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he world’'s 370 million indigenous peoples face

a plethora of issues caused by displacement, dispossession,
loss of livelihood, systematic racism and abuse, and lack of
recognition (1-4). Further hindering an adequate response

to these challenges, there is a pervasive lack of data about
indigenous peoples concerning health and other key
development indicators. Data that are available show

a prevalence of extreme poverty and severe health disparities
that include tuberculosis (TB). Data further indicate

that indigenous peoples universally experience higher

TB burdens than their non-indigenous counterparts and
struggle with access to services due to remote location, severe
discrimination, and lack of health programming that can
accommodate their non-Western views of health and well-
being (4-7). Multiple structural barriers must be eliminated,
and TB programmes should include indigenous peoples at all
stages of design and implementation in order to be effective.
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Global Plan to End TB and key populations

The Global Plan to End TB outlines the following targets to be achieved by 2020, or 2025 at the
latest. The Plan refers to people who are vulnerable, underserved or af risk as TB “key populations”
and provides models for investment packages that will enable different countries to achieve the
90-(90)-90 targets. The Plan also suggests that all countries:

Reach atleast

i 90

OF ALL PEOPLE
WITH TB

and place all of them
on appropriate
therapy—first-line,
second-line and
preventive therapy
as required

As a part of this approach,
reach at least

i(90)%

OF THE KEY
POPULATIONS

the most vulnerable,
underserved, at-risk
populations

Achieve atleast

190

TREATMENT
SUCCESS

e Identify their key populations at national
and subnational levels according to esti-
mates of the risks faced, population size,
and particular barriers, including human
rights and gender-related barriers, to
accessing TB care;

e Set an operational target of reaching at
least 90% of people in key populations
through improved access to services,
rights-based systematic screening where
required, and new case finding methods,
and providing effective and affordable
treatment to all people in need;

e Report on their progress with respect to TB
using data that are disaggregated by key
population;

o Ensure the active participation of key pop-
ulations in the development and delivery of
services and the provision of TB care in safe
and respectful environments.

This Guide utilizes the above recommenda-
tions to discuss data gaps and structural and
sociocultural barriers to access as well as
reviews local-level solutions for indigenous
peoples with TB.

for all people diagnosed
with TB through affordable
treatment services,
adherence to complete
and correct treatment, and
social support.
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RECOMMENDATIONS

Indigenous communities are disproportionately impacted by multiple challenges that might increase
their TB risk. To overcome these and to address TB in indigenous populations, targeted involvement
of stakeholders is crucial. This section provides recommendations for community advocates,
governments and donors on the joint way forward.
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Epidemiological profile

According to estimates, the world’s 370 mil-
lion indigenous peoples reside in 90 countries
(1). These populations are among the world’s
most marginalized, and they are further iso-
lated politically and socially by the geograph-
ical location of their communities, their culture,
language and traditions (4). Indigenous peoples
are also among the world’s poorest (4). This
extreme poverty stems from multiple factors,
including lack of access to education (8), forced
displacement, loss of lands and resources,
armed conflict, and the degradation of indig-
enous sociopolitical structures (1,3). Poverty
and marginalization have served to establish a
substantial gap in the achievement of multiple
rights, including the right to health. Indigenous
peoples across the world present with some of
the worst health indicators: high rates of dia-
betes, dire rates of infant mortality, dramati-
cally lower life expectancy and growing rates
of chronic disease, among others (9).

Tuberculosis is no exception. A comprehen-
sive review of the literature conducted in 2013
indicated that there is a significantly higher TB
burden among indigenous peoples in settings
where information about them is available (5).
The majority of articles included in the review
were from Australia, Canada, New Zealand and
the United States. In these developed seftings,
the highest TB incidence has been identified
among indigenous peoples in Canada, where
TB incidence in one group was found to be 150
times that of non-aboriginals bornin Canada - a
finding also confirmed by recent surveillance (10).

