sub-centers into Health and Wellness Centres is a
step, in the same direction. However, the execution of primary and secondary health-related policies
is still in the process of generating trust among the citizens, especially among the vulnerable
population. Community action, an integral component of primary healthcare, is yet to reach its
potential. Hence, often the vulnerable population either do not seek care at all when they are very
sick and suffer or drive long distances as Sunita did!
So, what happens when primary and secondary healthcare is available near habitations? During the
heavy monsoon season of 2014, a tribal, remote village in Gujarat lost it’s only connecting bridge to
heavy rains and floods. In this lock-down-like situation, a 22-year old woman from the village went
into labor. The ASHA inspired the villagers to come to aid who built a makeshift bridge over a water
body above gushing water flow. Upon testing the durability, the ASHA guided the woman in labour
to cross the bridge. She was brought to a nearby health facility that readily received her and within a
few hours, a healthy newborn arrived. Both the mother and the child were discharged a couple of
days later.
These two case studies bring out what makes a healthcare system more resilient and impact the lives
of the vulnerable, especially during a crisis. Both met different fate eventually. Community
awareness and ownership, availability of primary and secondary health services near citizens, and
motivated frontline health worker taking a lead made a difference. A combination of these critical
elements is highly likely to establish a resilient system that can provide quality service even in times
of crisis such as COVID-19.

Community Participation and Ownership: A Key to Better Health and
Wellbeing During a Crisis
Ms. Manisha Dutta, Primary Healthcare Initiative and Ms. Hyjel D'Souza, Basic Health Services

The remote, rural, and tribal communities of India found themselves in the middle of a criseswhirlpool at the onset of the COVID-19 pandemic. Abrupt disruption in routine healthcare services,
loss of livelihood, and shortage of food along with an infodemic created a panic-stricken
environment. Government, private and civil society organizations, all were forced to operate in a
mission mode to ensure sustenance of quality service delivery.
Basic Healthcare Services (BHS), runs a network of nurse-led primary healthcare clinics (AMRIT
clinics) in the remote, tribal communities of Southern Rajasthan. We also run a Primary Health
Center in partnership with the Government of Rajasthan.
Since inception, community members have played a key role in various operational elements of each
clinic. The nurses and the health workers who are from the local community are supported by a team
of physicians through weekly visits and tele-consultation. A strong cadre of community-volunteers
plays a key role in building healthcare awareness and positive health practices in the community.
Besides, an advisory group comprising of community representatives provides insights for prioritysetting, supports the clinic teams, and promotes the services in these remote areas.
While the pandemic challenged the conventional ways of community engagement, this intrinsic and
pre-incorporated community-rootedness helped BHS to respond and ensure the continuum of care
amidst the epidemic.

Following are a few of them that we are attempting to highlight in this note:
Service Continuity: The continued presence of the team in the community ensured continuity of
community’s access to quality preventive, promotive, curative and referral services incorporated
with social distancing norms. This helped sustain the community’s healthcare-seeking behavior
despite the pandemic. Community volunteers stepped up to ensure care continued for people with
chronic illness and kept the supply of medicines for them unhindered.
Addressing Fear and Stigma: With rising Covid cases and lack of access to authentic information,
rumors and misinformation started spreading even faster than the virus. This resulted in growing
anxiety about the disease. We telephonically reached out to the network of community health
workers, volunteers, and other key members to equip them with authentic information. This
sensitized community-network then actively mitigated the impact of the rumors in their
respective areas. Besides, many community members were already seeking advice from staffs and
volunteers associated with the clinic. This helped early initiation of preventive practices.
Supportive Surveillance: A focused Community Surveillance Group was created at the Primary
Heath Centre to ensure early detection of infection. This group educated others on preventive
actions, and alerted government officials for a timely screening of people returning to their homes.
Inspired by the work of this group many community members voluntarily supported others in
accessing screening services and arranging quarantine space for people-in-need.
Community Cohesion: Continued engagement with women collectives, patient groups, and
prominent members of the village while maintaining social distancing helped the smooth
implementation of relief response for essential items among the vulnerable members by the
government and BHS. The community network helped ensure that the need was communicated in
time and relief reached the right destination. They also started focusing on rejuvenating local
resources to increase self-sufficiency of the village. In our experience, facilitating and building
avenues for community engagements, building healthcare knowledge of members, and sustaining
their trust results in an inspired and equipped community that can survive better even during a
pandemic and gradually move towards better health and well-being.

