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Abstract
Background  Despite national and regional efforts toward universal health coverage, Adivasi communities like the 
Soligas in Karnataka in India, continue to face barriers to dignified health care. This analysis explores how human 
dignity is upheld or neglected within formal, State-regulated health care services. It highlights the health care 
experiences of Soliga Adivasi communities in the Chamarajanagar district of Karnataka, Southern India, as they 
navigate institutional formal health services.

Methods  We employed Interpretative Phenomenological Analysis (IPA) to investigate how dignity is compromised in 
health care within a context where respect, rights, and citizen agency are not actively promoted. Our study included 
33 in-depth interviews with care-seeking individuals from Soliga community, their families, and NGO-affiliated health 
care providers. We also drew on insights from six community meetings, one participatory workshop, and a multi-
stakeholder gram panchayat meeting involving elected officials, government representatives, health workers, and 
community leaders. These activities formed part of a long-term participatory action research initiative with Soliga 
Adivasi collectives in Chamarajanagar district. The qualitative data was analysed for attributes of dignified care, guided 
by existing literature and the Indian constitutional framework.

Results  Systemic barriers, including delays, neglect, lack of autonomy and informed consent, disrespect, privacy 
breaches, culturally insensitive care, and exclusion from health governance spaces, undermined dignified health 
care for Soliga Adivasi communities. These challenges must be understood within the broader context of structural 
violence, shaped by displacement linked to forest conservation, inadequate social protection, and adverse social 
determinants such as poverty, limited education, poor housing, and ongoing human-wildlife conflict in forest regions 
where Soligas live.

Conclusion  The Soliga Adivasi communities’ health care experiences reveal everyday dignity violations in formal 
health care facilities, reflecting broader systemic inequities. This study emphasises the need for addressing the deeper 
social inequities and co-creating a health care context with policies, programmes and practices where the agency, 
self-respect and autonomy of Adivasi communities are valued and preserved through dignity-oriented health care 
service delivery frameworks and practice.
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Introduction
Embracing the idea of dignity in health care services has 
important implications. It lays the foundation for human 
rights in health care. It helps us to centre respectful care 
grounded in human rights as the goal of health care sys-
tems [1, 2]. Evidence demonstrates that dignified health 
care promotes patient satisfaction, clinical outcomes, 
and better quality of life [3–6]. The centrality of human 
dignity in health care motivates adhering to ethical prin-
ciples in medical/health care. It is also the bedrock for 
building value-based health systems. When a person 
seeks care for illness, they become more susceptible to 
human dignity violations owing to their physical illness, 
but also due to the illness’s social, economic, and psycho-
logical influences and consequences on the individual 
and their home environment [6]. Loss of human dignity 
in patient care and health systems causes physical and 
psychological distress in care-seeking individuals. At the 
worst, care-seeking individuals may lose the will to sur-
vive and thrive [7]. Furthermore, the loss of human dig-
nity corrodes public trust in health care providers and 
health care systems [8].

Health care environments are particularly prone to 
human dignity violations. Depending on the nature of 
the illness and the familiarity of the service, care-seeking 
individuals and their families are dependent on health 
care providers to varying extents. Paternalistic attitudes 
of health care workers (which include both clinical and 
non-clinical staff), information asymmetry, lack of train-
ing in patient-provider dialogue and discrimination con-
cerning age, gender, and social class adversely affect the 
dignity of care-seeking individuals. Furthermore, the 
physical environment of hospitals, especially if cleanli-
ness is poorly maintained and/or the privacy of patients 
is not protected, undermines the dignity of care-seeking 
individuals [9, 10]. Institutional policies concerning staff 
workload, patient care documentation, staff burnout and 
the impersonal and overly bureaucratic workplace con-
text could also affect the delivery of dignified car. [11–13]. 
Studies show that socioeconomically disadvantaged peo-
ple experience longer wait times, have limited access to 
specialists, and achieve poorer health outcomes [14, 15]. 
These disparities are rooted in structural racism, under-
funded public services, and class-based discrimination 
[16]. To preserve the dignity of patients, health systems 
should enable health care providers to convey empathy, 
humaneness, and kindness, ̉ànd thus contribute to trust 
in the care processes [17]. These attitudes should manifest 
in their professional behaviours, such as being respectful 
to the patients irrespective of their socio-economic differ-
ences, resulting in culturally competent care, and realising 

the rights of care-seeking individuals, such as the right to 
privacy, the right to confidentiality, right to information 
[18]. Jacobson (2007) [5] asserted that power asymmetry 
between care-seeking individuals and health care provid-
ers and administrators in hierarchical environments such 
as hospitals is the key driver of human dignity violations. 
However, in the above studies, dignity in health care is 
viewed as a notion that is primarily to be reflected in the 
communication between a care-seeking individual and a 
health care provider. Such studies fail to capture the larger 
structural complexities outside the hospital settings that 
shape dignity violations in health care settings.

Dignity should be perceived by the individual, and the 
worth of an individual as a person should also be mani-
fested in the way we organise and deliver formal health 
care services to populations [19, 20]. Several studies have 
explored the perceptions of health care providers, such 
as nurses and care-seeking individuals, on the meaning 
and attributes of human dignity while receiving medical 
care in health care institutions such as hospitals [21–24]. 
A few studies elucidate the socio-political and cultural 
contexts of care-seeking individuals outside health care 
institutions (i.e. lives of care-seeking individuals outside 
health care institutions) and their implications for real-
ising dignified health care [25, 26]. Research providing 
Adivasi care-seeking individuals’ health care experiences 
from a dignity point of view in India is scarce. Adivasi is 
a term commonly used, especially in Southern India, to 
refer to Indigenous communities.

Historically, due to fractured structural and political 
systems entangled within the complexities of caste, class, 
gender, ethnicity, poverty, and beyond, Adivasis in India 
face challenges in leading a dignified life despite constitu-
tional protections and affirmative action policies [27, 28]. 
In India, Adivasi citizenship is deeply entangled with land 
rights, where access to land and forests defines both cul-
tural belonging and political agency [29]. The poor health 
status of Adivasi people, when compared to the non-Adi-
vasi population, reflects deep-seated systemic failures in 
enforcing constitutional provisions to secure their land 
and cultural identity, and health care [30]. Though there 
are several measures taken nationally and regionally to 
ensure universal health coverage for all, including Adivasis, 
access to respectful, affordable and quality health care is an 
enduring concern for the Adivasi communities in India. 
The situation is no different for the Soliga Adivasi commu-
nities in Karnataka [31]. Catastrophic health expenditure, 
deficiencies in the health care infrastructure, shortage of 
health manpower in Adivasi areas, and difficulty in access-
ing geographical terrains accentuate health inequities in 
the Adivasi communities of India [31, 32].

Keywords  Dignity, Health care, Soliga, Indigenous communities, Adivasis, India



Page 3 of 22Putturaj et al. International Journal for Equity in Health          (2025) 24:305 

This study presents the experiences of Soliga Adivasi 
individuals and their family members who sought medical 
care (modern medicine, which uses biomedical approaches 
for disease prevention and treatment) from public and pri-
vate health care facilities in Southern Karnataka, India, 
and the experiences of staff of an NGO run hospital, other 
Soliga Adivasi community leaders and members through 
the lens of human dignity. We aim to analyse how human 
dignity is (not) manifested in formal health care services 
as experienced by the individuals belonging to the Soliga 
Adivasi communities in Karnataka, India. By formal health 
care services, we refer to the institutional, professionalised 
systems of medicine and medical care systems typically 
recognised and regulated by the State.

Theoretical background: human dignity and dignified 
health care
The concept of human dignity varies across different 
cultural contexts and is often shaped by historical, reli-
gious, philosophical, and social values. The ambiguous 
nature reflects the complexity of understanding a human 
phenomenon such as dignity [33]. Nevertheless, glean-
ing from the literature on human dignity, for the practi-
cal purpose of analysis, this paper identifies the following 
as the critical aspects of human dignity: Human dignity 
can be articulated as the grounds of respect, either self-
respect or respect from others [34]. It is the recognisable 
capacity to assert rights. Having and exercising certain 
rights is key to realising human dignity. It is intertwined 
with the notion of human freedom (i.e. the agency to act, 
think or speak without restraint) [35, 36]. Substantial 
equality is a necessary condition to realise human dig-
nity [37]. Expressing, realizing and recognising human 
dignity demands capabilities (freedoms and opportuni-
ties) for individuals and certain groups [38]. Human dig-
nity is fragile;as Killmister (2020) says it can be “injured, 
lowered, embarrassed, humiliated, threatened, frustrated, 
even destroyed” in subtle and obvious ways [39].

