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Disappearing, displaced, and undervalued: a call to action for 
Indigenous health worldwide 
Carolyn Stephens, John Porter, Clive Nettleton, Ruth Willis

“What sets worlds in motion is the interplay of diff erences, their attractions and repulsions. Life is plurality, death is 
uniformity. By suppressing diff erences and peculiarities, by eliminating diff erent civilisations and cultures, progress 
weakens life and favours death. The ideal of a single civilisation for everyone implicit in the cult of progress and 
technique, impoverishes and mutilates us. Every view of the world that becomes extinct, every culture that disappears, 
diminishes a possibility of life!”1

Indigenous peoples are the most potent example of our 
human diversity of culture, language, and spirit; yet they 
are often disadvantaged and marginalised. Who are the 
Indigenous and why do they have the worst health 
indicators? How can their health situation be improved? 
This fi nal paper in the series on the health of Indigenous 
peoples addresses the complexity of the term Indigenous, 
describes the poor health indicators of such people, and 
helps to put Indigenous health into an international 
context. We discuss the importance of Indigenous peoples’ 
contribution to worldwide wellbeing, and discuss ways to 
both understand and improve their health situation. 
Improved data for health and living conditions are needed 
to help create policies that lead to access to comprehensive, 
culturally appropriate health care services, health 
education, nutrition, and housing. Listening to Indigenous 
peoples, and responding to their priorities and ideas, is a 
crucial part of the policy equation.

We are concerned that major international policies such 
as the Millennium Development Goals might further 
marginalise Indigenous communities through their top-
down and utilitarian approach to health policy-making—
encouraging targets to maximise health benefi ts for the 
majority, while at the same time potentially demoting the 
minority. We describe the importance and value of 
Indigenous wisdom for the future of international health 
and medicine, and call for health professionals to support 
Indigenous peoples in their quest for equity and health.

Indigenous peoples have been the guardians of our 
environment and its medicines for thousands of years, 
built on a holistic communal view of humanity and its 
links to the ecosystem.2 Yet they are among those most 
marginalised within many nation states and have the 
worst health indicators, and their knowledge is fast 
disappearing as their land is appropriated and their 
environment destroyed. This paper is the last in a series 
about Indigenous health, written in the fi rst year of the 
second International Decade of the World’s Indigenous 
Peoples, initiated after a fi rst Decade that achieved 
little—even according to the responsible United Nations 
offi  cers. As the High Commissioner for Human Rights, 
Coordinator of the fi rst Decade, noted in an assessment: 
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“Indigenous peoples in many countries continue to be 
among the poorest and the most marginalized…the 
adoption of a declaration on the rights of indigenous 
peoples, one of the major objectives of the Decade, has 
not been achieved. The report considers that further 
eff orts are needed by the Member States concerned and 
the international community to ensure that all 
indigenous people everywhere enjoy full human rights, 
and real and measurable improvements in their living 
conditions.”3

Other papers in this series have portrayed the health 
situation and policy context of Indigenous peoples in 
three diff erent regions: Australia and the Pacifi c,4 where 
aboriginal peoples have long argued for their rights 
against a backdrop of well documented health 
disadvantage; Latin America and the Caribbean,5 where 
Indigenous peoples are increasingly active in pursuit of 
equity after years of unequal health and, in many settings, 
extermination; and Africa,6 where the existence of 
Indigenous peoples is challenged by some and where 
Indigenous peoples have some of the worst health 
indicators in the world. 

A crucial issue for Indigenous peoples is that of 
representation. One of our key aims has been to ensure 
that Indigenous voices are heard in a journal whose usual 
writers and audience are the world’s leading scientists. 
The series has been written by a group of international 
scientists and activists, many of them from Indigenous 
communities. This fi nal paper is a call to action to 
policymakers and health professionals to support 
Indigenous peoples worldwide to achieve equity and 
ensure survival.