Lack of data is characteristic of indigenous pop-
ulations everywhere, as is evident in the scar-
city of studies on TB among indigenous groups
from the rest of the world (3-5). The literature
review revealed a particular dearth of infor-
mation from Africa, where an estimated 14.2
million indigenous peoples reside, and from

Asia, where more than three quarters of the
world’s indigenous peoples live (2,5). Available
research from India has shown a higher TB
burden among tribal than among non-tribal
populations. Evidence from the two available
studies in Africa indicates that the TB prevalence
might be significantly higher among the conti-
nent’s indigenous peoples (5). About 8% of the
population of Latin America and the Caribbean
is indigenous. Available information from this
region suggests that the situation with TB among
indigenous peoples is dire. TB incidence among
Brazilian Amazonian groups is at least 20 times
higher than among the general population in
Brazil (11,12). In Paraguay, an indigenous group
has reported TB incidence 75 times greater than
the national incidence (13).

- - .




Figs. 1 and 2. Select comparative prevalence and incidence rates demonstrating the significantly higher
prevalence and incidence of TB among indigenous populations in all settings (Numbers taken from: Tollefson
D, Bloss E, Fanning A, Redd JT, Barker K, McCray E. Burden of tuberculosis in indigenous peoples globally: a
systematic review. Int ] Tuberc Lung Dis. 2013;17(9):1139-50)

Fig. 1 Prevalence Ratio (indigenous/comparative)

41.6
21.7
17.5
14.2
10.7 9.1
5.5 6~7 I

Fulani, Peul and Amazonian  Chine, Warao, [nuit, Forest Hmong,
Chad Dogon, tribes, Ecuador Venezuela Greenland Peoples, Thailand
Mali Brazil India

Fig. 2 Incidence Ratio (indigenous/comparative)
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The numbers presented in Figs. 1 and 2 reflect
the systematic neglect indigenous peoples have
experienced globally in terms of their health.
To bridge the existing gaps, radical changes
must be made. These changes could begin by
accounting for indigenous peoples and address-
ing the need for a shift in how the concept of
health is defined, so as to better accommo-
date the indigenous worldviews. However, these
changes must be focused enough to account
for remoteness, language barriers and social
determinants of health, such as poverty and
human rights violations that include discrim-
ination and denial of care (14). Relationships
between indigenous groups and governments
should also be built and re-built, as tensions
stemming from years of neglect and oppression
may have resulted in indigenous people’s lack
of trust in the governments and systems of the
dominant culture.

Lastly, it is crucial to recognize and respect
the resilience that indigenous peoples have
demonstrated in the face of severe adversity —
a resilience that has allowed them to preserve
their indigenous identity (15). Building on this
resilience requires the targeted involvement of
indigenous peoples and capacity building for
indigenous organizations to design and pro-
mote health and other interventions.




Identifying and recognizing indigenous
peoples and bridging the data gap

Considering the extensive diversity of indigenous
peoples, the United Nations (UN) has not adopted
an official definition of “indigenous.” Instead, the
UN system has developed the following criteria
to provide for an inclusive and modern under-
standing of indigenous peoples (16,17). According
to these criteria, indigenous peoples:

« Self-identify as indigenous at the individual
level and are accepted by the community as
indigenous;

« Demonstrate historical continuity with pre-
colonial and/or pre-settler societies;

« Have a strong link to territories and surround-
ing natural resources;

« Have distinct social, economic or political
systems;

« Have a distinct language, culture and beliefs;
« Form a non-dominant group of society;
e Resolve to maintain and reproduce their

ancestral environments and systems as distinc-
tive peoples and communities.

©
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The UN Permanent Forum on Indigenous Issues
also promotes the idea of “identifying” over
the idea of “defining” indigenous peoples. This
approach is related to the principle of self-iden-
tification that is outlined in multiple human
rights documents. Focusing on identity is able to
account for the diversity of indigenous peoples,
how they are identified and how they identify
themselves across the globe.