The concept of human dignity in Indian philosophy 
is rooted in spiritual and ethical traditions, which view 
dignity as intrinsic to the human condition. In Vedanta, 
the atman (self ) is considered identical to universal con-
sciousness, which indirectly means that every being 
possesses inherent worth and dignity [40]. Buddhist phi-
losophy locates dignity in the potential of all sentient 
beings to attain liberation through ethical conduct, mind-
fulness, and compassion (karuṇā) [41]. Similarly, Jainism 
emphasises ahimsa (non-violence) as a central principle 
that affirms the dignity of all life forms [42]. Sikhism 
upholds human dignity through service (seva), equality, 
and devotion, rejecting caste-based discrimination [43]. 
Dignity in Indian thought is relational and intertwined 
with dharma (duty) and loka-sangraha (welfare of all), 
suggesting that a dignified life involves fulfilling one’s 

responsibilities to others and society [44]. Yet, the persis-
tence of caste and social inequality has often undermined 
these ideals. Contemporary scholars and movements 
draw on these philosophical foundations to reclaim dig-
nity as a tool for justice and emancipation [45, 46].

Dignity is a foundational constitutional value in many 
legal systems, and its interpretation by courts has signifi-
cantly influenced constitutional jurisprudence globally. 
See, for instance, the concept of dignity is central to con-
stitutional law in India, South Africa, and Colombia. In 
India, the Supreme Court has read dignity into Article 21 
in cases like Maneka Gandhi Vs Union of India, 1978 [47], 
Common Cause V.Union of India (2018) [48], and K.S 
Puttaswamy v. Union of India (2017) [49]. A few scholars 
view dignity as a transformative tool in Indian constitu-
tionalism, but the practical reach depends on strategic 
litigation and conducive constitutional structures [50]. 
Chandra (2020) critiques its vague and inconsistent 
usage by Indian courts, highlighting the opportunistic 
and interpretative roles dignity plays in shaping health 
rights jurisprudence in India [51]. In South Africa, dig-
nity is a founding constitutional value, as illustrated in 
the judgment S v. Makwanyane (1995) [52]. Liebenberg 
(2005) argues that dignity grounds socio-economic rights 
and demands structural redress [53]. Colombian courts 
link dignity to material well-being, particularly through 
enforceable rights [54]. Across these jurisdictions, dignity 
serves as a moral, structural, and enforceable principle. 
However, in India, dignity is less formally entrenched, 
often invoked by courts but not consistently applied or 
enforced. These differences reflect broader constitu-
tional philosophies: India’s incremental and case-based 
approach versus the more radical, transformative visions 
of South Africa and Colombia.

Problematising health inequities, health-seeking 
behaviour and health care utilisation from the perspective 
of dignity
Conceptual understandings of health, health care, well-
being and human dignity are intertwined with each other 
[35, 53]. For an individual to be healthy, access to qual-
ity health care is essential. Access to well-organised, safe 
health care is a critical resource for preserving the health 
of individuals and communities. In other words, we are 
concerned about health care because the constitutions of 
democratic nations (at least normatively) strive to pre-
serve the core value of their citizens, i.e. dignity. The idea 
of dignity gives a sense of purpose to democratic nations. 
In other words, the efforts of a democratic nation are to 
preserve dignity for all its people [55, 56]. Scholars argue 
that promoting dignity can help persons to experience 
well-being and be restored to holistic health [1, 3].

The concept of human dignity is a foundational value 
in the Indian Constitution. It is explicitly referenced in 
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the preamble, which assures dignity for every individ-
ual in the country. This reflects the influence of Dr. B.R. 
Ambedkar, the principal architect of the Indian Constitu-
tion, who viewed dignity as essential to social justice and 
the annihilation of caste. For Ambedkar, democracy was 
not just a form of government, but a way of life based on 
liberty, equality, and fraternity, which are necessary to 
uphold individual dignity [57, 58]. Contemporary schol-
ars like Upendra Baxi (2012) emphasise that constitu-
tional dignity must also be understood in the context of 
India’s postcolonial and plural society, where social hier-
archies and structural inequalities challenge the full real-
ization of dignity for all [59].

Viewing health through the lens of dignity recasts 
health care not merely as a technical service but as a 
moral and constitutional obligation rooted in respect for 
human worth. This perspective helps expose how health 
inequities, health-seeking behaviours, and health care 
utilisation, especially for marginalised communities are 
shaped by structural injustices that systematically under-
mine their dignity. Dignity in health care must not be 
reduced to respectful communication or patient-provider 
politeness; it must instead be understood through the 
lens of structural justice. For marginalised communities 
in India, Dalits, Adivasis, Muslims, LGBTQ + individu-
als, persons with disabilities, dignity is routinely com-
promised by entrenched casteism, patriarchy, economic 
precarity, and institutional neglect [60, 61]. Health ineq-
uities are not accidental but arise from systemic hierar-
chies that deem certain lives less valuable than others. 
Health-seeking behaviour is shaped by long histories of 
humiliation and exclusion in public health facilities [62], 
and under-utilisation often reflects a rational assertion 
of self-respect rather than ignorance. Even where health 
services are technically available, undignified conditions, 
such as overcrowding, discrimination, lack of privacy, and 
coercive practices, undermine constitutional guarantees. 
Ambedkarite ethics and Buddhist principles of social jus-
tice emphasise recognition of individual worth beyond 
caste or class, advocate for a dignity-based health system 
that must address both material access and relational jus-
tice, ensuring that no individual is made to feel inferior in 
their moment of vulnerability [63–65]. Dignity, therefore, 
is not a peripheral value; it is central to the moral and 
constitutional legitimacy of health care in India.

Attributes of dignified health care
Drawing on scholarly literature from bioethics, public 
health, constitutional law, and Indian socio-legal scholar-
ship, we can identify several core attributes of dignified 
health care. These attributes are not merely procedural 
but reflect deep normative commitments to justice, 
equality, and recognition of the inherent worth of indi-
viduals. Dignified health care encompasses more than 

respectful communication; it demands structural, ethi-
cal, and interpersonal reforms grounded in justice and 
recognition. Core attributes include autonomy and 
informed consent, ensuring that care-seeking individu-
als are treated as moral agents capable of making deci-
sions about their bodies [64, 66–69]. Non-discrimination 
and equity are essential, particularly in the Indian con-
text, where caste, class, and gender hierarchies system-
atically distort access and treatment [60, 61]. Dignity 
also requires recognition and empathetic engagement 
[34, 70, 71]. Privacy and confidentiality, often violated in 
overcrowded and under-resourced Indian public hospi-
tals, but these are crucial to affirming personhood [65]. 
Additionally, services must be accessible and cultur-
ally appropriate [72, 73]. Indian legal and constitutional 
frameworks under Article 21, as interpreted in various 
cases, and literature on health governance indicate that 
health care must protect dignity through participatory 
governance (i.e. people’s engagement in decision-making 
spaces on matters concerning their health and well-being 
[51, 74, 75]. Finally, as scholars like Ambedkar (1957) [63] 
and Farmer (2003) [76] argue, true dignity in health care 
requires addressing structural violence and social deter-
minants, ensuring not only respectful treatment but also 
just and equitable life conditions.

We concur with Etinson (2020) [77] who argues that to 
understand the uniqueness of human dignity, we ought 
to investigate it through a negative methodology that is 
to find the meaning of human dignity in the places, situ-
ations and circumstances where it is harmed, insulted, 
frustrated, humiliated and degraded. When structural 
oppression and human dignity violations are pervasive, 
the oppressed are made to believe in the normalisation of 
the oppressive practices nurtured in the disguise of insti-
tutions, rules, and procedures. “As long as the oppressed 
remain unaware of the causes of their condition, they 
fantastically accept their exploitation” [78]. Oppres-
sion operates most effectively when those experiencing 
human dignity violations remain silent.