Defi nition of Indigenous 
The notion of indigeneity is complex, and highly 
contested.7 After all, are we all not, in some sense, 
Indigenous to the lands where we were born? Two main 
areas of debate exist: how does one defi ne what the idea 
of being Indigenous is, and who is Indigenous in any 
particular setting? Anthropologists disagree on the 
answers to these questions, and Indigenous peoples 
themselves have diff ering views.
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The term Indigenous is used in some contexts to refer 
to the aboriginal population of a nation or area—those 
who were the fi rst-recorded human inhabitants. In 
countries such as Australia, New Zealand, North America, 
and Canada, and to a large extent Latin America, this 
interpretation is clear, drawing a distinction between 
native peoples and European colonial settlers.4,5,8 In other 
areas, including Asia and the Middle East, distinctions 
are less clear. Colonisation took place between ethnic 
groups within and between countries, and in some cases 
native populations were almost entirely eradicated. In 
other contexts, social hierarchies such as the Indian caste 
system establish categories of social position at birth, 
with some groups recognised as Indigenous or tribal on 
a sociocultural basis. In Africa, defi nition becomes even 
more complex. A European colonial history, coupled with 
more recent eff ects of apartheid, civil war, and genocide 
create a highly politicised platform for the discussion of 
indigeneity.9 Nowhere is the idea more disputed than in 
the African continent, where all Africans claim 
indigeneity against comparison with white colonists.6 

A further area of discussion concerns what being 
Indigenous means. Stereotypical western imagery tends 
towards romanticised images of peoples untouched by 
modernity, with uniquely diff erent cultural patterns and 
conceptual worldviews that challenge current conventional 
truths. There is a fi ne line between recognition of the 
positive aspects of traditional Indigenous lifestyles and 

negative portrayals of primitive groups in some way 
inferior to mainstream society. In India, the commonly 
accepted term for Indigenous people is Adivasi, which 
refers to people living in tribal communities characterised 
by “distinct culture and dialect, geographical isolation, and 
simple pre-literate people living in forests and hills, 
sharing a symbiotic relationship with nature”.10 Sylvain, 

and many other anthropologists, notes that “despite the 
laudably fl exible criteria for Indigenous status, at the local 
level…the criteria for Indigenous status tends to become 
ontologically saturated with essentialist and primordialist 
concepts of culture”.8 

In reality, as many anthropologists have documented, 
Indigenous groups frequently share many aspects of 
modern political economies and social contexts,8 in many 
settings living on the margins of big cities with other 
excluded communities. Conversely, in some settings, 
notably the Americas, Indigenous peoples have established 
a strong position within modern nation states, with an 
identifi able presence in national, regional, and local 
government, academia, and society. However, strong 
features of Indigenous peoples’ self-identifi cation include 
links to the physical environment, and a distinctive 
worldview. Indigenous peoples themselves, throughout 
the International Decade of Indigenous Peoples and the 
UN Permanent Forum of Indigenous Peoples, have 
consistently challenged the need for worldwide defi nitions 
of this idea, most recently expressed in a UN Permanent 
Forum workshop on data collection and disaggregation: 

“in the case of the concept of ‘indigenous peoples’, the 
prevailing view today is that no formal universal 
defi nition of the term is necessary. For practical purposes 
the understanding of the term commonly accepted is the 
one provided in the Martinez Cobo study”.11 

Panel 1 shows the complexity of defi ning indigeneity, 
emphasising the importance of ancestral occupation of 
land, separation from colonising peoples, language, 
culture, self-identifi cation, and group recognition.11 Such 
complexity stems not only from the fact that Indigenous 
peoples are so culturally and linguistically diverse, but is 
also related to the political nature of defi ning indigeneity. 
In some countries, to be called Indigenous has changed 
over time from being pejorative and often life-threatening 
to being a term of pride, and has given people access to 
their rights and their land. 

Although no universally agreed defi nition exists, 
development of clear defi nitions of indigeneity within 
each specifi c context is important, especially when 
discussing health. The factors most widely recognised by 
the communities are self-identifi cation as Indigenous and 
group acceptance, and many governments have now 
included indices of this nature into national census 
exercises.12 Such factors allow disaggregation of data by 
ethnic or cultural group, and a better understanding of 
many aspects of Indigenous demography and socio-
economic status within nation states.