An Anecdotal Journey
of Working with the
Tribes in Andhra
Pradesh
In conversation with team
ALEKH, Dr. Prasad shares a few
glimpses from his rich experience
of working for public health
Dr. Saride Ranga Prasad is a veteran clinical practitioner. He
worked in the Public Health System of India between the 1970s
and 1990s and he extensively worked in the tribal areas of
Andhra Pradesh. Upon retirement, he continues serving the
community and is an advisor to Piramal Swasthya Management
& Research Institute for various projects, primarily in the tribal
areas.

How was the experience of living and working in Khammam,
the first time (1970)?

My first posting in Khammam was at a Primary Health Centre
(PHC) 180 km away from the district headquarter. The roads
used to be flooded and severely disrupted during the rainy
seasons. Often it took hours of motorboat journey followed by
long walks and treks through a narrow, forest-covered,
unpaved trails to reach the destination to provide care. The
PHC was accommodated in a mud-hut with no proper
ventilation.
Half the PHC would be submerged in water for a month
during the floods. Kerosene lanterns were the only source of
light. Wild animals, snakes were common visitors after
evening not only at the PHC but also at the hut
accommodation where I lived with my wife and one-year-old
daughter. Often, a health camp at a distant sub-center area
meant a night halt under the open sky around a campfire.

Common diseases in Khammam
as experienced by him in the
1970s:
Acute respiratory infections,
fevers including Malaria,
Tuberculosis, and
Diarrhoea.
Nutrition deficiencies such
as Anaemia, Vitamin A
deficiencies, Protein Energy
Malnutrition (PEM)
Kwashiorkor, and Beri beri.
Major tribes he worked with
Koya, Konda Reddy,
Nayakapod , and a few
Particularly Vulnerable Tribal
Groups (PVTGs) in Khammam.
Bhagatha, Kondadora, Valmiki,
Konda Kapus, Kotia, Yendia,
and PVTGs such as Khonds,
Gadaba, Poorja in
Vishakhapatnam.

The weekly market place was also a regular place for health camp as people from even very distant
villages used to visit the market periodically, if not every week. But working with a passionate group
of people, being close to nature, learning about the communities, their language, and above all the
affection the community blessed me with have a much deeper impact on me than the difficulties.

How did the community perceive the healthcare-providers?
Whenever we visited their habitations to conduct health camps, we were greeted well. They even
used to arrange meals for us. The difficulty was more in case of trusting modern medicine and
seeking healthcare actively. Most of them used to seek cure only when there was an emergency or
the local healers failed to address their issues. Acceptance towards vaccination was also very low
as we experienced after the introduction of the Expanded Program of Immunization in 1975.
The most interesting encounter was at the time of my transfer though. It took us two days to
reassure the community that a good doctor would take my place shortly and only then they allowed
me and my family to leave the place. I learned that a combination of time and providing service with
dignity builds trust in the community.
Were there any unique healthcare
practices you encountered?
In an encounter, I witnessed a traditional
healer collect pus from smallpox patients
and then he administered them to children
believing that the procedure inoculates the
children.
Some other practices I only heard from
village elderly people and local dais
(traditional birth attendants) and did not
personally encounter. One such old custom
was to have a separate hut for a pregnant
woman close to her delivery day where
none but the local dai (traditional birth
attendant) would be allowed until the birth
of the baby, another practice was the
pregnant woman delivering in a squat
position. I also heard about woman-in-labor
holding onto a tightly hanging rope to cope
with the pain.
Over the last few decades, what are the major changes you have witnessed in the state of health
and healthcare and areas that impact the same?
There have been gradual improvement in various areas. The majority of PHCs had permanent
structure, roads and modes of transport were improved in Khammam when I was there for the second
time in 1994. The acceptance of vaccination was slightly higher as well. The recent efforts to bring
healthcare closer to the community through Health and Wellness Centers, the improved use of
technology, etc. are moving us in the right direction. But we still have miles to travel as the issues of
malnutrition, maternal and newborn deaths, high incidence of infectious disease, continue among the
tribal communities with a worrying trend of rise in non communicable diseases.

A Tale of Safe Returns While Containing COVID-19: Barwani’s Journey
Mr. Amit Tomar, Former District Magistrate, Barwani, Madhya Pradesh
The emergence of the COVID-19
pandemic made India take an
unprecedented and unavoidable decision
to impose a country-wise lockdown for
months to contain the spread of the virus.
This also resulted in millions of migrant
workers losing livelihoods almost
overnight. Fearing for survival, most of
them started the journey back home on
foot, bi-cycles, rickshaws or any plausible
means, amidst the lockdown.