In India, the treatment of individuals, whether in 
medicine, law, or public and private institutions such 
as banks or schools, is often marked by shame, humili-
ation, silencing, and disregard. These practices are not 
incidental; they are rooted in deeply ingrained assump-
tions that view citizens as “incompetent, passive, igno-
rant, stupid, arrogant, or naive [79].” Such perceptions are 
sustained by colonial continuities and entrenched upper-
caste, class, and gendered hierarchies that continue to 
shape and perpetuate injustices across the Indian health 
care and legal systems [79–82]. Marginalised, subordi-
nated, and disadvantaged communities are routinely met 
with condescension, disdain, and degradation. A perva-
sive culture of disrespect has become institutionalised, 
one that systematically denies these communities their 
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self-respect, dignity, and agency. In a context where ideas 
of rights, dignity, or citizen agency are not actively pro-
moted or publicly discussed, and where no structured 
efforts are made to inform ordinary citizens of their 
entitlements [79], it is unrealistic to expect marginalised 
groups to spontaneously use the language of dignity or 
rights to describe their experiences. When care-seeking 
individuals are expected to be passive recipients of care, 
as is often the case in medical systems in India shaped by 
bureaucratic and hierarchical norms [80–82], it is neither 
logical nor equitable to assume that Adivasi communi-
ties, such as the Soligas, would articulate their reflections 
in terms of dignity or respect. In this scenario, an inter-
pretative approach is not only appropriate but necessary. 
It enables us to unpack the embedded meanings, norma-
tive assumptions, and social structures that shape the 
health care experiences of marginalised communities. It 
allows us to trace how institutional disrespect is repro-
duced and how alternative notions of justice, respect, and 
worth are asserted, often implicitly [83, 84].

The authors explicitly frame this work as interpreta-
tive: that is, an attempt to examine the health care expe-
riences of the Soliga Adivasi communities through the 
lens of dignity. Dignity is not something objectively mea-
sured, but we see it as a culturally situated, linguistically 
mediated, and socially embedded phenomenon. Such an 
interpretative inquiry is essential because it exposes the 
violence of institutionalised disrespect embedded in sys-
tems like health care, and contributes to the project of 
reimagining more just, culturally attuned, and ethically 
accountable health care systems.

Aim of the study
This study aims to interpret how dignified health care 
is enacted in everyday health care encounters within 
underserved contexts, through the experiences and 
perspectives of the Soliga Adivasi community. Specifi-
cally, we analyzed the presence or absence of key attri-
butes associated with dignified health care: attention to 
structural violence and social determinants of health, 
autonomy, informed consent, respectful communication, 
non-discrimination and equity in care, recognition and 
empathetic engagement, privacy, confidentiality, accessi-
bility, cultural appropriateness of care, and opportunities 
for participatory health governance.

Methods
Research approach
We used an interpretative phenomenological analysis 
(IPA) research approach. IPA focuses on the experiences 
of individuals and the researcher’s interpretation of those 
experiences in light of the broader context. It is instru-
mental when participants do not articulate abstract con-
cepts directly, but the researcher can identify underlying 

experiential qualities tied to dignity [85]. Such an approach 
helps reveal how dignity is compromised or upheld in 
health care services, even when the term itself is not used 
by participants [86]. We used the qualitative data that was 
part of the ongoing five-year participatory action research 
(Ikyathe- ಐಕ್ಯತೆ, a project named in the Kannada 
(regional) language) conducted in partnership with the 
collectives of the Soliga Adivasi communities in Chamara-
janagar district (Fig. 1). The participatory action research 
focused on exploring the social mechanisms for the Adi-
vasi community to engage in health governance processes.

Study setting
The Soliga Adivasi communities are one among the 12 
forest-based Adivasi communities who live in and around 
forested areas of Biligiri Rangaswamy (BR) hills and Male 
Mahadeshwara hills of Yelandur, Hanur and Kollegala 
subdistricts of Chamarajanagar district. They also live 
in Mysuru, Kodagu, Mandya and Ramanagar districts of 
Karnataka state and a few neighbouring districts of Tamil 
Nadu. As per the Census, their population is 33,871 in 
Karnataka and 5965 in Tamil Nadu state in India [87]. 
There is a diversity of perspectives regarding the religious 
identity of the Soliga Adivasi communities. A section of 
the Soligas identify themselves as Hindus, often influ-
enced by long-standing interactions with neighbouring 
caste Hindu communities, institutions and State mecha-
nisms. Others within the Soliga communities strongly 
assert their Adivasi religion with a distinct identity rooted 
in animistic and nature-based traditions, where forest 
spirits, ancestral worship, and sacred landscapes form the 
core of their belief systems. The residential places where 
Soliga communities live are referred to as Podu/doddi or 
colony in Karnataka. The Soliga people share an intimate, 
spiritual, and material relationship with the forests of the 
BR hills. Their lives are entwined with forests for their 
livelihood, identity, rituals, and belonging. Their main 
occupation was shifting cultivation until it was banned 
by the Wildlife Protection Act, 1972. They also collect 
non-timber forest products such as soap nuts, lichen, 
gooseberry, broomsticks, honey, herbs, roots, and tubers 
for their livelihood. Some of them engage as daily wage 
labourers in coffee and tea plantations in their area or as 
migrant labourers in neighbouring districts and states 
[88, 89]. When BR Hills was declared a wildlife sanctu-
ary in 1974 and later a tiger reserve in 2011 under Proj-
ect Tiger, it marked a significant shift in the governance 
of forests in the region. With this declaration, traditional 
Soliga livelihoods such as shifting cultivation, collecting 
forest products and hunting were completely banned by 
the state. Several scholars have criticised the action of the 
state for separating people from their land under the garb 
of conservation as a “fortress conservation approach” 
[90–92]. Facing resistance from the forest department, 
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the community-based organisation called Jilla Buda-
kattu Girijana Abhivrudhi Sangha and subdistrict level 
Taluk Soliga Abhivrudhi Sanghas turned to the For-
est Rights Act of 2006 to claim their land rights and the 
rights to collect minor forest produce for their livelihood. 
They won the legal battle, and around 45% of the Soliga 
households received land rights, were allowed to do set-
tled agriculture, secured cultural rights to follow their 
customary religious practices within the forest regions 
and were permitted to extract forest produce sustain-
ably [93]. However, the Sanghas’ struggle to fully benefit 
from the community forest rights continues even today, 
since some Soliga households are yet to receive their land 
rights. Despite some efforts to improve the lives of the 
Adivasi communities in India through various develop-
ment programmes, access to motorable roads, electricity, 
clean drinking water, health care, and education remains 
challenging for the many Soliga households who live 
inside or on the fringes of the forests.

Box 1  Long term engagement with a Soliga Adivasi community 
collective, Jilla Budakattu Girijana Abhivrudhi Sangha in 
Chamarajanagar district
The authors TS, PNS, and MP are affiliated with the Institute of Public 
Health (IPH), Bengaluru. Since 2014, IPH Bengaluru has been collabo-
rating on health research projects with the Jilla Budakattu Girijana 
Abhivrudhi Sangha, a Soliga Adivasi community-based organisation in 
Chamarajanagar district, Karnataka. This long-standing partnership has 
given rise to a participatory learning site focused on addressing health 
disparities among Adivasi community in India. Over the years, this 
engagement has grown beyond the bounds of conventional research, 
evolving into a collaborative journey that strives to centre on the 
voices, knowledge systems, and priorities of the community. Through a 
sustained presence, co-designed initiatives, and solidarity in collective 
struggles, IPH Bengaluru seeks to accompany the Soliga people as 
an ally in their pursuit of health and well-being and promote Adivasi 
epistemology in health system discourses. This collaboration has been 
critically reflected upon and documented in several academic publica-
tions, contributing to broader conversations on decolonizing research, 
participatory methodologies, and health equity [94–96]. Reflections on 
the authors’ positionalities are detailed in Supplementary File 1.

Fig. 1  Location of Chamarajanagar district in Karnataka state, India. Source: Wikimedia commons
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Data collection
We conducted 33 in-depth interviews at the homes of 
individuals with chronic illness and their family mem-
bers from the Soliga community who sought care in 
public and/or private health care facilities in semi-urban 
and urban areas of Chamarajanagar and Mysuru district, 
respectively. Six in-depth interviews included health 
care providers of a non-profit primary health care cen-
tre called Vivekananda Girijana Kalyana Kendra(VGKK) 
located in Biligiri Rangana (BR) Hills. MP participated 
in the mobile health unit visits (four days) of VGKK hos-
pital staff, which supported referral health care services 
to the Soliga Adivasi communities in the remote villages 
of Chamarajanagar district. We also used the meeting 
reports of the workshops and meetings with Soliga com-
munity leaders and members conducted as part of the 
PAR project, Ikyathe and in the Adivasi Arogya Samiti 
(an Adivasi Health Committee, a platform co-created 
by Adivasi collectives and the Institute of Public Health 
Bengaluru) [97].