Panel 1: Defi nitions

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

This historical continuity may consist of the continuation, for an extended period 
reaching into the present of one or more of the following factors:
● Occupation of ancestral lands, or at least of part of them;
● Common ancestry with the original occupants of these lands;
● Culture in general, or in specifi c manifestations (such as religion, living under a tribal 

system, membership of an indigenous community, dress, means of livelihood, 
lifestyle, etc);

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

● Residence on certain parts of the country, or in certain regions of the world;

Other relevant factors:
“On an individual basis, an indigenous person is one who belongs to these indigenous 
populations through self-identifi cation as indigenous (group consciousness) and is 
recognized and accepted by these populations as one of its members (acceptance by the 
group). “This preserves for these communities the sovereign right and power to decide 
who belongs to them, without external interference”.11
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Language is also a key indicator of indigeneity, and is 
a very important aspect of identity, even when many 
speakers are multilingual. Currently, Indigenous 
peoples number over 350 million in more than 
70 countries, with more than 5000 languages and 
cultures.13 Language becomes more important when 
one appreciates the complex oral knowledge system 
within Indigenous culture. Oral tradition has trained 
Indigenous health practitioners for centuries and has 
preserved knowledge of some of the world’s most 
promising health remedies.14,15 Many Indigenous 
children speak both their local community language 
and the mainstream national language, but the diversity 
of living languages in the world is decreasing as speakers 
of rare languages diminish through generations 
(fi gure 1).16

Indigenous health
In some countries, specifi cally Canada, Australia, and 
New Zealand, a large amount of reliable data on 
Indigenous health exists. In recent years these data have 
not solely been about Indigenous peoples, but have been 
gathered and published by Indigenous researchers. 
Internationally, peer-reviewed studies are scarce, and 
for some regions we searched for studies from non-
governmental organisations, both local and international, 
and other unpublished sources. Some of these are 
sources from Indigenous organisations that have seen 
the value of these data for use in advocacy. Availability of 
health data is also aff ected by the geographical isolation 
of Indigenous peoples. In some cases, information is 

obtained only when an epidemic has started and health 
professionals arrive and begin to treat patients.17,18 

In the world’s most isolated regions, anthropologists 
have led work to improve understanding of Indigenous 
peoples and their living conditions. Although they do not 
aim to gather epidemiological data, many studies have 
documented demographic details of groups, including 
births and deaths.19–22 Through a lengthy process of gaining 
community trust and gradually gathering family histories, 
birth stories, and verbal autopsies, many anthropologists 
have been able to accomplish what most epidemiologists 
have not. 

Availability of Indigenous heath information is also 
aff ected by the nature of being a community within a 
nation state, and by the movement of individuals and 
families between rural and urban areas. Some com-
munities cross national boundaries, which creates 
challenges for data collection, particularly if national 
datasets are used and indigeneity is defi ned diff erently in 
diff erent states.11,23 At a national level, many countries do 
not break down their data in a way that reveals ethnic 
diff erences in health or socioeconomic conditions.

Despite these diffi  culties, the evidence shows that 
indicators of Indigenous health are consistently poorer 
than comparable indicators for non-Indigenous com-
munities within the same country.4–6 Health diff erentials 
exist for a wide range of outcomes: in poorer regions of 
the world, Indigenous peoples have the same infectious 
diseases as their non-Indigenous counterparts but at 
much higher rates. Child and maternal mortality rates 
are also higher, even in regions with ubiquitously high 

Figure 1: Mbya Guaraní children in Tekoa Yma village, Yabotí Biosphere Reserve, Misiones, Argentina, 2005 
Children from Tekoa Yma, an isolated community of Mbya Guaraní indigenous people who live in northeast Argentina. Mbya Guaraní is their fi rst language, which, 
with other variants of Guaraní, is spoken in Argentina, Brazil, Paraguay, and Bolivia.16 Tupi-Guaraní peoples once had extensive territories of what are now some of the 
world’s largest nations.
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rates such as Asia and Africa.9,24,25 In wealthier countries, 
an infectious disease burden persists for Indigenous 
peoples with high rates of diseases such as tuberculosis, 
and inequality also exists in the prevalence of chronic 
disease, including diabetes and heart disease.4,26,27 In 
some settings, child mortality diff erentials between 
Indigenous and non-Indigenous populations are seen 
in perinatal and postneonatal mortality, accidents, birth 
defects, and childhood cancers.28–30 Socially related 
conditions, linked to displacement of groups from their 
land and social disadvantage in new settings, are also 
present in many regions. Suicides, and alcohol and 
drug related problems, are common in these 
communities, which is one of the key issues facing 
communities living in Canada, the USA, New Zealand, 
and Australia.26,31–33 