National Highway 3 (NH3) that connects northern and
southern India was one of the most used routes by
lakhs of people commuting towards northern Madhya
Pradesh, Bihar, Uttar Pradesh, Jharkhand and other
places from Maharashtra, Gujarat and the southern
states. Barwani district’s Bijasen post where the
famous Badi Bijasen Temple is located, is situated on
NH3. Naturally, it became one of the major shelters for
the migrant workers going towards their home.
Besides, people from Barwani working outside were
also coming back to their homes. This posed a dual
challenge of catering to lakhs of people with dignity
while also containing the spread of the virus.

At the initial phase, the district administration focused on providing basic relief and a place to rest
for the migrant workers. The administration constructed temporary shelters at the border post, and
arranged food and beverages with the help of Badi Bijasen Mata Mandir Trust. Screenings and tests
were also conducted before the migrant workers continued their journey ahead.
Upon the arrival of the Government guideline to facilitate the workers’ journey back home, the
district rapidly prepared for the same. The District Administration prepared a detailed strategy to
support the people reach home safely while ensuring minimal possibility of the spread of the
infection. A detailed route plan was charted for different groups and separate teams were assigned
to look after each aspect of the strategy-implementation. We also coordinated with Maharashtra
authority as a significant number of the migrant workforce were coming from there.

A team led by the Sub-divisional Magistrate (Sendhwa), Mr. Ghanshyam Dhangar played a crucial
role in ensuring access to proper shelter, food and drinking water for the people passing through the
district. They were also thoroughly screened and tested to minimize the spread of COVID-19 prior
to continuing the journey ahead of Barwani. Another team under the leadership of Sub-divisional
Magistrate (Barwani) Ms. Anshu Jawla ensured the same for the people returning to their home
district Barwani.
Additional healthcare and nutrition support was provided for pregnant women, children, and other
more vulnerable people with Govt. efforts as well as support from various voluntary organizations of
the district. Sub-divisional officers and section level District officers ensured coordinated efforts
from all the departments that help the district not only face the crisis of crowd movement but also
contain the spread of the virus. As of 27th June, there were a total of 106 confirmed COVID-19
cases with 85 completely recovered patients in the entire district.

One set of buses were arranged for commute to and from connecting train stations where special
trains were arriving or departing with the workers. And other set of buses directly commuted to the
home district, mostly other districts of Madhya Pradesh that are near Barwani, of the workers.
To ensure minimal impact of COVID-19 in the district, the Department of Health has set up Tele
Medicine Center that provides consultation through phone and WhatsApp. 4 Corona Control rooms
and helpline centers are operating 24x7 to ensure that people are counselled properly about the
virus and necessary preventive steps to live a more informed, panic free daily life while taking proper
care of themselves. A joint team of field staff of Women and Child Development Department and
Health Department, equipped with Personal Protective Equipment, conducts intensive survey to
ensure timely detection of any new cases.
12 COVID-19 Care Centers, 8 Dedicated COVID Health Center and 1 Intensive Care Unit are
actively serving round the clock to prevent and combat the pandemic. Barwani district has faced the
challenges with collaborative efforts of various departments of the district administration,
organisations, and the people of the district. We shall continue to work cohesively to win the battle
against the pandemic.

Seed Mother of India: Guiding the World to Fight Hidden Hunger
Padmashri Rahibai hails from a tribal community in Maharashtra. She has been preserving native crop
varieties for the last two decades, with no formal education. She developed expertise in System of Rice
Intensification (SRI) methods, improved cultivation practices for tomato and hyacinth bean,
participatory seed selection, organic farming techniques, and nursery establishment while being
unaware of these scientific terms and theories.
She preserved over 122
traditional varieties of 32
crops, works with about 3,500
farmers in order to preserve
her knowledge and
experiments. She emphasizes
the need for healthy food in
adequate quantity instead of
an abundance of unhealthy
food. She also argues that
native varieties are less
dependent on fertilizers,
require lesser water, and
hence more drought resistant.
Seed Mother of India, Padmashri Rahi Bai