We used Image Theatre [98, 99] to hold discussions 
with the Soliga community leaders and members during 
the meetings and workshops. Image theatre (an applied 
theatre technique) is the use of still images sculpted and 
expressed by bodies, i.e. participants freeze their bodies 
to express a situation along with the feelings, emotions 
and thoughts about the issues they choose to demon-
strate through a scene [99]. The non-verbal, physical 
mode of expression in Image Theatre allows participants 
to access and communicate tacit, emotional, and expe-
riential knowledge that may not easily surface through 
traditional verbal methods [100]. The images were done 
very quickly without any preparation by the participants. 
The on-the-spot formation of images expresses the true 
memories that the bodies hold without any filtering. The 
participants of the Image Theatre resonated with the 
Image Theatre because it allowed them to tell their narra-
tives without relying on written or spoken language. The 
method aligned with their cultural ways of storytelling 
and collective reflection. All qualitative data emerging 
from the 33 in-depth interviews, field notes, seven meet-
ings and one workshop with Soliga community leaders 
and members were analysed for the presence or absence 
of the attributes of dignified health care as outlined in the 
introduction section. The findings of this analysis were 
shared and discussed during the meetings and work-
shops with the community leaders and members. The 
research team members regularly met and deliberated on 
the data collection and data analysis processes. Any con-
testations were resolved through dialogue and reaching 
a consensus among the research team, community lead-
ers and members. The different data sources used in this 
study are compiled in Table 1, and the characteristics of 
the in-depth interview participants are shown in Table 2.

Ethical considerations
This study was approved by the Ethics Committee of the 
Institute of Public Health Bengaluru, study ID 5/2024/
FR dated 12/08/2024. For the in-depth interviews, writ-
ten consent was obtained from literate participants, 
while oral consent was secured from those unable to read 
or write and for the participants engaged in community 
meetings and workshops. Many scholars and ethics com-
mittees acknowledge that oral consent aligns with Adi-
vasi communities’ oral traditions and mitigates power 
imbalances associated with literacy [101, 102]. It also fos-
ters trust and culturally appropriate engagement, thereby 
supporting genuinely informed participation [103]. For 
the Image Theatre component, participants provided oral 
consent for the use of their photographs and narratives 
in the research. This ongoing collaboration through let-
ter of agreement and MoUs with the collectives of Soliga 
Adivasi communities at the district level in Chamara-
janagar ensured that consent remained informed, volun-
tary, and continuous throughout the research process. 
There are no details of the individuals reported within 
the manuscript.

Data analysis
We began the analysis with open coding of the qualitative 
data, identifying recurring patterns, concerns, and expe-
riences across interviews, field notes, and reports from 
community meetings and workshops. Using a constant 
comparison approach [104], we iteratively examined the 
data across all four sources, interviews, field notes, com-
munity meeting reports, and workshop deliberations, 
against the predefined attributes of dignified care. This 
allowed us to interpret whether, and how, each attribute 
was present or absent in the health care experiences of 
the Soliga community. We shared preliminary findings 
during district-level community meetings with Soliga 
leaders and members. Their feedback and critical reflec-
tions were incorporated into the final analysis, in keep-
ing with the participatory ethos of the broader research 
project. This process not only validated our interpreta-
tions but also enriched them with additional community 
insight and perspective.

Results
To structure the qualitative data in the results section, 
the analysis was organised around key thematic catego-
ries derived from the core attributes of dignified health 
care identified in the literature. Each attribute, such as 
addressing structural violence and social determinants of 
health, autonomy, informed consent, privacy, confiden-
tiality, non-discrimination, respectful communication, 
recognition, empathetic engagement, and participa-
tory health governance, served as a theme. Participant 
narratives, field notes, and texts from the meeting and 
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workshop reports were then grouped within these the-
matic categories. This approach ensures analytical coher-
ence, allowing the empirical data to reveal how violations 
of dignity are experienced by Soliga Adivasi communi-
ties, manifested, and sustained in practice.

Addressing structural violence, social determinants of 
health, and broader inequities
Except for a few (n = 3), a majority of the Soliga par-
ticipants were living in conditions marked by irregular 
incomes, inadequate housing, and limited access to food 

Table 1  Data sources
S.No Data source/type Description
1. In-depth interviews In collaboration with a senior community health worker from the Soliga Adivasi community, we conducted 33 

in-depth interviews in Biligiri Rangana (BR) Hills with individuals living with chronic illnesses and their families. 
These participants had accessed care from public and/or private health care facilities in the semi-urban and 
urban areas of Chamarajanagar, Mysuru, and Bengaluru districts. Ten of them had been discharged against 
medical advice. Additionally, six interviews were held with health care providers from Vivekananda Girijana 
Kalyana Kendra (VGKK), a non-profit primary health centre in BR Hills. We also integrated data from 11 in-depth 
interviews conducted under the THETA (Towards Health Equity and Transformative Action) project, aimed 
at promoting health equity among the Soliga Adivasi community in Chamarajanagar district. We identified 
participants for the in-depth interviews through our long-standing collaboration with VGKK hospital and our 
sustained involvement in facilitating referral health care services for the Soliga Adivasi communities in Chama-
rajanagar district. Participants were purposively selected based on their frequent interactions with health 
facilities, either as individuals seeking care or as caregivers, within the past five years.
Selection also took into account the socio-economic diversity within the community, allowing us to under-
stand how factors such as income level, employment, education, and household conditions influence access 
to and experiences of health care. All VGKK health workers, who have been instrumental in coordinating refer-
ral care and navigating both public and private health systems, contributed valuable insights to the partici-
pant identification process.
During the interviews, participants were encouraged to narrate their health problems and describe the 
sequence of actions they undertook to seek medical care. We used probes to explore their interactions 
with health care providers, perceptions of provider attitudes, experiences with hospital staff, and emotional 
responses to the care received. We also discussed the challenges they faced, including logistical, financial, and 
cultural barriers, and their expectations regarding health care services. Attention was given to how their socio-
economic circumstances shaped these experiences.

2. Meetings with Soliga 
Adivasi community 
members and leaders

Seven community meeting reports were included in this study. Three meetings were conducted as part of the 
Participatory Action Research (PAR) project Ikyathe, where community members and leaders critically reflected 
on their health care experiences, one of which employed Image Theatre as a method. Each of these meetings 
had around 18–20 participants. Three additional meetings were held through the Adivasi Arogya Samity, an 
institutional platform established between the authors’ organization and Adivasi collectives in Chamarajanagar 
district. The Samity comprises approximately 35 members and served as a space to present study findings and 
gather feedback from community leaders and members. The final meeting was a multistakeholder forum in-
volving community health workers, school teachers, Adivasi and non-Adivasi leaders, elected representatives, 
health care providers, and government functionaries at the Panchayat level (a Panchayat being a local self-
government body in India covering a cluster of villages). All meetings were documented by the project team.

3. Workshop with Soliga 
Adivasi community 
leaders and members

A two-day planning workshop was conducted with 26 participants from the Soliga Adivasi community, 
including men, women, youth, and community leaders, as part of the Participatory Action Research (PAR) proj-
ect. The workshop aimed to identify key issues for the first PAR cycle. In two of the sessions, participants used 
Image Theatre to reflect on their health care experiences and their interactions with government functionaries 
concerning health and well-being. A detailed workshop report was developed.

4. Field notes developed 
following in-depth inter-
views and organisation 
of mobile health units 
by VGKK hospital to 
Soliga Adivasi villages in 
Chamarajanagar district.

The PI made notes documenting the difficulties in accessing the remotely located houses of participants, their 
housing conditions, road connectivity, the physical environment they live in, and their neighbourhoods; the 
PI’s feelings beforehand; the challenges participants face living in such conditions, both during and after the 
interviews, and the experience of organising and participating in the mobile health services for Soliga com-
munities. The PI visited six remote Adivasi villages in Chamarajanagar district over four days, accompanying the 
mobile health unit staff of the VGKK hospital.

Table 2  Characteristics of the participants engaged in the 
in-depth interviews (n = 33)
S.No Profile of the participants (in-depth 

interviews)
Num-
ber 
out 
of 33

1. Care-seeking individuals 19
2. Family members of the care seeking individuals 8
3. Health care providers of the VGKK hospital 6
4. Men participants 18
5. Women participants 15
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(despite the availability of government public food distri-
bution systems and nutrition programmes), health care, 
and education. Most participants lived in small homes, 
often temporary shacks constructed from mud and local 
materials and worked as landless labourers. Many Soliga 
participants who were interviewed, as well as those 
attending community meetings, reported that access-
ing formal health care often required borrowing money, 
selling personal belongings, or relying on informal sup-
port networks. Some leveraged government social health 
insurance schemes, such as Ayushman Bharat Arogya 
Karnataka (hereinafter referred to as ABArK), with the 
support of a local NGO hospital, VGKK. Indirect health 
care costs for travel and food remained burdensome for 
many participants. Several Soliga participants, engaged 
in this study, residing deep within forest areas, often 
faced limited access to roads, essential services, and 
stable livelihood opportunities. During the workshop, 
participants reflected that their traditional way of life 
was increasingly at odds with the modern conservation 
agenda implemented by forest officials. Consequently, 
many Soliga individuals were forced to seek daily-wage 
labor in nearby coffee and pepper plantations owned by 
wealthy estate owners, or migrate to other districts and 
states for seasonal work. Ironically, while environmental-
ists appeal to the powerful to protect fragile ecosystems, 
forest-dwelling communities like the Soligas are simul-
taneously being lured, or coerced, into abandoning their 

ancestral lands, where generations have lived in harmony 
with the forest and its wildlife.