Despite efforts to respect indigenous identities
at the global level, the systematic marginal-
ization and isolation of indigenous peoples
contfinues at the local level. Furthermore, at the
national level, indigenous groups might not be
recognized as such by national governments
(3,18). In some settings, this lack of recognition
is the result of disputes over land and natural
resources, wherein the recognition of peoples
would imply the need to recognize land owner-
ship (3,18). In other settings, political processes
such as post-conflict reconciliation have resulted
in the refusal to recognize indigenous or other
minority groups (3). Almost universally, how-
ever, ignoring the need to recognize or refusing
to recognize indigenous peoples is the result
of a long-standing conflict between govern-
ments and indigenous groups, whose rights have
been continuously violated as they have been
displaced, mistreated and variously disenfran-
chised from mainstream sociopolitical processes
(3,18). In some settings, indigenous peoples might
lack citizenship due to conflict around displace-
ment or for other sociopolitical reasons; in others,
indigenous children lack access to formal regis-
tration processes at birth (3,19).

This absence of recognition and registration,
combined with systematic marginalization, rac-
ism and isolation, has resulted in a lack of data.
Even in settings where indigenous groups are
recognized, these groups’ remote location and
the fact that their needs might not be prioritized

has led to meager data collection efforts (4).
Least is known about regions where estimates of
indigenous populations are the largest: Africa,
China, South Asia and the former Soviet Union
(7). Along with exclusion, competing priorities,
lack of infrastructure and other factors are to
blame for this lack of data. Solutions do exist,
but these are a matter of advocacy and political
will. For example, at present, the Demographic
Health Survey programme - one of the largest
globally collecting health data in Africa and Asia
- does not collect data on respondents’ self-re-
ported ethnicity in all of the countries in which it
operates. In some countries, surveys might skip
certain hard-to-reach areas where indigenous
peoples live, thereby excluding crucial infor-
mation about their health status (4). Decision-
making on how to conduct these surveys is
made at the national level with guidance from
international stakeholders; the need for data
on indigenous populations must be considered
in designing the surveys. The lack of data not
only limits the knowledge on the health of indig-
enous peoples, but also makes them invisible
and excluded from national priority setting and
policy making (7).



Indigenous perceptions of health

While it is crucial to address the social deter-
minants of health (e.g., poverty, access to edu-
cation, racism and discrimination) in order to
ensure equitable access to health services, it
is also essential to understand the indigenous
concept of health in order to design effective
interventions that address health disparities
such as with TB. Indigenous peoples perceive
health and healing in ways that differ from
Western perceptions. As such, Western diag-
nostic modalities, germ-based theory and
treatment regimens may not apply. Instead,
indigenous peoples connect health and illness
to a collective well-being of body and mind,
behaviour, relationship with ancestors, commu-
nity, land and nature. For example, Maori peo-
ple in New Zealand view health as something
that extends beyond physical well-being and
depends on a balance between four elements:
the spiritual realm, the realm of thoughts and
feelings, the body or physical realm, and fam-
ily (20). First Nations peoples in Canada simi-
larly believe in multiple dimensions of health:
physical, emotional, mental and spiritual (21).
Only when all of these are in balance is the
individual considered “healthy.” In addition, this
balance must be maintained with others, the
community and the world of spirits (21). Land
and connectedness to the land often plays
an important part in indigenous perceptions
of health (21,22). In some indigenous cultures,
the concept of health encompasses the values
of balance, doing the right thing, and working
without expecting reward (23). As these values
serve to protect the health of entire families
and communities, health becomes a collective
endeavour (23). Similar understanding exists
among indigenous African groups, where the
concepts of living according to norms and not
violating certain taboos maintain the health of
communities (24). This holistic view of health
makes certain Western interventions incompat-
ible with the needs of indigenous communities,

and further strides must be made in design-
ing health programmes guided by input from
indigenous peoples. Such input must be com-
munity-specific. While holistic views are com-
mon to all indigenous groups, understanding
the nuances can be crucial to the effectiveness
of the intervention. In approaching indigenous
groups, itis also important fo recognize that the
holistic worldview that is common among them
is what has largely contributed to their resilience
and survival in the face of severe adversity (15).
Thus, understanding this worldview is crucial to
engaging with indigenous peoples in order to
develop effective programming.
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Structural barriers to diagnosis and treatment

Poverty and socioeconomic disparity

Indigenous peoples represent 5% of the world’s
population, but 15% of the world’s poor and
about one third of the world’s 900 million
extremely poor rural people (25). In India, the
poverty rate for indigenous groups is twice that

of non-indigenous populations (26). In Mexico,
poverty among indigenous groups is twice as
high as in the main population (27), and sim-
ilar rates have been observed in other Latin
American settings (28).

