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Abstract

This manuscript presents a comprehensive, fully rewritten academic review of women’s health among
tribal communities in India, focusing on maternal health disparities, cultural determinants, structural
barriers, and the broader socio-economic context shaping these outcomes. Grounded in evidence from
multiple regions and decades of public health research, the review analyzes how geographical isolation,
traditional practices, nutritional deficiencies, and limited access to healthcare systems contribute to
persistent inequalities. Emphasis is placed on maternal mortality, antenatal and postnatal care utilization,
reproductive autonomy, and health-seeking behaviors among tribal women. The manuscript synthesizes
academic literature to present a multidimensional understanding of why tribal women in India continue
to experience disproportionate burdens of ill health and what interventions may be required to improve
outcomes.
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Introduction

Women’s health is internationally recognized as a cornerstone of public health and human development.
In India, where demographic diversity and structural inequalities define much of the social landscape,
the health of women particularly those belonging to tribal communities requires sustained scholarly
attention. Women in tribal societies often live in remote, forested, or hilly regions, where access to
infrastructure, education, and health services is minimal. These.communities, classified constitutionally
as Scheduled Tribes (STs), comprise approximately 8.6% of India’s total population. Despite
constitutional protections and targeted welfare schemes, tribal populations continue to demonstrate some
of the poorest health indicators in the country.

Maternal health, in particular, reflects deep-rooted inequities in socio-economic development and
healthcare accessibility. Complications during pregnancy and childbirth remain leading causes of death
for tribal women. National health surveys repeatedly show that tribal women have lower utilization of
antenatal care (ANC), lower rates of institutional delivery, and limited access to emergency obstetric
services. These disparities reflect an intersection of factors including poverty, illiteracy, gender
hierarchies, cultural traditions surrounding birth, and chronic under-nutrition.

The World Health Organization defines health as a state of complete physical, mental, and social well-
being, reinforcing that the absence of disease alone does not constitute good health. For tribal women,
health and well-being cannot be understood without situating them within the broader socio-cultural and
economic context of tribal life. The daily realities of tribal household’s long working hours, dependence
on subsistence agriculture, lack of sanitation facilities, and limited access to government services
directly influence maternal outcomes. Healthcare accessibility is further shaped by geographical
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barriers, as many tribal villages are located far from primary health centers (PHCs), community health
centers (CHCs), or district hospitals.

Cultural practices also play a significant role in shaping maternal health behaviors. Many tribal
communities rely heavily on traditional healers, spiritual rituals, and customary birthing practices. While
these practices hold cultural importance, they can inhibit modern maternal healthcare utilization. In
several tribes, pregnancy is not regarded as a medical condition requiring specialized attention but as a
natural state, leading women to delay or completely avoid antenatal visits. Food taboos, beliefs about
fetal growth, and culturally sanctioned alcohol consumption often worsen nutritional status during
pregnancy.

Nutritional deficiencies represent an additional layer of vulnerability. High rates of anemia and chronic
energy deficiency are consistently reported among tribal women, contributing to fatigue, infection risks,
preterm delivery, and postpartum complications. These nutritional deficits are rooted in poverty, low
food diversity, limited access to iron-rich foods, and cultural restrictions surrounding diet during
pregnancy. As a result, tribal women face a combination of biological, cultural, and socio-economic risk
factors that magnify the likelihood of adverse maternal health outcomes.

The maternal health challenges among tribal communities cannot be understood in isolation from
broader structural determinants. Weak health systems in tribal regions characterized by staff shortages,
irregular outreach services, poor supply chains, and inadequate referral networks significantly impede
access to quality healthcare. Many PHCs lack trained obstetric staff, essential medications, or basic
diagnostic equipment, making them ineffective in addressing maternal complications. Transport barriers
further delay care-seeking, especially during obstetric emergencies.

This manuscript aims to provide a deeper academic analysis of these themes by synthesizing findings
from public health studies, demographic surveys, and anthropological research. Through a
multidisciplinary lens, the review examines how cultural practices, economic constraints, and
institutional inadequacies collectively shape the reproductive health experiences of tribal women in
India. The goal is not only to document disparities but also to contribute to a more nuanced
understanding of the systems that produce them, thereby-informing more context-sensitive interventions
in the future.

Literature Review

The health of tribal women in India has been widely studied across disciplines including public health,
sociology, anthropology, and development studies. Existing scholarship consistently shows that tribal
women experience poorer health outcomes compared to other social groups due to structural
inequalities, cultural norms, and inadequate access to healthcare services. This literature review
synthesizes major findings on socio-economic determinants, cultural practices, nutritional status,
maternal healthcare utilization, and regional disparities affecting tribal women.