For those who migrate, social protections are non-exis-
tent. One young Soliga man in his early 20 s, for instance, 
sustained serious chest injuries after falling from a tree 
while working on a plantation in Kodagu. According to 
his brother, the plantation owner refused responsibility, 
and the injured worker had to rely on the VGKK hospital 
and a few individuals to access care in both public and 
private facilities during a year-long recovery.

Those who remain in forest settlements faced growing 
man-animal conflict. One woman participant described 
how elephants and leopards frequently roam near 
her small one-room house with a tiled roof. Her fam-
ily, including a toddler, must exercise extreme caution, 
particularly at night, even for basic needs like using the 
toilet. During community meetings, multi-stakeholder 
forum meetings and health care providers of VGKK 
hospital expressed concerns about school dropouts and 
the poor quality of public education in Soliga Adivasi 
villages.

During reflections shared after the Image Theatre ses-
sion at the workshop (Fig. 2), a few participants noted 
that corrupt practices, such as informal payments to 
health care providers and staff in public health facili-
ties, act as a barrier to accessing medical care for Soliga 
communities. These experiences are not isolated misfor-
tunes but manifestations of structural violence, systemic 
harm embedded in policies, economies, and institutions 
that marginalize vulnerable communities. The pressures 
of displacement, lack of health care protections, denial 
of labor rights, and exposure to ecological risks are all 
rooted in broader power structures that favor conserva-
tion and economic development over Adivasi rights and 
well-being.

The physical and social environments in which the 
Soliga people live fundamentally shape their health care 
experiences. These conditions influence how they per-
ceive, internalize, and articulate, if at all, their sense of 
dignity within formal health care settings. These lived 
realities also highlighted how social determinants of 
health, such as income, housing, education, environ-
mental safety, and social exclusion, profoundly affect the 
lives of Soliga. Ensuring dignified health care, therefore, 
requires addressing these structural and social barriers 
that continue to perpetuate inequality and injustice.

Respectful communication
A few participants during the interview indicated that 
the communication of health care providers and staff 
towards care-seeking individuals in the hospitals is con-
descending. Such behaviours are explicitly offensive to 
the dignity of Soliga individuals. Soliga’s cultural values 
emphasise respect, relationality, and mutual recognition. 

Fig. 2  Photograph from the Image Theatre session held as part of the 
workshop with community leaders and members
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In Soliga ways of life, every being, human or non-human, 
is seen as part of an interconnected web of life, deserving 
of acknowledgement and care. To be treated as invisible 
or object-like in a hospital setting violates these relational 
norms and reinforces a sense of exclusion from the very 
systems meant to offer healing. The following quote by 
a health care provider of the VGKK hospital illustrates 
disrespectful communication experienced by Soligas in 
health care facilities.

There have been many a time when we send patients 
to the district hospital, and they get admitted to 
men’s or women’s wards. The morning rounds will 
happen, and after that, nobody will touch them, 
see them, or talk to them, and they feel like they’ve 
just been thrown here. You know, like nobody, they 
feel like ‘the NGO hospital VGKK couldn’t take care 
of me. So they’ve thrown me into this hospital. Here 
also, nobody is looking at me. The doctor is not com-
ing. Why should I be here?’ Within two days, they 
get discharged against medical advice and leave”- 
Health care provider, NGO hospital VGKK.

Another woman participant who was admitted to the dis-
trict hospital for severe anaemia following an abortion at 
home expressed her frustration with unresponsive com-
munication from doctors and nurses in the tertiary-level 
health care facility.

“I was five months pregnant. I had an abortion at 
home. I did not go to the hospital after that. After 
three days, a health worker from VGKK hospital 
visited my home; she advised me to go to a hospi-
tal immediately since I had severe swelling in my 
body. I got admitted to a government hospital in the 
Chamarajanagar district. The doctors told me that I 
may need a blood transfusion. Even after waiting for 
13 days in the hospital, a blood transfusion was not 
done. There was no information. The doctor or the 
nurses won’t speak much, even though we ask them. I 
felt frustrated. The staff at the hospital are not ready 
to listen to us. My husband is an alcoholic; my mom 
sold the cattle to organise medical care here in this 
hospital. People like us should never go to big hos-
pitals like that. What kind of doctor is he if he is not 
able to understand my (health) problems?”- Woman, 
early 20s, BR Hills.

The next quote highlights how individuals seeking care 
are left without proper communication or guidance in 
public health care facilities.

“My mother and I used to stand in the queue for 2–3 
hours. If we came out of the line, again we had to 

stand for another 2–3 hours (to submit the required 
documents to avail the social health insurance ben-
efits)…, but I don’t know that ABArK (social health 
insurance) office”- Family member of a woman care-
seeking individual admitted at a government hospi-
tal (a 35-year-old man), BR hills.

The capacity to negotiate with the health care providers 
at the government hospitals, even for the medical doctors 
of VGKK to organise care for Soliga Adivasi individuals, 
proved to be a demanding task. A medical doctor work-
ing in VGKK expressed that

“If it is difficult for a medical doctor to have conver-
sations with another medical doctor, things could be 
much worse for the care-seeking individuals”.
“These two patients, unfortunately, were out of our 
trust. The moment we sent them to Mysore. We don’t 
have any interns, and we don’t have a tribal health 
navigator in Mysore. The only conversation I can 
have is with the PG over there or the Senior Resi-
dent doctor consulting. Most of the time, they are 
not interested in picking up my calls, also because 
maybe they have so many patients to look after. I 
don’t know their reasons for it, but for them to have 
a conversation say about one patient, they feel they 
don’t need to have this conversation, so they don’t 
want to talk about it, maybe, so I understand what 
the patient feels because if the doctor is speaking to 
me like this, so it might be a whole other level with 
the patient”- Medical doctor, in their late 20s, NGO 
hospital VGKK, BR hills.

These instances collectively underscore how inadequate, 
impersonal, and often dismissive interactions are wide-
spread in health facilities.

Autonomy/informed consent
Respecting autonomy means providing clear, comprehen-
sive information so care-seeking individuals can make 
voluntary, informed choices. At government hospitals, 
information desks and large posters promoting social 
health insurance schemes, aiming to guide care-seeking 
individuals and their families, are a common sight. How-
ever, despite their willingness and attempts to engage 
with these schemes, none of the Soliga participants and 
their family members engaged in this study were able 
to independently complete the necessary paperwork 
without the NGO staff support during hospitalisation. 
There is a systemic lack of proactive information dis-
semination by the government in Adivasi villages regard-
ing health insurance schemes, hospital procedures, and 
available health programs. As a result, people are often 
left to navigate the complexities of the health system on 
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their own, usually only discovering critical information 
when they reach a hospital, often in moments of vulner-
ability or crisis. Drawing from the authors’ PNS and TS 
own experiences in organising care for Soliga commu-
nities, as well as insights shared by VGKK hospital staff, 
hospital procedures were complex and inaccessible for 
many Soliga people without the active support of VGKK 
staff. One participant, who accompanied his mother to a 
district-level government hospital, expressed a resigned 
understanding that being poor meant having fewer 
choices(thus restrictions in their autonomy), and that 
seeking free health care often required enduring long 
delays, even in serious situations.

“… I don’t know that I have to get signatures from 
2–3 officers in the required document. So I was 
standing in the queue to get the bill for MRI scan, 
thinking that I had the signed document with me. 
After seeing the document, the staff at the counter 
asked me to go to another counter to get the bill. 
When I went to the other counter after standing in 
the long queue, the staff at the new counter told me 
to go to another office near the eye hospital to get 
the signature on the document. Then I went to that 
counter, thinking that it was the ABArK office and 
asked the staff there in the office. The staff took the 
photocopies of the Aadhar card, ration card, and 
other documents from me and put the seal and sig-
nature. My mother and I used to stand in the queue 
for 2–3 hours; if we came out of the line, again we 
had to stand for 2–3 hours. So… I paid the full 
charges for the MRI scan, thinking that at least 
then the staff would do the MRI scan early for my 
mother”-Family member of a woman care-seeking 
individual who was admitted to a government hos-
pital, her late 20s, BR hills.