Many Indigenous communities fi nd that the land they 
have treasured and defended has become contam-
inated, through mining, oil exploration, or agricultural 
chemicals.34,35 This contamination of the environment 
can aff ect even isolated communities when contaminants 
enter rivers or seas.34,36,37 In some settings, a search for 
resources, such as oil, to supply the already unsustainable 
modern ways of living and moving, not only threatens 
Indigenous peoples’ access to land, but also pollutes the 

environment, and introduces so-called modern diseases 
that can threaten community survival.18 

Most studies reviewed in this series have shown major 
inequalities in health between Indigenous and non-
Indigenous communities within countries, but these 
data should be put into international context. The best 
available way to illustrate this inequality is to consider 
child health outcomes, which have been the focus of 
major attention in recent years. The Lancet has devoted 
two series to the issues of child survival and neonatal 
mortality, in which authors discussed international 
inequalities and outlined major challenges in child 
survival policy.38–41 A more recent series has been devoted 
to the Millennium Development Goals, which included 
targets to reduce child mortality.42,43 

Figure 2 shows examples of infant mortality rates for 
selected Indigenous communities internationally. Data 
for the Nanti in Peru, the Xavante in Brazil, the Kuttiya 
Kandhs of India, and the Pygmy peoples of Uganda are 
drawn from small-scale investigations, whereas national 
data are available for the Māori of New Zealand, the First 
Nation peoples of Canada, and Aboriginal peoples of 
Australia.9,17,44–47 For comparison, fi gure 2 also shows the 
latest national infant mortality estimates for these 
countries from the UN Millenium Indicators project.48

These data for fi gure 2 are drawn from diff erent types 
of database and from diff erent times (1993–2003). The 
larger datasets (Canada, Australia, and New Zealand) 
could hide diff erences in infant mortality between 
communities within the country.50 Apparent diff erences 
in mortality rates between or within countries might also 
be determined by variable data quality, even in wealthier 
countries such as Australia.51 The smaller datasets could 
indicate high rates of death in a small population and the 
eff ects of one or two major disease outbreaks at a 
particular time.17 The information was also obtained by 
diff erent research communities: data from Canada, 
Australia, and New Zealand are from national databases, 
whereas the most reliable data in other regions are 
gathered by anthropologists, as is the case in some of 
these studies. 

Figure 2 raises several important issues. Data show 
that although infant mortality rates are higher in 
Indigenous than in non-Indigenous peoples in all 
countries, these diff erences are greater in the poorer 
countries. There are major diff erences in infant mortality 
rates between Indigenous peoples internationally—in 
part indicating international inequalities in infant 
survival more generally, but also the partial epidemi-
ological transition experienced by Indigenous peoples in 
countries such as Canada, Australia, and New Zealand. 
Infant mortality in Indigenous communities in countries 
such as Canada has been declining for some time, 
although an important diff erence still exists between 
Indigenous and non-Indigenous communities.30,52 Infant 
mortality rates for the Nanti, Xavante, Kuttiya Kandhs, 
and Pygmy peoples are much higher than national rates 
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within these poor countries, and even higher than data 
for socioeconomically deprived communities within 
these countries.40,53

Another point illustrated by these data can best be 
understood by viewing these data less from the 
reductionist perspective of epidemiology and more from 
the contextual perspective of an anthropologist or an 
Indigenous community member. This point relates to 
the issue of small numbers and the importance of the 
individual and respect of individuals and groups of 
individuals. Thus, the data indicate, from an 
epidemiological perspective, rates based on small 
numbers of deaths in small populations, but this is the 
health dilemma of many Indigenous communities: even 
ten infant deaths in a year in a population of 200 can have 
devastating eff ects on community viability. 