Fig. 3 Annual Rate of Change in Poverty: Indigenous vs. Non-Indigenous (29)
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Despite progress in many developing countries
in terms of education and health, indigenous
peoples are far worse off than non-indigenous
populations in these settings with respect to all
important socioeconomic and human develop-
ment indicators (28). In most countries, poverty
rates are far higher among indigenous peoples
than among non-indigenous populations; even
in developed nations, indigenous peoples lag far
behind in most indicators of well-being (28). This
poverty is deeply rooted in displacement, loss
of lands, loss of livelihood, marginalization and
lack of access to opportunity (3,28). Education
aftainment is still universally lower among indig-
enous peoples compared to mainstream pop-
ulations (8,30). Education enrolment, retention,
completion and performance all suffer for a
variety of reasons, including geographic isola-
tion, stigma and discrimination, language and
cultural barriers (8). Poverty, lack of resources
and lack of access to education all have a signif-
icant impact on access to health care, including
access to TB management. This is reflected, on
the one hand, in the inability to access diagnos-
tics and treatment, and on the other in the lack
of indigenous health workers who can help con-
nect Western medicine paradigms to indigenous
concepts (7). Poverty among indigenous groups
also leads to other TB risks, such as malnutrition,
crowded living conditions, and other comorbid-
ities (4,31,32). Malnutrition has been relatively
well studied in indigenous peoples. The research
has shown that malnutrition is as much a result
of poverty as it is of environmental degradation
and loss of access to the ecosystems and lands
where indigenous peoples have traditionally
lived and procured food. Malnutrition manifests
differently across settings: In some, it impacts
maternal and infant health and child develop-
ment; in others, it causes diabetes, obesity and
other non-communicable diseases (4,14). All are
factors that constitute a TB risk.

Remote location and inability o access
health facilities

Indigenous peoples may be a minority in a
national population, but often comprise the
majority of people residing in rural regions
and remote areas. In Latin America, 40-60% of
indigenous peoples reside in rural and remote
locations (28). In Australia, 25% of indigenous
peoples live in remote areas, and only 32% live
in urban centres, as compared to 2% and 70%
of non-indigenous populations, respectively
(33). Rural and remote locations pose serious
challenges in access to TB diagnosis and treat-
ment services. As outlined in the Stop TB Rural
Populations Brief (34), these challenges include
distance to health facilities, cost of travel, and
understaffing at rural clinics. These challenges
might be even more extreme for indigenous
peoples. In a study among Ashaninka people
in the Peruvian Amazon, sputum samples col-
lected from indigenous patients in the under-
served Amazon region were only transported
to the reference laboratory once a month. This
rendered some of the collected samples useless,
as they had to wait several weeks to a month for
analysis (35). Another study, also in the Peruvian
Amazon, noted that prior to attending the mobile
clinic used in the study intervention, 38.5% of
the surveyed indigenous population had never
consulted a doctor and 57% had been unable
to seek medical care because of lack of money
and the need to travel long distances to a facility
(36). In a Canadian study, remote and semi-iso-
lated First Nations communities had 3-4 times
the TB incidence rate of non-isolated commu-
nities (31); this finding clearly demonstrates the
impact of remote location on TB spread.
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Inequities in accessing health care

Systematic racism and discrimination, lack
of registration/citizenship, and the inability to
access health insurance or receive key primary
care services all impact how indigenous peo-
ples view the same health care system that can
deliver more complex interventions for TB and
other diseases (37-39). Together these fac-
tors comprise a complex problem of inequity
in health care access that must be resolved if
interventions addressing TB among indigenous
groups are to be effective.