When people are forced to depend on charity for basic 
needs, it can feel like a loss of autonomy and always keep 
them in a position of dependence at the cost of their 
inherent dignity and rights. Accessing health care for 
many of the Soliga participants (as indicated in inter-
views and community meetings), even in dire medical 
emergencies, constantly required leveraging social net-
works and support from charity and NGO intermediar-
ies who know the health system well to be able to use it. 
A few participants of the workshop indicated that people 
who get respect during visits to health care facilities are 
typically those who are socially connected to health care 
providers. But their narrations indicated that to even get 
noticed by a health care provider, the care-seeking indi-
viduals and their family members have to constantly be 
open about their networks, NGO support and assert it to 
the health care providers and hospital staff while seeking 

health care. The experiences of Soliga participants high-
light how bureaucratic and institutional barriers severely 
undermine patient autonomy and limit access to essential 
information needed to make informed decisions about 
medical care.

Non-discrimination, recognition and empathetic 
engagement
In the context of health care delivery, where health care 
providers did not have long-standing relationships with 
Soliga communities or were not sensitised to their socio-
cultural realities, health care experiences for the Soligas 
were marked by discrimination and a lack of recogni-
tion as individuals and empathetic engagement. See, for 
instance, the following situation. While waiting in the 
inpatient ward of a public health facility to interview a 
family member of a Soliga woman admitted for evalu-
ation of a severe headache, MP observed a distressing 
situation. The patient and her family had travelled from 
a remote Adivasi village deep within the forest. Her son 
described how they had been waiting for nearly three 
days to get an MrI scan done. Each day, his mother was 
instructed not to Drink water from 6 am onwards in 
preparation for the scan. Yet, for two consecutive days, 
she was taken to the MrI room, made to wait until 3 p.m., 
and then sent back to the ward without the scan being 
completed. Each time, a vague reason was given, and the 
process was repeated the next day.

Noting the growing distress and the mother’s worsen-
ing condition, particularly the combination of prolonged 
fasting and severe headache, MP suggested accompa-
nying the son to speak with the in-charge nurse to seek 
clarity about the delay. However, the son hesitated, 
expressing fear that he would be scolded by the staff. He 
admitted he was afraid to approach care providers or 
question them in any way.

MP then approached the nurse on his behalf, explain-
ing the family’s living conditions and the difficulty they 
faced in accessing hospital care from such a distant and 
isolated location. She emphasised the urgency of the 
scan, given the mother’s condition and prolonged fasting. 
In response, the nurse said, “What can I do? I have also 
worked in tribal areas for 15 years. I know about their 
life. There are so many patients, we cannot say when the 
scan will be done.” A resident doctor, sitting beside the 
nurse and writing in a patient file, added without looking 
up: “This is a government hospital; things will be delayed 
a bit. This is what can be expected here.”

After this exchange, the nurse turned to the son and, 
in a sharp tone, asked, “Why are you bringing people to 
question me? You could have come and asked yourself.” 
The son, visibly embarrassed and hurt, lowered his gaze 
and remained silent.
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This encounter reveals how discrimination, lack of rec-
ognition, and absence of empathetic engagement shape 
the health care experiences of the Soliga community. 
The son’s fear of approaching staff reflects internalised 
marginalisation, while the staff’s dismissive and rude 
responses highlight institutional indifference. Despite the 
family’s hardship and the mother’s worsening condition, 
their concerns were minimised, and their dignity was 
overlooked. Such interactions expose systemic power 
imbalances and a broader failure to treat Adivasi people 
as equals and deserving participants in care.

The following quotes reflect the navigational chal-
lenges, fear, and vulnerability experienced by Soliga 
care-seeking individuals and caregivers when accessing 
care. The reliance on literate intermediaries and NGO 
staff underscores not only barriers related to literacy and 
bureaucracy but also a lack of empathetic engagement 
from health care providers.

“If we go alone from here, we have to spend money 
for the bus, in hospital they say a hundred things like 
go here and there, get the token, letter, get sign here 
etc, we don’t know all those things because we have 
not read, and we can’t do all those things they say, so 
it is better to take a person who is literate, since they 
can do all the work easily for us.”- Grandfather of a 
15-year-old girl with Type I Diabetes Mellitus.
“My mother is there to support me. But she can’t do 
all that (in hospital) because they say go here and 
there for scans, blood tests and other things, so I 
didn’t go”- a woman with a chronic health condition, 
Late 30s, BR hills.
If we go (to hospitals outside BR hills) without the 
staff support of the NGO hospital VGKK, we will 
have fear thinking what will happen, what they 
(health care providers) will do”- Grandmother of a 
15-year-old girl with Type I Diabetes Mellitus.

A few participants had perceived differences and dis-
tanced themselves from the care providers and hospital 
staff because of the attitude of health care providers and 
hospital staff, and existing patient care practices in the 
hospitals.

“If the doctor asks only, I will say otherwise; I won’t 
say. Mostly doctors just ask what is the health prob-
lem I’m facing, and they just give tablets and medi-
cine for that. They are not interested in knowing my 
life or sorrows”- a woman with a chronic health con-
dition, late 30s, BR hills.
“There is some social conditioning that happens as 
children and adults among these people, which tells 
them under no circumstances to trust the outsider. 
I mean, I’m not talking about you, but many of us 

who are working there as doctors and all the formal 
health care establishments are outsiders. They did 
not believe, very recently, even ANMs and Nurses. 
Only now they’ve begun to see that my kind of person 
is also a health care provider”- Medical doctor, who 
lived in the BR hills and worked with Soliga commu-
nities for more than a decade.

Following an Image Theatre (Fig. 3), community mem-
bers expressed that despite enduring long waiting times, 
sometimes stretching into weeks, they continued to seek 
consultations with senior doctors, diagnostic tests, and 
necessary treatments. However, their capacity to persist 
was tested by the lack of timely information and commu-
nication from the health care providers. Without updates 
or explanations, many felt disoriented and excluded, 
leading to a deep sense of uncertainty. The above expe-
riences of Soliga’s highlight a serious gap in empathetic 
engagement within the health care system. Participants 
were not simply waiting for services; they were waiting 
in a void, without recognition of their presence, time, dis-
tress, or dignity.

These experiences reflect how deeply rooted social 
hierarchies, fear, and unfamiliarity with formal systems 
contribute to feelings of exclusion and perceived discrim-
ination among the Soliga communities. Despite needing 
care, individuals hesitate to speak, seek help, or access 
services without support, fearing judgment or mistreat-
ment. The lack of culturally sensitive engagement from 
health care providers reinforces mistrust and perpetuates 
a sense of “othering.”

Privacy and confidentiality
For several Soliga participants we interviewed, as indi-
cated earlier, accessing health care often involves seeking 
support from NGO hospital workers or others who can 
assist them, either financially or by helping them navi-
gate the health care system. This means that each time 
they attempt to access medical care, they are required 
to disclose their health or illness status to multiple peo-
ple, potentially compromising their right to privacy and 
confidentiality.

In crowded public health facilities, Soliga individu-
als have little or no opportunity to discuss their medi-
cal issues in private. However, this does not imply that 
breaches of privacy or confidentiality are acceptable 
within Soliga communities. On the contrary, such viola-
tions can have devastating consequences for individuals 
and their social well-being.

For example, during an Adivasi Arogya Samvada meet-
ing, a community member criticized a community health 
officer (CHO) behaviour for publicly revealing the sickle 
cell disease diagnosis of a 16-year-old Soliga boy in front 
of his schoolmates and teachers. As a result, the boy 
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felt deep shame and began to fear the disease’s poten-
tial complications, even though he was asymptomatic 
at the time. Having witnessed his father’s suffering and 
multiple hospitalizations due to the same condition, the 
boy believed he would suffer a similar fate. He stopped 
attending school and feared he would never get mar-
ried, as his diagnosis had become public knowledge. 
The community leader pointed out that the CHO should 
have been more cautious and taken a more empathetic 
approach rather than disclosing the boy’s medical condi-
tion in a public setting.

In another instance, during a discussion between local 
community leaders and health care providers at a Pri-
mary Health Centre, a health care worker openly stated 
that a community leader had tuberculosis (TB) and was 
not coming for treatment. Other Adivasi leaders pres-
ent at the meeting immediately objected, stating that it 
was inappropriate to name the individual and disclose 
his health condition in front of others. The health care 
worker defended the action by arguing that public knowl-
edge might motivate the individual to seek treatment. 
While this reasoning may appear logical, it nonetheless 
constitutes a clear violation of privacy and confidentiality.