Socio-economic Determinants

Studies repeatedly demonstrate that poverty and economic marginalization strongly shape the health-
seeking behavior of tribal communities. Sahoo and Madheswaran (2015) emphasize that high out-of-
pocket expenses deter many tribal families from seeking formal healthcare. Households facing chronic
poverty often delay or forgo medical treatment, opting instead for self-care or traditional healers.
Bhattacharya (2015) notes that although primary health centers (PHCs) are designed to serve
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disadvantaged groups, these facilities often lack the capacity to deliver consistent care. Distance from
health centers, unreliable transportation, and the cost of private services further compound the
challenges. lyenger and Dholakia (2011) add that although socially marginalized groups such as
Scheduled Tribes show some reliance on government health institutions, coverage remains limited and
inconsistent. Women’s Autonomy and Gender Relations Research consistently links low autonomy with
poor maternal health outcomes. Dangal and Bhandari (2014) argue that decision-making power, control
over resources, and freedom of movement substantially influence maternal healthcare utilization. In
many tribal households, particularly in central India, men or elders determine when and where women
seek care. Joyce (2013) observes that limited education contributes to low awareness about pregnancy
risks and danger signs. Women who lack information about nutrition, immunization, or the benefits of
antenatal visits are less likely to seek timely care. Studies also indicate that gender norms shape labor
patterns; tribal women often continue strenuous agricultural work late into pregnancy, increasing risks of
complications.

Nutritional Status and Health Outcomes

A major theme in the literature is the widespread prevalence of malnutrition and anemia among tribal
women. Maiti et al. (2005) report that chronic energy deficiency (CED) and low body mass index (BMI)
are significantly more common among tribal women than among non-tribal groups. In Jharkhand, nearly
41% of tribal women have a BMI below 18.5, and anemia rates are often above 60%. Chandrakar et al.
(2009) document similar patterns in Chhattisgarh, noting that poor dietary diversity, low iron intake, and
prolonged physical labor worsen nutritional health. Agrawal (2013) further highlights that tribal women
in Odisha are more likely to experience undernutrition and anemia compared to non-tribal women.
Chronic nutritional deficits exacerbate maternal risks such as preterm delivery, postpartum hemorrhage,
and low birth weight.

Cultural Beliefs and Birthing Practices

Anthropological studies illustrate how traditional practices significantly influence maternal and child
health. Basu (2000) explains that in many tribes, pregnancy is viewed as a natural state requiring
minimal medical intervention. Food taboos during pregnancy are widely documented, including
restrictions on nutrient-rich foods believed to cause larger babies or difficult labor. Several studies
describe the use of traditional birth attendants and home-based deliveries. Among groups such as the
Kutia Khonds and Santals, childbirth practices include squatting deliveries, the use of ropes for support,
and cutting umbilical cords with unsterilized tools. While culturally meaningful, these practices increase
the risks of infection and hemorrhage. Das et al. (2009) stress that socio-cultural familiarity with
traditional healers contributes to delays in seeking formal obstetric care, especially in emergencies.

Healthcare Access and Utilization

Access to healthcare services remains one of the most persistent challenges for tribal communities.
Geographic isolation, poor infrastructure, and understaffed health facilities limit the availability and
quality of maternal care. Chauhan et al. (2012) observe that maternal mortality is notably high among
primigravida women in tribal regions due to delays in seeking skilled assistance. Roy et al. (2010)
document high infant and maternal mortality rates among the Khairwar tribe of Madhya Pradesh, where
home deliveries are common and postnatal care is often neglected. Galhotra et al. (2014) note that
Chhattisgarh has significant shortages of trained personnel, poorly equipped health centers, and weak
referral systems. Limited outreach by Auxiliary Nurse Midwives (ANMS) further restricts access to
antenatal and postnatal care.

Regional Disparities

Although tribal communities share many challenges, health conditions vary across states. In Jharkhand,
for example, stunting, anemia, and low maternal BMI are widespread. Odisha’s tribal populations
exhibit high rates of poverty, teenage pregnancy, and low literacy, contributing to poor maternal
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outcomes (Agrawal, 2013). In Chhattisgarh, only a small proportion of tribal women receive regular
antenatal checkups, and reproductive tract infections are common. Madhya Pradesh, home to tribes such
as the Gond and Baiga, reports high levels of maternal mortality linked to unsafe delivery practices and
nutritional deficits. Studies from northeastern states highlight additional issues, including limited health
infrastructure and difficult terrain, which hinder consistent service delivery.

Synthesis of Literature

The literature collectively points to an interconnected system of disadvantage. Socio-economic
marginalization restricts household resources and limits access to nutritious food and formal healthcare.
Cultural norms influence dietary behavior, pregnancy practices, and attitudes toward modern medicine.
Weak health systems in tribal regions perpetuate inequalities

by providing inconsistent or inadequate maternal care. These overlapping factors result in
disproportionately poor maternal outcomes among tribal women across India.