Figure 3 shows the eff ect on the Nanti of Peru, from 
1997 to 2003. It is based on detailed life tables gathered by 
linguistic anthropologists working with the Nanti, who 
live in isolation at the headwaters of the Amazon.54 In a 
population of just 255 people based in two neighbouring 
villages, 55 deaths in children younger than 5 years took 
place in the 6 years studied. 1998 saw the fi rst malaria 
epidemic in the community, which killed 15 children and 
two adults. 2002 saw another epidemic of diarrhoeal 
disease.17,54 Although not large numbers, these fi gures 
show just how devastating a small number of deaths can 
be for an isolated and demographically fragile 
community. 

These fi gures should be thought about in the context of 
the Millennium Development Goals, which are focused 
on big numbers and big targets at national and 
international levels.43 Small numbers of deaths in 
minority populations will not aff ect the Millennium 
Development Goals at all, which might mean that they 
can be achieved even as Indigenous peoples gradually 
disappear from our world. And yet, while authors of 
previous Lancet series chronicled the health conditions of 
the poorest children in the world, there was no mention 
of Indigenous children, most of whom endure worse 
health conditions than even their poor non-Indigenous 
counterparts living within the same countries.55,56

Addressing underlying causes 
The reviews in this series show that at best the health 
situation of Indigenous peoples mirrors that of the 
world’s very poorest, but is made worse by their social 
and cultural marginalisation. For example, in 1999–2000 
around 25% of India’s total population were living below 
the poverty line, but for the Scheduled Tribes living in 
rural areas this fi gure was 46%.57 Even in wealthier 
countries, most Indigenous peoples live in worse 
socioeconomic conditions than their non-Indigenous 
counterparts.4,50 

European colonialism is at the heart of the creation of 
current reality for Indigenous peoples in many regions. 
Europeans appropriated land, created the stereotypes of 

tribal peoples, and in many cases, systematically 
eradicated large communities through wars and disease. 
To an extent, this pattern continues, not only through 
European descendants, but also through other dominant 
population groups within countries. 

Similarities exist in the health problems facing 
Indigenous peoples internationally—they are some of 
the most marginalised in most countries and have related 
health problems. But there is perhaps also a broad 
diff erence between the health issues facing Indigenous 
peoples in Africa, Asia, and Latin America, and those 
facing communities in wealthier countries such as 
Canada, USA, Australia, and New Zealand. For the 
Indigenous communities in wealthier countries, colonial 
appropriation of land and extermination of whole groups 
is an historical reality with continuing repercussions. 
Many Indigenous peoples in these countries live in low-
income urban areas and have the health problems of 
contemporary marginalisation. In other parts of the 
world, colonial contact also happened in the past, perhaps 
most notably in Africa and Latin America, with substantial 
eff ects on Indigenous peoples in those regions. But in 
remote areas, particularly those valuable to outsiders for 
natural resources, a process of contact and appropriation 
is continuing—with isolated peoples still being contacted, 
and often displaced—with diseases introduced, and 
living environments polluted. 

Some simple solutions for public health are common 
to all poor peoples in the world, and Indigenous peoples 
share the need for such solutions. They can be achieved 
through improved health interventions, such as better 
maternal and child healthcare. But Indigenous health 
problems cannot be resolved solely through health 
interventions. Violent land appropriation and 
displacement is a major concern, and overt and covert 
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discrimination underpins many of the issues faced by 
Indigenous peoples. Many communities face “serious 
diffi  culties such as the constant threat of territorial 
invasion and murder, the plundering of their resources, 
cultural and legal discrimination, as well as a lack of 
recognition of their own institutions.”58 

Panel 2 shows the links between outside intervention, 
land, and ill health from the results of an international 
qualitative study in Laos, Burma, Cambodia, Guatemala, 
and Namibia.2 Results suggest that Indigenous peoples 
in all these settings shared a similar concern for 
environmental degradation and land exploitation, and 
relate their ill health to these underlying causes. Their 
view is supported by evidence in other papers in this 
series and by the UN Permanent Forum. Importantly, 
in the proposed strategy for the second International 
Decade, two of the four key policy areas for improved 
health are related to environmental degradation and to 
displacement (panel 3).59 