Accessibility and culturally appropriate care
A few participants felt that they were simply denied care 
for no reason. A few others felt that the treatment was 
inadequate and inappropriate given the seriousness of 
the medical problem they had.

“We don’t know what the reason is, but they were not 
admitting. When we asked anybody in the hospital, 

they used to say stay here, only the doctor has not 
come yet. Whenever we asked to admit, they used to 
say Wait”- Family member of an ANC mother in a 
government hospital, early 40s, BR hills.
“The treatment wasn’t satisfactory. They would 
administer painkiller injections but did nothing else 
in the government hospital in Chamarajanagar,”- 
Family member of a man (early 20 s) who sustained 
a serious chest injury due to a fall from a tree while 
working in a coffee plantation.

All participants from the Soliga community faced finan-
cial hardships in accessing care despite the social health 
insurance programmes of the government. Their expe-
riences reflect not just economic hardship, but also a 
violation of their sense of dignity. As indicated by com-
munity leaders and members during a discussion fol-
lowing an Image Theatre session, informal payments 
for free services in public health facilities and exorbi-
tant fees in private health care facilities were common 
issues. Their narratives underscore that financial barriers 
are not merely transactional, but they are deeply tied to 
how individuals are seen, treated, and respected within 
the health system. Financial hardship emerged as a cen-
tral concern among Soliga participants in their efforts to 
access timely and appropriate medical care.

“I couldn’t go due to money problems even though I 
was seriously ill”- a woman in her late 30s, BR hills.
“Whether it is a government or a private hospital, 
we should have money in our hands before going; 
without money, we can’t go. Where do we get money? 

Fig. 3  A photograph from the Image Theatre performed by Soliga community members during a community meeting
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Barely we have half acre of land, our survival is 
based on that”- Grandmother of a 17-year-old girl 
with Type I diabetes, BR hills.
“At a big (private) hospital, they did 3 operations. 
We paid INR 70,000. X mam from the NGO, helped 
us. There was a name problem on the social health 
insurance card until we paid the money; they were 
taking care of all the facilities[i.e., the hospital pro-
vided good care and full attention when they were 
paying out of pocket]. But when the error in the 
health insurance card was rectified and my brother 
was eligible to avail the treatment under the social 
health insurance scheme, poor treatment was meted 
out to my brother [i.e., once the payment was to 
come from the government insurance scheme, the 
hospital’s attitude and quality of care worsened]. So 
we got him discharged from the hospital”- Family 
member of a care-seeking individual who underwent 
major surgeries in a tertiary-level private health 
facility in Bengaluru, a man in his late 40s, BR hills.

All Soliga Adivasi individuals and their family mem-
bers who were part of this study had to make elaborate 
arrangements in terms of money, travel, and family sup-
port for seeking care in hospitals that are located far 
away from their villages. For instance, for a person who 
is living in Beduguli, a remote Soliga village in BR hills, 
it would take 2–3 h (which can vary depending on road 
conditions in the forests, weather, and vehicle availabil-
ity) to reach the district hospital in Chamarajanagar. Due 
to limited public transportation, community members 
rely on private vehicles in times of illness and medical 
emergencies. Each such trip can cost around INR 4000–
5000 (USD 45–60). Most of them utilise services from 
government hospitals if they need secondary or tertiary 
care. A few participants reported seeking care from pri-
vate health care facilities despite financial hardships with 
the hope of finding a cure for their ailments. For major 
surgeries, a few participants had sought the help of NGO 

hospital VGKK to utilise the public social health insur-
ance scheme (ABArK) and/or to navigate the private 
medical care system when services were unavailable 
in public health facilities or where long waiting periods 
made timely care unattainable.

During the discussions following the Image Theatre 
session at the workshop (Fig. 4) with community leaders 
and members, a few participants shared that poor road 
infrastructure, limited mobile network coverage, and 
inadequate ambulance connectivity in remote Soliga Adi-
vasi settlements often lead to delays in accessing health 
care. They linked these challenges to a lack of coordina-
tion among various departments, including the Forest 
Department, Transport Department, and Health Depart-
ment. Even with support from the NGO hospital VGKK 
staff, IPH Bengaluru staff and Adivasi leaders from the 
community-based organisations, when they reached the 
hospitals (especially government hospitals), they had to 
wait for hours and days to get basic investigations and 
treatment done. See, for example, the following quote,

“ My mother got admitted to this hospital (govern-
ment) on Monday. Two staff members from an 
NGO hospital, VGKK, came with us and made all 
arrangements for my mother to get admitted here. In 
the hospital, we were told that an MRI scan had to 
be done. But they kept postponing the date. Even the 
NGO staff called the concerned people here at this 
hospital. Five days have passed, but the MRI scan is 
still not done…They won’t do anything on holidays ”- 
Family member of a woman care-seeking individual 
who was admitted to a government hospital, in their 
late 20s, BR hills.

For a Soliga living in the forest or in the fringes of the 
forest, delays and long waits in accessing medical care in 
cities can severely undermine culturally appropriate care. 
The health care facilities situated outside the forest areas 
often operate in ways that are unfamiliar and uncomfort-
able, creating a cultural disconnect that can lead to feel-
ings of alienation and anxiety. Long waiting times can 
also disrupt the individual’s connection to traditional 
healing practices and community support, which are 
often central to their understanding of health and recov-
ery. Moreover, being away from their environment for 
extended periods may interfere with important cultural 
responsibilities, adding further stress. See, for instance, 
in the words of a young Soliga mother who admitted her 
child, who was prematurely born at home, to a secondary 
health care public facility,

“They are asking me to go to another city, Mysuru, 
with my child, since there is no treatment for my Fig. 4  A photograph from the Image theatre session conducted as part of 

the workshop with community leaders and members
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child’s sickness at this facility. I cannot stay too long 
outside my home (which is in a remote forest area). 
I feel anxious and shy to talk to the hospital staff. 
Here, at least, there is a tribal health navigator who 
helps us with the hospital procedures. In Mysuru, we 
will not have such people to help us. So I do not want 
to go.“- Mother of an infant child admitted in a sec-
ondary health care public health facility.

Participatory health governance
Participatory health governance ensures that marginal-
ized communities have a voice in shaping health systems, 
leading to more responsive and respectful care. When 
communities are actively involved in decision-making, 
health care delivery is more likely to uphold dignity, cul-
tural relevance, and accountability. Throughout the par-
ticipatory action research process, including community 
workshops, meetings with local leaders, and ongoing 
engagement with Adivasi collectives in Chamarajanagar 
district, significant barriers to participation in health 
governance spaces were observed. These included limited 
or no access to decision-making forums such as Village 
Health, Sanitation and Nutrition Committees (VHSNCs). 
Health care providers and government officials from 
other sectors often viewed communities primarily as 
passive recipients of services, rather than as active stake-
holders. For example, during a multistakeholder meeting 
in one gram panchayat (the basic unit of rural local self-
government in India), frontline health workers and gov-
ernment representatives emphasized health education as 
a tool to secure community compliance with government 
schemes, rather than promoting meaningful dialogue 
or accountability. Several community members, both 
Adivasi and non-Adivasi, reported limited awareness 
or memory of participating in any structured meetings 
dedicated to reviewing the state of local health services. 
While gram sabhas (village assemblies) are held at the 
panchayat level, they are not typically focused on health-
related issues and rarely facilitate inclusive discussions on 
health service quality or access.

During a community-level meeting, a participant 
from a local collective noted the importance of being 
informed about their rights to claim them, emphasizing 
that inclusion in decision-making bodies is essential for 
holding the system accountable. In a separate Image The-
atre session (Figs. 5, 6 and 7), several participants shared 
frustrations with bureaucratic follow-up processes, par-
ticularly in areas such as forest rights implementation. 
These processes often required persistent engagement 
over long periods, sometimes years, with little progress 
unless pressure came from higher authorities. As a result, 
participants described strategies such as bypassing local 
officials to approach senior administrators directly or 
mobilizing in large groups to ensure their concerns were 

taken seriously. They expressed a strong sense that indi-
vidual voices were frequently dismissed unless amplified 
through collective action.

The health care experiences of the Soliga community 
illustrate how the failure of participatory health gover-
nance creates a disconnect between health systems and 
the lived realities of marginalized groups. When com-
munity voices are excluded from decision-making, care 
becomes impersonal, exclusionary, and often disrespect-
ful, reinforcing existing power imbalances, disregarding 
cultural contexts, and ultimately undermining the dignity 
and autonomy of those seeking care.