Sociocultural barriers to treatment

Alternative health care and culturally
sensitive services

The right of indigenous peoples to “traditional
medicines and [maintaining] their health prac-
tices, including the conservation of their vital
medicinal plants, animals and minerals” is clearly
outlined in Article 24 of the UN Declaration on
the Rights of Indigenous Peoples (40). This right,
along with the contribution of traditional med-
icine to the well-being of indigenous peoples,
cannot be undermined. Traditional healers might
be more accessible in areas where indigenous
peoples live and more affordable in terms of cost
of travel, costs of inferventions, and the use of tra-
ditional herbs that are free (4,41). Some studies
have shown that the involvement of traditional
healers or herbalists delays access to formal TB
diagnosis and treatment initiation (42-45); how-
ever, others have found no impact on diagnostic
delay and TB treatment in populations relying
on traditional healers (46). Additional evidence
has shown that indigenous peoples can success-
fully balance traditional interventions and formal
TB treatment (35); furthermore, supportive TB
treatment delivered by traditional healers can
positively influence both treatment outcomes
and other aspects of the treatment experience
(47,48). Moreover, traditional healers are nota-
bly knowledgeable about their limitations, able
to recognize TB symptoms, and agreeable to
collaborating with national TB programmes (47—
49). Collaboration between traditional healers
and national TB programmes should be encour-
aged in order to boost diagnosis and treatment
among indigenous populations. This is partic-
ularly important as the formal health systems
are ill-equipped to serve indigenous peoples.
Although efforts have been expanded fo bring
mobile clinics to remote locations where indig-
enous peoples reside, staff at these clinics may
not speak the language of the people they are
serving. Such a limitation makes these inter-

ventions costly and futile (4). A study analysing
factors that improve access to primary health
care among indigenous populations highlighted
the need for culturally sensitive programming
that includes collaboration with traditional heal-
ers and a staff that is respectful of community
values and knowledgeable in its traditions and
language (37). Thus, indigenous-run and indige-
nous-staffed care, or at minimum care informed
by the indigenous communities themselves, is
necessary to overcome the current disparities in
TB diagnosis and treatment.

Discrimination and lack of trust in formal
health systems

Discrimination against indigenous populations
is widespread, blocking access to health and TB
tfreatment services on multiple levels. In some set-
tings, the remote areas where indigenous peo-
ples live do not have health facilities. This forces
them to seek care in other communities, where
they might face discrimination (50). Fear of this
discrimination that begins outside the doors of
health facilities might be preventing indigenous
peoples from seeking care. Once within health
facilities, discrimination is widespread and well
documented. Health practitioners may ignore or
display indifference to indigenous patients; lie to
them about the costs of medications or needed
prescriptions; misdiagnose them or provide
ambiguous information about their diagnosis;
or abuse them by yelling, acting aggressively or
performing procedures that are painful (51-53).
In addition, systematic discrimination is evident
in health information being provided in the dom-
inant language only; as a result, indigenous peo-
ples cannot communicate effectively about their
health problems or understand what is required
of them fo pursue treatment (4). In some settings,
health facilities purposely do not allow relatives
who would be able to translate into the exam-

©
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ination room (51). Discrimination has been linked
to poor physical and mental health outcomes,
negative health behaviours and an increase in
mortality (54). Studies among indigenous groups
have also demonstrated that perceived discrim-
ination is an emerging risk factor for negative
health outcomes (4). While these examples are
not specific to accessing TB diagnosis and treat-
ment, these experiences are common for indig-
enous peoples, from Canada to Guatemala to
New Zealand. With a condition like TB, where the
support and involvement of health care providers
is critical, discrimination may have a dire impact
on outcomes.

In addition to discrimination, the history of sci-
entific experimentation (55), forced sterilization
(56-58) and unequal distribution of power in
the delivery of health services (59) makes many
indigenous communities wary and untrusting
of formal health care systems. This trust can
only be re-established by involving indigenous
authorities and communities in all stages of pro-
gramme planning.