Improvement of Indigenous health does not mean only 
looking at underlying causes; it means taking a new 
approach, including Indigenous peoples in decision-
making at all levels of policy. Thus, the UN argues that a 
major focus must be on improved data related to 
Indigenous peoples’ health and living conditions, but this 
information can be obtained only with the full participation 
of Indigenous peoples.11 Additionally, “access to compre-
hensive, community-based and culturally appropriate 
healthcare services, health education, adequate nutrition 
and housing should be ensured without discrimination”.59 
A key issue is the incorporation of Indigenous knowledge 
and values into all policies that aff ect Indigenous peoples. 
Participation of Indigenous peoples in these policies is a 
linchpin of all proposed strategies for the future. 

New research approaches
We have, in theory, entered a new decade of Indigenous 
peoples, and a real need for information related to their 
conditions and wellbeing remains.11 The populations 
might be small within their countries and regions, but 
Indigenous peoples contribute largely to the world’s 
cultural, linguistic, and intellectual diversity. Such 
information should also be seen in the context of their 
absence from most calls for action on international health. 
There cannot be improved advocacy for international 
Indigenous health without improved information to work 
with. Historically, and in common with other minority 
groups, Indigenous people have been seen purely as 
objects of scientifi c study, providing ethnographic 
accounts for early anthropologists and more recently 
blood and tissue samples for population genetics and 
biomedical research. During the 1990s, the proposed 
Human Genome Diversity Project was widely criticised 
by Indigenous groups who objected not only to the 
implications of the project but also to the attitudes of 
those involved.60 Scientists emphasised the urgent need 
to obtain samples from disappearing “Isolates of 
Historical Interest”.61 Their apparent absence of concern 
for the welfare of these vanishing peoples provoked angry 
responses: 

“After being subjected to genocide and ethnocide for 
500 years, the alternative is for our DNA to be collected 
and stored. This is just a sophisticated version of how the 
remains of our ancestors were collected and stored in 
museums and scientifi c institutions.”62

In 2004, UNESCO and the UN Permanent Forum 
organised an international workshop that discussed 
data collection and disaggregation.11 36 experts from the 
UN and other intergovernmental organisations, 
governments, Indigenous organisations, and academics 
participated in developing recommendations for states, 
non-governmental organisations, and research groups for 
Indigenous information. A key conclusion of the meeting 
was that “Indigenous peoples should fully participate as 
equal partners, in all stages of data collection, including 

Panel 2: Community perceptions of underlying causes of Indigenous ill health in 
Cambodia 

“A few years ago a Cambodian mining company began excavating gold on land 
belonging to our village. Neither the company nor the district authorities had 
asked permission from the village elders. The mines were closely guarded day and 
night we were strictly forbidden from entering the land on which the mining was 
taking place. Prior to the arrival of the miners we had seen little sickness in our 
village. Shortly after the mining started, villagers began to suff er from a range of 
health problems, which included diarrhoea, fever, headaches and coughing and 
vomiting with blood. The sickness mainly aff ected children but a small number of 
adults also were aff ected. 25–30 people came became ill, of which 13 eventually 
died. We feared that the village spirit had become angry, as outsiders were mining 
land, and this has been a taboo for a long time.”

Diang Phoeuk, Pao Village Elder, Taveng Krom commune, Rattanakiri Province, Cambodia2

Panel 3: Priority health areas proposed by the Permanent 
Secretariat for Indigenous Peoples 200559

“All relevant actors are urged to adopt targeted policies, 
programmes, projects and budgets for indigenous health 
problems in strong partnership with indigenous peoples in 
the following areas:
● HIV/AIDS, malaria and tuberculosis;    
● Cultural practices which have negative impacts on health, 

including female genital mutilation, child marriages, 
violence against women, youth, and children, and 
alcoholism;    

● Environmental degradation that adversely aff ects the 
health of indigenous peoples, including use of indigenous 
peoples’ lands for military testing, toxic by-product 
storage, nuclear and industrial exploitation and 
contamination of  water and other natural resources;    

● Health problems connected to forced relocation, armed 
confl icts, migration, traffi  cking and prostitution”
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planning, implementing, analyzing and dissemination, 
access and return, with appropriate resourcing and 
capacity building to do so.” Research must also “respond 
to the priorities and aims of the Indigenous communities 
themselves.” 