Several recent studies have demonstrated that the diminishing crop diversity is changing the human
diet, making it a homogenous and highly dependent on major crops such as wheat, rice, potatoes, sugar.
This energy-rich but nutrient-poor diet has globally affected over three billion people with malnutrition
caused by either a deficit of essential minerals, dietary essential amino acids and vitamins, or a surfeit of
energy-rich carbohydrates. This is known as ‘hidden hunger’, an invisible and yet a sure path to a myriad
of diseases. Studies have also proved that the lack of bio-diversity makes the yield more susceptible to
threats like drought, insect pests, and diseases, which are likely to become worse in many parts of the
world as a result of climate change. All of these reiterates the knowledge Rahibai has gathered from her
practices and experiments built on her learnings from traditional ways of farming.
Seed Mother Rahibai is not just inspiring India but the whole world to design a healthy and
nutritious future. BBC’s multiformat series ‘100 Women’ featured her in 2018 and a short
documentary made on her work won an award at the Cannes Film Festival recently.

A Nourishing Tale of a Busy Anganwadi
Anganwadi Worker Rimpirani and the Anganwadi Helper Sharekha hails from the Tharu tribe of the
village Vanmasha Kala (Motipur kala) in Sirsiya block of Shravasti district. Tharu is one of the
Scheduled Tribes recognized by the Government of India.

Rimpirani and Sharekha run a vibrant
Anganwadi Centre that serves a total
population of 1090, has 110 children
enrolled and maintains an average 75%
attendance daily. They conduct all the
activities of the Anganwadi in a planned
and organized manner. Rimpirani
focuses on providing quality pre-school
education in their mother tongue
Tharu, to the children (0 – 6 years)
using various innovative, engaging, and
an activity-based learning method.

She supports in ensuring proper immunization coverage,
distributes Take Home Ration in a timely manner, identifies
malnourished children, and ensures appropriate referral
services. She conducts activities like mother's meeting,
growth monitoring, etc. on a periodic basis and enables the
community with the necessary knowledge of health and
nutrition.
Initially, she faced hindrances in mobilizing the community
and convincing them about the values of the services offered
by the Anganwadi Centre. But she persisted with her efforts,
took support from a not for profit organization working in
partnership with the government, conducted community
visits and meetings, reached out to the Pradhan to seek
support. Rimpirani and Sharekha’s perseverance has paid off,
the community proactively takes part in Anganwadi activities
now and seeks their advice.

Top to bottom | Rimpirani and the Sharekha in front of
the Anganwadi Centre

Hurdles are Humbled
Dr. Rahang hails from a farmers’ family of Karbi Tribe in Hatiutha village of Morigaon district and
performed well in studies since childhood. He earned his first scholarship when he was studying in
4th standard. His family made many sacrifices and has supported him through thick and thin in his
pursuit of becoming a doctor.
He fondly remembers his teachers and friends who have supported him to overcome many hurdles.
He attributes a great deal of his success to his inspirational school teacher Mr. Kanak Deka. Despite
his humble background making some parts of his journey difficult, he cherishes each moment of that
journey and feels blessed to be able to serve the people. He believes that having an aim helps cross
the hurdles of life no matter how humble the beginning of a journey is.
The first day he saw the depth of the
human eyes through the lens of a
microscope during his MBBS, he felt an
ocean has opened up to him. He became
curious to know more and eventually
became an ophthalmologist. To date, the
curiosity runs through his vein and he is
happy to help his patients see this
wonderful world.
He is currently serving as a Senior Medical
& Health Officer in a 200 bedded Civil
Hospital in the district of Goalpara,
Assam. Amidst the pandemic, he has
served in the isolation wards to provide
care for COVID-19 affected patients.

Dr. Rahang in the Civil Hospital, Goalpara

And outside the isolation ward duty, he continues to counsel his patients on necessary preventive
measures while also enabling them with proper information to mitigate panic created due to the
flood of information on the pandemic.

Beating the Odds
Durgesh Thirpati was born to a conservative
family in the state of Rajasthan. With her
father being away from home to earn a living
for the family, she started taking care of her
ailing mother at an early age. She used to
accompany her mother to the hospital and
like any other curious child was awed by so
much going around her.
She observed the hospital staff helping
patients and their families and could feel the
joy of service. She aspired to become one of
them and serve the people.