Gender

Both indigenous women and men face gen-
der-specific challenges when accessing health
services and additional factors that make them
susceptible to TB. Indigenous women have been
most affected by colonization and discrimi-
nation; the unprecedented scope of violence
against and exploitation of indigenous women
has been well documented (3,22). Almost uni-
versally, indigenous women’s health indicators
lag far behind those of their non-indigenous
counterparts or even men in their communi-
ties (4). HIV comprises a key risk for TB. There
are statistics indicating that the incidence of HIV
among indigenous populations in some set-
tings is on the increase and that risks for HIV are

universally heightened for indigenous peoples
everywhere (4,60,61). Indigenous women are
at increased risk for HIV in some setftings where
female genital mutilation, polygamy and early
marriages are common (4). In other seftings,
this increased exposure might be amplified by
involvement in sex work or the exchange of sex
for goods and a lack of knowledge about HIV
(4,6). For example, in India, 60.9% of the main-
stream population has heard of HIV compared
to 38.6% of tribal women; the situation is simi-
lar in Bangladesh and Nepal (4). The health of
indigenous men is impacted by isolation from
family and traditional society, and incarceration
(62). Incarceration increases TB risk (63) and is
disproportionately experienced by indigenous
males in developed nations; this could also be
a global phenomenon (22). Programming for
indigenous men and women needs to not only
take into account culture and tradition, but also
involve communities. Such an approach can
help to overcome some of the more harmful
practices and capitalize on the more positive
ones in order to ensure that gender-specific
interventions are available.

Genetics and other comorbidities

Loss of land and being distanced from tradi-
tional activities have resulted in a multitude of
sociopolitical issues for indigenous commu-
nifies. In terms of health indicators, non-tra-
ditional, sedentary lifestyles, change of diet
and dependence on foods that might be of
poor nutritional value have led to a number of
additional health issues, such as malnutrition,
obesity, diabetes and cardiovascular disease.
Evidence indicates that there is an increased
incidence of chronic diseases among indig-
enous peoples across a variety of settings,
including countries in Africa, North America,
Asia and the Pacific, and Europe’s North. This



could also contribute to a heightened risk for
TB (4,6,7,22). For example, in the United States,
Native Americans have a greater chance of
developing diabetes than any other racial/
ethnic group. Furthermore, Native Americans
and Alaskan Natives die of diabetes at a rate
3 times that of non-indigenous Americans
(64,65). Similarly, indigenous peoples in Asia
experience higher rates of diabetes and other
chronic diseases than non-indigenous popula-
tions in the region (4). Some studies have also
pointed to genetic mutations and an atypical
immune response that may be responsible

for the increased susceptibility of indigenous
populations to TB infection, its progression
and activation (66,67). A review of stud-
ies focused on indigenous peoples in Latin
America found a lack of reaction to the tuber-
culin skin test and immune system response
that could contribute to the faster progression
of latent TB infection (67). Another study in
a Canadian Aboriginal family revealed the
presence of a gene that could potentially be
responsible for TB susceptibility (66).

©
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Taking action

Indigenous health with
indigenous peoples

A 2012 review of evidence sought to identify
what works in indigenous primary care. The
review clearly demonstrated that those inter-
ventions that involve and solicit buy-in from
indigenous communities, are planned locally,
and have community ownership tend to deliver
more successful results (68). Considering the
reliance on traditional medicine and the effec-
tiveness of collaborating with traditional healers
to address TB in some settings, the involvement
of indigenous communities in the design and
implementation of TB interventions cannot be
undermined (47-49). In addition, community
input must be considered when developing
solutions for addressing issues of early diag-
nosis, medication adherence and other com-
mon issues in the successful treatment of TB;
otherwise, such solutions risk being unsuccessful.

Ensuring access to information

Informational campaigns about TB and inter-
ventions addressing it must be conducted and
delivered in alanguage that indigenous peoples
can understand. The mode of communication
could also be key in indigenous communities
where literacy rates are low (3). Thus, providing
information in a visual form that is appropri-
ately understood by communities or engaging
storytelling in communities could be cheap and
effective solutions in settings where translators
are unavailable and/or where the language
of the dominant culture can be spoken but not
read. The modes of communicating and all
materials must be decided on and designed
with community input.