Findings and Discussion

The examination of women’s health among India’s tribal communities reveals a multidimensional
pattern of disadvantage that operates at the intersections of poverty, geography, gender, culture, and
institutional capacity. The findings from the reviewed literature indicate that maternal health outcomes
among tribal women are shaped by deeply embedded

structural inequalities as well as culturally rooted practices. This section synthesizes these dynamics to
provide a comprehensive discussion of the major themes that emerge.

Socio-Economic and Structural Determinants

A central finding in the literature is that socio-economic marginalization profoundly limits tribal
women’s access to health resources. Poverty affects nearly every aspect of maternal health by restricting
food availability, limiting the ability to pay for transportation or medical services, and shaping
household priorities that often place women’s needs secondary to survival concerns. The chronic
underdevelopment of tribal regions—manifesting in inadequate infrastructure, poor roads, fewer
schools, and limited livelihood opportunities—reinforces a cycle of deprivation that directly and
indirectly affects women’s health.Healthcare infrastructure deficits play a significant role. Primary
Health Centers (PHCs) and Community Health Centers (CHCs), the backbone of India’s rural health
system, are often poorly staffed or irregularly functioning in tribal areas. Shortages of doctors, nurses,
and Auxiliary Nurse Midwives (ANMs), along with inadequate supplies of medicines and diagnostic
tools, hinder effective healthcare delivery. This leads tribal women to rely on unregulated private
practitioners or traditional healers, particularly during pregnancy when immediate access to skilled care
is crucial. The lack of emergency obstetric services in many tribal-dominated districts contributes to
higher maternal mortality rates.

Geographical barriers

Many tribal communities live in remote and forested areas where transportation services are limited or
non-existent. Women experiencing labor complications often struggle to reach health facilities in time,
resulting in preventable maternal deaths. Studies consistently highlight that distance to the nearest
facility is one of the strongest predictors of whether tribal women seek institutional care.

Cultural Beliefs and Practices

Cultural norms significantly shape health behaviors and decisions during pregnancy and childbirth.
Tribal communities commonly view pregnancy as a natural event rather than a medical condition
requiring specialized care. This perception, combined with the belief that childbirth is a family-managed
event, reduces the perceived need for antenatal visits or
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skilled attendance during delivery. In many tribes, traditional birth attendants hold cultural authority and
are trusted figures within the community. Their role, however, lacks the medical training necessary to
manage obstetric complications,

increasing risks during childbirth.

Food taboos and pregnancy-related dietary restrictions are also widespread. Many tribes restrict the
intake of nutrient-rich foods such as eggs, meat, and iron-rich vegetables, fearing that these will lead to
large babies and difficult labor. Alcohol consumption among pregnant women, culturally normalized in
several tribal communities, poses an additional risk factor for fetal and maternal health. Although these
practices are rooted in longstanding traditions and identity, they contribute to chronic under-nutrition
among women of reproductive age.

Nutritional Deficiencies and Chronic Energy Deficit

The literature consistently identifies malnutrition as one of the most pervasive health challenges among
tribal women. Chronic energy deficiency (CED) and high rates of anemia severely compromise maternal
health, leading to fatigue, increased susceptibility to infections, prolonged labor, postpartum
hemorrhage, and poor birth outcomes. Nutritional deficits are often linked to poverty, high physical
labor, and seasonally variable food availability. Women frequently eat last within the household,
receiving smaller portions and limited dietary diversity. This malnutrition cycle begins early in life, as
many tribal girls experience stunting and under nutrition during childhood, which carries forward into
adulthood and pregnancy. Intergenerational undernutrition thus becomes an entrenched pattern. Studies
show that improving maternal nutritional status is essential for breaking this cycle, but effective
interventions remain limited in coverage and continuity in tribal areas.

Maternal Health Service Utilization

The uptake of maternal health services such as antenatal care (ANC), postnatal care (PNC), and
institutional deliveries remains significantly lower among tribal women compared to other population
groups. Several factors contribute to this pattern: lack of awareness about the importance of ANC, low
female literacy, limited autonomy in health decision-making, and high opportunity costs associated with
visiting healthcare facilities.

Even when women attend ANC clinics, the quality of services is often suboptimal. Stock-outs of iron-
folic acid tablets, inadequate counseling, rushed examinations, and poor follow-up reduce the perceived
value of these services. As a result, many women see little benefit in returning for subsequent visits. The
inadequacy of PNC services is particularly concerning, given that most maternal and neonatal deaths
occur within 48 hours of delivery. Yet many women receive no postnatal check-up due to weak outreach
and lack of guidance.