This level of community participation is far from the 
current model of research practised in most settings, let 
alone with the most marginalised peoples of the world. 
Most research published in leading medical journals could 
not claim anything close to these principles of participation. 
Yet, this recommendation stems from the legacy of past 
research, and in some Indigenous communities a model 
of this participatory nature already exists. Canada’s First 
Nations peoples, for example, have pioneered an 
Indigenous-led research agenda.63,64 

The health problems of Indigenous peoples should be 
incorporated into the Millennium Development Goals as 
fully as possible, potentially as a separate goal or at least 
with specifi c indicators developed with the involvement 
of Indigenous communities internationally.

Health services
Indigenous people do not have easy access to basic western 
health care when needed.65–67 Access is constrained by 
fi nancial, geographic, and cultural barriers. Indigenous 
people are low on governments’ priority lists, especially 
when they live in remote areas where services are diffi  cult 
and costly to provide. Where services are available, 
Indigenous people are often reluctant or afraid to use them 
because staff  can be insensitive, discriminatory, and 
unfriendly.68,69 

All papers in this series have highlighted the importance 
of culturally appropriate health services. In many regions, 
a further step has been made towards appropriate services 
where Indigenous-controlled services exist with Indigenous 
medicine practised alongside allopathic medicine, 
examples of which are seen in Australia, New Zealand, and 
Canada, and in Colombia, Ecuador, and Peru.70–72 Such 
services have been in existence for several decades in some 
settings and assessments point to their importance in 
improving diverse health indicators. One example is 
maternal care, where there is wide acceptance of the role of 
traditional healers, but the use of Indigenous health staff  
in allopathic treatment is also an important and widely 
accepted policy, with success in both monitoring health 
and supporting a reduction of health problems.73–76

Anderson and colleagues,4 and Montenegro and 
Stephens,5 suggest the importance of community control-
led health services in Australia, New Zealand and the 
Pacifi c, and in Latin America and the Caribbean. In these 
regions there has been a major policy commitment to 
address Indigenous health inequalities, both at constitutio n-
al level and at the level of tailored participatory health 
services. In Africa the situation diff ers. Despite a desperate 
need for culturally sensitive health services, communities 
such as the San in Southern Africa remain marginalised 
and frequently ill-treated within the health system.6 

The importance of Indigenous knowledge
Our fi nal call to action is for all health professionals to 
respect Indigenous peoples for their wisdom, not argue 
for them as though they are problematic victims. As 
Reading notes “in the past and in the present, research 
studies and media reports have focused on pathology and 
dysfunction in aboriginal communities.”63 Yet Indigenous 
peoples are the guardians of the natural world, protecting 
many of the plants that form the basis of our most 
important medicines. Indigenous peoples have 
sophisticated ideas of health and wellbeing, notions that 
are closer than most western views to the aspirational 
defi nition of the World Heath Organisation. Health for 
many Indigenous peoples is not merely absence of ill 
health, but also a state of spiritual, communal, and 
ecosystem equilibrium and wellbeing.2 

To complement this holistic idea of health, Indigenous 
peoples often have sophisticated and well established 
systems of traditional medicine, with tried and trusted 
remedies developed over centuries.77–80 All the papers in 
this series highlight this vital knowledge. Indigenous 
knowledge about these traditional remedies is not only 
valuable to Indigenous communities, but is also the 
foundation of many western pharmaceutical discoveries. 
Ironically, although Indigenous peoples themselves are 
not valued, their land and its resources often are. 
Exploitation of Indigenous lands is often because of high 
international demand for the very resources which 
Indigenous communities themselves have carefully 
managed and protected for centuries, including medicinal 
plants, forest products, and natural mineral resources.81–85 
Often, Indigenous societies’ highly prized ethnic 
medicines become contested goods in international 
markets.80,86–88 

In many cases these Indigenous knowledge systems 
have been fragmented over time but are gradually being 
rediscovered.89–91 New remedies are being developed for so-
called modern diseases, based both on the natural 
resources of Indigenous peoples and also their wisdom.14,92–94 
Ethnopharmacologists have long called for a better 
integration of western and traditional pharmaceutical 
understanding, and as Indigenous communities disappear 
along with their wisdom, the call becomes ever more 
urgent.95