Training indigenous health workers

Although the dramatic shortages of health work-
ers in rural and remote areas are prevalent uni-
versally, indigenous peoples may be especially
affected by such shortages, since the majority of
indigenous populations reside in these remote
and rural locations (14,69). Several strategies
exist to overcome these shortages. These include
basing medical and nursing schools in rural areas
where more indigenous students can access
them and continue to serve their communities;
providing tuition support for indigenous students
who are eager to serve the communities from
which they originated; and offering incentives for
nurses and doctors to stay in rural communities,
for example, continued education and satisfac-
tory accommodation (4). In New Zealand, a spe-
cial admissions scheme operates for students of
indigenous descent who are enrolling in health
programmes. While overall, Maori remain a dis-
proportionate minority in health professions, New
Zealand has made laudable strides in support-
ing the development of Maori health providers.
Existing research has demonstrated that Maori
health providers serve to increase Maori com-
munities’ access to care (70-72).

Other approaches that work

Severalinterventions have been designed specif-
ically for and with indigenous peoples to address
the high burden of TB in these populations.

« In Kenya, temporary lodgings next to health
facilities - or TB manyattas— where Kenyan
pastoralists can receive TB treatment for 4
months with the help of a family member were
established to accommodate the needs of this
indigenous groups. The success of the treatment
program led to establishing TB manyattas in
other remote locations in Kenya (73).



e In Namibia, TB control programmes among
the San people saw increased success when
family members were educated about TB treat-
ment. The lifestyle of the San often requires long
hunting expeditions that frequently interrupt TB
treatment, causing drug-resistant TB to emerge
in communities. Family members were frained
about the importance of administering the
medication regularly, and learned how to make
notes on freatment cards and collect medical
samples. These steps improved adherence,
while accommodating the San lifestyle (6).

« In Indonesia, an NGO-run clinic specializing
in HIV, TB and other conditions that might be
stigmatized services indigenous peoples exclu-
sively; it also trains indigenous nurses and hires
indigenous staff and volunteers who can do
health promotion and deliver services to their
communities (6).

« In Mexico, extended health insurance cover-
age among indigenous populations has boosted
their usage of health care (74).
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Recommendations

While these recommendations provide an outline for action for a range of key stakeholders, others,
including UN Agencies and local and global health worker collectives, should take note and assess
their potential for use in improving TB prevention, treatment and care for indigenous peoples.

Civil Society

i Ensure that indigenous

i communities are involved

i in every step of identifying,

: designing and implementing
i health programming that

: affects them, and promote

: health interventions

: sourced from indigenous
 communities that could be

. applied to TB;

Allow room for capacity

i building of indigenous

: organizations and

i encourage organizing

: among indigenous

: researchers and indigenous
i peoples with TB;

Promote traditional
. healer engagement in
: programmes;

: Organize and form

: alliances between

i indigenous researchers
i and advocates;

: Seek support to

¢ build capacity

: among indigenous
: organizations;

Groups of Rural
People with TB

National Governments
and Health Systems

Ensure that indigenous

i groups are consulted at

: ¢ all levels of policy and
: Engage with government :

: and NGO bodies that

i design health- and

i TB-focused interventions
to ensure community

i buy-in and participation
¢ in programming;

intervention design for TB

i and that buy-in is acquired
: from communities and

¢ indigenous authorities

i prior o programme

¢ implementation;

i Engage traditional

i healers in programming,
“including TB treatment, by

: encouraging collaboration
: between traditional healers

: and mainstream health
: institutions;

: Promote involvement of
i indigenous researchers at
: the national level;

: Create opportunities to
i collect input from indigenous
i peoples with TB, community
advocates and researchers;

Donors

Invest in

: healthand TB

i programmes

: that involve

¢ indigenous

. peoplesiin

- all stages of

i planning and

¢ implementation;

Particularly focus
i investment on :
: programmes

¢ that consider

: the indigenous :
i concept of health :
: and involve :
. traditional

: healersin
programming;

i Support capacity :
¢ building for :
i indigenous-led

i organizations

i through grants

: and technical

: assistance;

i Support
indigenous

i organizations

i through funding,

technical

: assistance
i and capacity
building;