Regional and Tribal Variations

While the factors contributing to poor maternal health outcomes are broadly consistent across regions,
the severity and specific manifestations vary by tribe and state. For example, tribes in Chhattisgarh and
Jharkhand exhibit extremely high levels of anemia and chronic energy deficiency. In Odisha, teenage
pregnancy and high fertility rates further exacerbate maternal health risks. Tribes in Madhya Pradesh,
such as the Gond and Baiga, experience high maternal mortality associated with unsafe childbirth
practices and reliance on traditional healers. Northeastern tribes face challenges related to geographical
isolation and limited health infrastructure, despite relatively better literacy levels in some areas.

These regional variations indicate that maternal health interventions must be tailored to specific cultural,
economic, and geographical contexts. A one-size-fits-all approach is unlikely to be effective.
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Implications for Policy and Practice

The findings highlight the need for policies that address the structural barriers limiting tribal women's
access to quality maternal healthcare. Strengthening rural health systems particularly PHCs and CHCs
must be a priority to ensure that tribal communities have access to skilled care. Increasing the number of
trained health workers, improving supply chains, and enhancing emergency transport systems can
significantly improve maternal outcomes. Culturally sensitive health education initiatives are also
essential. Engaging traditional birth attendants, tribal leaders, and women’s groups can help promote
safer childbirth practices and dispel harmful misconceptions about diet and pregnancy. Programs must
also emphasize the importance of ANC and PNC services while providing incentives and support
mechanisms to enable regular attendance.

Finally, addressing nutritional deficiencies requires a comprehensive approach involving food security
programs, targeted supplementation, community-based nutrition education, and women's empowerment
initiatives. Improving literacy, enhancing economic opportunities, and promoting gender equity can
further strengthen women’s autonomy and health-seeking behaviors.

In summary, the findings underscore the complex interplay of socio-economic, cultural, nutritional, and
infrastructural factors that shape maternal health among tribal women in India. A holistic, culturally
informed approach is crucial for improving the well-being of these communities and achieving broader
goals of health equity.

Conclusion

The review of women’s health among tribal communities in India reveals a complex constellation of
structural, socio-economic, cultural, and institutional factors that collectively shape maternal health
outcomes. The evidence across disciplines demonstrates that tribal women face deeper and more
persistent vulnerabilities than many other social groups, resulting in elevated risks of maternal morbidity
and mortality. These disadvantages are not isolated phenomena but manifestations of historically
entrenched marginalization, geographical isolation, and systemic neglect of healthcare infrastructure in
tribal regions.

A central conclusion emerging from the literature is that poverty and economic deprivation form the
foundation of health disparities experienced by tribal women. Limited income, food insecurity, seasonal
employment, and lack of financial autonomy restrict women’s ability to seek timely maternal healthcare.
These socio-economic constraints interact closely with cultural norms and traditional practices, which
often delay or discourage the use of institutional delivery services. In many tribal societies, childbirth is
not viewed as a medical event but as a natural life process best managed within the household or
community. Although culturally rooted, such practices heighten the risks of complications, particularly
in the absence of skilled birth attendants or emergency

obstetric care.

The literature also underscores the crucial role of nutritional status in shaping maternal health.

High rates of anemia, chronic energy deficiency, and undernutrition among tribal women contribute
significantly to adverse pregnancy outcomes, including preterm birth, postpartum hemorrhage, and low
birth weight. Nutritional vulnerabilities are often intergenerational, reflecting persistent food insecurity,
limited dietary diversity, and gendered patterns of intra-household food distribution. Addressing
maternal nutrition among tribal communities, therefore, requires long-term interventions that improve
food systems, empower women, and prioritize early-life nutrition.
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Another important conclusion is the critical need to strengthen healthcare infrastructure and

service delivery in tribal regions. Many of the health centers intended to serve tribal populations operate
with shortages of staff, equipment, essential medicines, and emergency care facilities. Geographical
barriers and poor transportation networks further exacerbate delays in accessing care during obstetric
emergencies. Strengthening PHCs, CHCs, referral systems, and community outreach mechanisms along
with ensuring regular visits by health workers remains essential for improving maternal health
outcomes.

Culturally sensitive health interventions emerge as a major thematic recommendation. Programs that
engage tribal leaders, traditional birth attendants, and women’s collectives can enhance trust and
increase acceptance of modern maternal healthcare practices. Effective interventions must respect
cultural identities while providing evidence-based maternal health education that dispels harmful myths
and supports healthy pregnancy and childbirth behaviors.

Finally, improving women’s autonomy through education, economic opportunities, and participation in
decision-making forms a foundational strategy for long-term improvements. Women who possess
greater knowledge, financial independence, and decision-making power are more likely to seek timely
care, ensure adequate nutrition during pregnancy, and advocate for their health needs.

In conclusion, enhancing maternal health among tribal women in India requires a holistic approach that
integrates structural reforms, culturally informed practices, nutritional interventions, and empowerment
strategies. Addressing these interconnected determinants is essential not only for reducing maternal
mortality and morbidity but also for advancing broader goals of equity, social

justice, and inclusive development.
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