ANM Durgesh Thirpati during a household visit

Against her father’s wishes, with blessings and support from her mother and brother, soon she pursued
her wish to become a caregiver. She completed her course on Auxiliary Nurse and Midwifery and became
an ANM. She worked in many remote areas, especially during the initial years of her service. She
continued serving the community while carrying her infant daughter with her and she is thankful to the
community members for extending their love and support towards her throughout. Although it has been
a difficult journey to pursue her dreams as a woman, she believes the path has been rewarding as well.
With an ongoing pandemic, Durgesh continues working for bringing care closer to people and also
enables the community to prevent the spread of COVID-19 in Chippabarod block of Baran district.

Responding to COVID-19 in the
Tribal Regions of India
Various organizations partnering with the Ministry of Tribal Affairs are persistently working towards
limiting the spread of the pandemic and ensuring the wellbeing of the tribal population. They have put
focused efforts on:
Building awareness among the community to help prevent the virus.
Providing preventive gears such as masks to help people prevent the spread.
Providing essential supplies to help communities cope with survival challenges caused due to loss
of livelihoods during the epidemic

Awareness building & mask
distribution, EMRS Khodada, Gujarat

Promotion of Preventive Methods, Chaitanya Tribal Self
Help Group, Goa

Ration distribution, Rama Krishna Mission, Meghalaya

Awareness building & mask
distribution, Vikas Bharti, Jharkhand

Responding to COVID-19 in the
Tribal Regions of India
Spotlight on Ramakrishna Mission's Interventions in Jharkhand
Ramakrishna Mission, Morabadi in Ranchi, Jharkhand has been actively supporting the Tribal
Community in various ways. The organisation has carried out robust relief work in the state in four
phases, namely, Anna Dana (Food items to meet the needs and seeds to carry out farm activity),
Prana Dana (hygiene, sanitary and medicines distribution), Vidya Dana (advisory to farmers and
awareness generation on farming practices via WhatsApp), and Jnana Dana (spiritual discourses,
and reading material to develop inner strength to combat COVID-19)

Glimpses from distribution of medicines, sanitary items, food items (Anna Dana) and other
ration items

Responding to COVID-19 in the
Tribal Regions of India
Spotlight on Ramakrishna Mission's Interventions in Meghalaya
Meghalaya is highly dependent on food
grains from outside. The state was badly hit
as normal transportation was suspended and
the existing stock of rice and pulses was not
sufficient. Even when there was stock
available in some districts, its movement
even within state became a challenging task
due to severe restrictions imposed on
movement of vehicles.
Ramakrishna Mission with support from the
Ministry of Tribal Affairs has been operating
physical assets such as inspection vehicles
over the years. They diverted their existing
capital to manage the educational and
medical services put to COVID-19 relief.
They also extended their school buses to
bring patients to the dispensary for free
treatment, distributed sanitisers, PPE kids,
food items and ration among other items.

Glimpses from distribution of medicines, sanitary items, food and other ration items and
stitching of masks from Meghalaya

SITUATION OF COVID-19 IN
THE TRIBAL DISTRICTS OF
INDIA

~3%
of total confirmed cases of
India are from the 177
Tribal Districts

WHAT LIMITED THE SPREAD OF THE VIRUS IN THE TRIBAL DISTRICTS?

DISTANCE GAVE TIME

PREVENTIVE MEASURES

Distance from the city and lockdown delayed the virus to reach
tribal districts.

The delay helped the district
administrations take preventive
measures.

COMMUNITY AWARENESS

SCATTERED HABITATION

Community awareness was built
with focused IEC efforts by central,
state and district government along
with local organizations.

Distance between the households
and lesser periodicity of social
gatherings helped maintain social
distancing.

COLLABORATION
The District Administration and local organizations leveraged the
strength of the close-knit community networks of the tribal
communities. This has been one of the key contributing factors.

The spread of COVID-19 has been comparatively less in the tribal
districts. But as most tribal areas do not have optimum public
health facilities available, continued efforts to prevent the spread
along with developing the health system to cater to the public
health challenges caused and accelerated by the pandemic are of
immense significance.
Source: Data is referred from http://pracriti.iitd.ac.in/ in June 2020. Qualitative information is
collated from articles published in various newspapers such as The Hindu (April, 2020;
https://bit.ly/2FpZ3j1), The Economic Times (May 2020, https://bit.ly/3izrVn4), Times of India
(July, 2020; https://bit.ly/3iDM77o).
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To share your valuable feedbacks and/ or to contribute to
ALEKH's next issue please contact us at
aso-health-tribal@tribal.gov.in