Civil Society

i Demand equity in health

i data collection efforts

i and the participation of

: indigenous peoples in the

i design and implementation
i of research studies and

i data collection efforts such
: as the DHS;

Develop and promote
: indigenous-specific social
: determinants of health

: frameworks to highlight the

‘ need for addressing the

i overlapping vulnerabilities
i that make indigenous

i peoples more susceptible
i to TB;

¢ Advocate with national

¢ health leaders for access to

: low-literacy materials, visual
: materials, and materials in

: indigenous languages that

i can be easily interpreted by
¢ indigenous peoples;

Groups of Rural
People with TB

i Advocate for

: community-based

: and community-led

: research on TB and

: other conditions among
: indigenous peoples,

i and the participation of
i indigenous communities
¢ in broader social and

i health indicator data

: collection efforts;

prioritize interventions;

i Utilize existing

: international instruments
: to advocate for

¢ indigenous access to

¢ data about their health;

i Make decisions as

i to the best strategies

: with which to educate

i peers about TB and

: the importance of

: medication adherence,
i using materials,

i story-telling and other
i tools that are most

. accepted in indigenous
: communities;

National Governments
and Health Systems

: Devise ways to account
i for indigenous peoples
in national health data

i collection efforts;

Support national research
i institutions that focus on
: indigenous health;

: Insist that data collection
i account for the impact
i of TB and HIV on the

- well-being of indigenous :
: communities in order to

: Ensure a transparent

: exchange of information

i that provides indigenous

: community leaders with

¢ access to data on health

i outcomes and the impact of
health disparities;

¢ With input from indigenous
: peoples, produce easy-

¢ to-understand health

{ communication materials

: on TB symptoms, risk,

. and treatment adherence

i that align with the needs,

i traditions and lifestyles of
indigenous groups;

Donors

Fund research
: and data

i collection among

: indigenous
: populations,

i especially where

: health data

¢ among them are

i lacking;

: Fund and

i support the

i development
i of indigenous-
¢ specific social
: determinants
: of health

¢ frameworks;

: Promote

i and invest in

: materials and
: interventions
i that support

¢ indigenous

¢ health education;

o
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Civil Society

i Seek out innovative

i approaches to indigenous
¢ health and TB programming
: specifically, and ensure

: their broad adoption and
i implementation.

Groups of Rural
People with TB

: Organize to form and obtain : Engage with NGOs
: funding for community- :
: based clinics that serve

: indigenous communities

i and educate indigenous

¢ health workers and health
i promoters;

: and government

¢ institutions to encourage
: the establishment of

¢ indigenous clinics and

. training for indigenous
health workers;

: Collaborate within the

¢ indigenous community

i fo produce models and
interventions that can

: best serve indigenous

: peoples in expanding

i their access to TB

: diagnosis and treatment;

. Develop reports of

i cultural protocols and

¢ cultural relevance for

i the main authorities

i dealing with indigenous
: communities and health
: facilitators.

National Governments

and Health Systems

i Support indigenous clinics
: and clinics that serve
¢ indigenous communities;

: Make educational

i opportunities available

i for indigenous peoples to
i engage in the health system;

: Fast-track rural and

¢ indigenous positions, and
i provide incentives for

i indigenous health workers
i to stay and serve their

i communities;

i Create national

i programmes fo accelerate
i education for indigenous
peoples interested in health
i professions;

i Promote and seek innovative :
approaches in indigenous :
. health care that have the
i potential fo improve TB

¢ treatment outcomes for

: indigenous populations;

Donors

: Fund educational :
i opportunities
: for indigenous
| peoples

" interested in

. health and

: medicine;

: Promote

i successful
 models for

: engaging health
: workers in rural
i and indigenous
¢ clinics;

¢ Provide funding
for innovative

: programmes

i that have the

i potential to

: : effectively
: Review and promote cultural :

¢ protocols that can accelerate
i health care delivery in :
: indigenous communities.

address TB
in indigenous

: communities.
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