Without Indigenous peoples’ knowledge, we might not 
be able to understand the full value of the ecosystem for 
health and medicine, not only for Indigenous health but 
also for us all. As a recent UN workshop on Indigenous 
knowledge points out:

“Indigenous knowledge, also referred to as traditional or 
local knowledge, refers to the large body of knowledge 
and skills that has been developed outside the formal 
educational system. Indigenous knowledge is embedded 
in culture and is unique to a given location or society. 
Indigenous knowledge is an important part of the lives 
of the poor. It is the basis for decision-making of 
communities in food security, human and animal health, 
education and natural resource management.”96
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Call to action
This second International Decade needs new policies for 
Indigenous health, all with a stronger emphasis on 
Indigenous rights.59,97 Only then will governments be 
held to account for continued exploitation of Indigenous 
peoples’ lands. A key conclusion of the 2004 international 
conference on Indigenous Peoples Rights to Health was 
that “the right to land and a healthy environment is an 
indispensable part of Indigenous peoples health and 
well-being and should be recognised.”98 

Political rights that counteract historical patterns of 
discrimination by dominant peoples are also important. 
A key priority is the inclusion of Indigenous peoples onto 
the international health and development agenda. The 
focus of the Millennium Development Goals on headline-
capturing statistics of deaths has an eff ect on 
Indigenous peoples, both in terms of their international 
visibility and fund allocation. The issue was of such 
concern to that the UN Permanent Forum on Indigenous 
Issues devoted its Fourth Session to the Millennium 
Development Goals in 2005 and reported that: 

“…unless the particular situation and voices of 
Indigenous peoples are taken into account, the MDG 
process may lead to accelerated loss of land and natural 
resources, and accelerated assimilation, thus prolonging 
and even worsening the marginalization, discrimination 
and further impoverishment of indigenous peoples.”99 

Arguably, the Millennium Development Goals as they 
stand today could be achieved even while whole 
populations of Indigenous peoples disappear. Yet Indi-
genous peoples are aff ected by all the goals related to 
hunger, education, and ill health, even if they are 
invisible in all the indicators currently proposed. 
Indigenous peoples, more than any other group, are 
linked to goal seven on environmental sustain ability.42 
Perhaps for this reason the Permanent Forum last year 
issued the following statement: 

“The Forum recom mends that agencies and bodies of 
the United Nations and other inter-governmental 
organizations rethink the concept of development, with 
the full participation of indigenous peoples in 
development processes, taking into account the rights 
of indigenous peoples and the practices of their 
traditional know ledge.”100 

We challenge the dominant view that action on 
international health demands strong international 
leadership, a model of decision-making that underpins 
the evolution and implementation of the Millennium 
Development Goals. Indigenous peoples often have 
sociocultural decision systems grounded in community 
discussion, iteration with other animals and plants in the 
ecosystem, and with spiritual refl ection. Indigenous 
peoples might continue to be ignored by international 
health policy simply because they do not fi t into the 
predominant lens of public health utilitarianism that 

has predominated in the creation and action of health 
policy. The Millennium Development Goals are a result 
of this approach. Indigenous people have lived in and 
protected our most precious ecosystems and many of 
their ideas are vital to the survival of the environment on 
which we ultimately depend; we have much to learn 
from a view of the world that challenges our own. 

The most appropriate call from this series is for greater 
respect for the views of Indigenous peoples and for their 
inclusion in the development of international and 
national policies.95 The rights of Indigenous peoples are 
gradually climbing the international agenda. Perhaps 
this decade the Draft Declaration on the Rights of 
Indigenous Peoples will be ratifi ed by the UN. Would 
Indigenous models of governance and health policy be 
really diff erent? We may soon see in one country at least. 
As Evo Morales, Bolivia’s fi rst Indigenous President, 
commented on his election in 2006: 

“We have been condemned, humiliated...and never 
recognised as human beings…The 500 years of Indian 
resistance have not been in vain…We are here and we 
say that we have achieved power to end the injustice, the 
inequality and oppression that we have lived under.”101 
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