Discussion
In this section, we situate the key findings of the study 
within the broader Adivasi socio-political, legal context 
and compare our findings with existing literature on 
health inequities in Adivasi communities in India, iden-
tifying points of convergence and divergence. We then 

Fig. 6  Photographs from the Image Theatre session with Soliga commu-
nity leaders and members, which opened up critical discussions concern-
ing health governance realities for Soliga communities

 

Fig. 5  Photographs from the Image Theatre session with Soliga commu-
nity leaders and members, which opened up critical discussions concern-
ing health governance realities for Soliga communities
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reflect on the implications of these findings for health 
policy and service delivery,

This study foregrounds the persistent violations of dig-
nity experienced by Soliga Adivasi individuals within the 
health care system. These violations manifest in multiple 
forms, from significant delays in accessing medical care 
to a troubling dependence on non-governmental organi-
zations and individual actors to navigate complex health 
systems. Participants’ narratives reflect experiences of 
neglect, the absence of respectful communication, and 
a lack of empathetic, culturally appropriate care from 
health care providers. Breaches of privacy and confi-
dentiality further erode trust, while complex hospital 
procedures and bureaucratic hurdles leave many feeling 
disempowered and unable to independently access care. 
The systematic exclusion of Adivasi communities from 
health governance and decision-making spaces com-
pounds these barriers, reinforcing the structural inequal-
ities that deny equitable and dignified care. These lived 
realities also make visible the profound influence of social 
determinants of health, including income, housing, edu-
cation, and social exclusion, on the everyday lives of the 
Soliga. Pressures such as displacement, lack of social pro-
tections, denial of labor rights, and exposure to ecological 
risk are not incidental but embedded in broader political 
and economic structures that prioritize conservation and 
development over Adivasi rights and well-being. These 
structural barriers must be understood as a form of vio-
lence. These findings concur with studies and reports on 
other Adivasi communities in India [30, 32, 105–109]. 
However, we problematize the findings, such as delays 
in accessing formal health care, denial of care, lack of 
recognition and empathetic engagement, dehumanising 
experiences in the health facilities, and lack of opportuni-
ties to engage in formal health governance spaces for the 
Soliga Adivasi communities as matters of human dignity. 
India is not unique in facing these issues; similar patterns 

of health care disparities among the Indigenous com-
munities are evident across various regions and health 
care systems worldwide [107–109]. Factors such as geo-
graphical remoteness, communication issues, poverty, 
and culturally unsafe care deter access to health care 
for Indigenous communities [110–115]. Further, stud-
ies demonstrate that dysfunctional interactions within 
hospital settings make the care-seeking individuals from 
Indigenous communities feel alienated [110, 115]. The 
barriers that deter culturally safe, respectful care for 
Indigenous communities are rooted within the broader 
systemic issues, such as marginalisation, social exclusion, 
wilful neglect by the State and poor resource allocation 
for functional health care systems for Indigenous com-
munities [31, 32, 114–120].

Indian constitutional jurisprudence has gradually 
expanded the interpretation of dignity within the domain 
of health, recognizing that issues such as poor access, 
lack of privacy, and exclusion from decision-making are 
not merely service delivery failures but fundamental 
rights violations. In Paschim Banga Khet Mazdoor Sam-
ity v. State of West Bengal (1996) [121], the Supreme 
Court held that the right to life under Article 21 includes 
timely and adequate access to health care services, 
affirming that denial of such access undermines human 
dignity. The Court further emphasized informed consent, 
autonomy, and privacy in Suchita Srivastava v. Chandi-
garh Administration (2009) [122], as core attributes of 
dignity and freedom. In Devika Biswas v. Union of India 
(2016) [123], the Court condemned forced sterilizations 
and emphasized the importance of consent, bodily integ-
rity, and respect in public health programs. The right to 
confidentiality was highlighted in Mr. X v. Hospital Z 
(1998) [124], establishing that unauthorized disclosure 
of a patient’s condition can amount to a dignity violation. 
More broadly, Navtej Singh Johar v. Union of India (2018) 
[125] located dignity within a framework of non-discrim-
ination and equal treatment, affirming that constitutional 
morality must guide State action. While courts have yet 
to robustly address participatory governance in health, 
the spirit of People’s Union for Civil Liberties v. Union of 
India (2003) [126] in the context of the right to food and 
social accountability mechanisms provides a foundation 
for recognizing meaningful community participation as 
part of dignified care. However, the everyday realities 
faced by Soliga Adivasi communities, marked by disem-
powerment, exclusion, and structural neglect, under-
score the gap between constitutional ideals and actual 
practice. Recognizing these violations as failures of dig-
nity demands a shift from narrow biomedical approaches 
to rights-based, culturally responsive, and community-
anchored health governance.

The findings of this study represent a clear departure 
from how dignity has been articulated within India’s 

Fig. 7  Photographs from the Image Theatre session with Soliga commu-
nity leaders and members, which opened up critical discussions concern-
ing health governance realities for Soliga communities
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constitutional framework and interpreted by the courts. 
The manifestations of dignity violations within health 
care services for Soliga Adivasi communities are not iso-
lated incidents affecting a specific social group; rather, 
they must be understood within the broader context of 
structural injustices historically and systemically faced by 
Adivasi communities across India. Situating these expe-
riences within this larger framework allows for a deeper 
understanding of the structural drivers behind such dig-
nity violations in health care.

As constitutionally recognized Scheduled Tribes, Adi-
vasis have long faced systemic exclusion from develop-
ment planning, political representation, and equitable 
access to public services, including health care [127, 128]. 
Their geographic isolation is often compounded by cul-
tural and linguistic differences, reinforcing a perception 
of Adivasis as “other” within State institutions, including 
the health care facilities [129]. The legacy of colonial for-
est policies and post-independence development projects 
has led to large-scale displacement, land alienation, and 
disrupted traditional livelihoods, weakening community 
autonomy and increasing dependence on State and NGO 
interventions [130]. Within the health sector, caste and 
class-based hierarchies and biomedical dominance often 
silence Indigenous knowledge systems and render Adi-
vasi experiences invisible or illegible [131]. However, in 
our study, while participants shared experiences of feel-
ing unwelcome or hesitant within hospital settings, it was 
not always apparent whether participants were overtly 
discriminated against by health care providers because 
of their Adivasi identity. Several participants noted that 
poor people from other communities often faced simi-
lar treatment in hospitals. This suggests that class-based 
discrimination may be deeply entangled with, at times 
indistinguishable from, the marginalisation experienced 
by Adivasis, making it difficult to isolate discrimination 
based on Adivasi identity. We need further studies in this 
area to understand how the complex dynamics between 
caste, class, and Adivasi identity play out in health care 
contexts. The lack of Adivasi peoples’ representation in 
health governance spaces reflects broader patterns of 
exclusion, where decisions about tribal welfare are made 
without meaningful participation, further entrenching 
power asymmetries.

The feelings of fear and otherness among Indigenous 
communities instilled by formal health care services are a 
manifestation of internalised oppression, shaped by gen-
erations of structural violence that marginalised Indig-
enous voices and eroded trust in institutional modern 
health care [29]. Subramani (2025) argues that the every-
day indignities faced by underserved communities during 
their health care encounters in India are a result of sys-
temic oppression that is often reinforced by class, caste, 
and gender hierarchies in India [80].

Neoliberal economic reforms in the name of devel-
opment and forest conservation force the displace-
ment of forest-dependent Adivasi communities in India. 
Development-induced displacement of Adivasi com-
munities strips away their socio-cultural identity, loss 
of land, opportunities for their livelihood, and access to 
health, education, human rights, and thus affects their 
dignity and well-being [105, 116, 117]. The colonial leg-
acy of labelling Adivasis as “primitive” and “uncivilised” 
has resulted in epistemic injustice, infantilization and 
therefore their misrepresentation as threats to the law 
and order of the State. Such discourses expose the Adi-
vasi communities to various forms of exploitation and 
oppression and deny basic resources needed for a dig-
nified living [118–120]. Adivasi worldviews on health, 
rooted in Indigenous knowledge and cultural practices, 
are frequently overlooked due to assumptions tied to for-
mal education [29, 112, 132, 133].

We see these similar discourses reflected in the way the 
formal health care services are designed and delivered to 
Adivasi communities in India. For example, poor health 
infrastructure, shortage of health workforce in Adivasi 
areas and poor representation of Adivasi communities in 
the health workforce, discriminatory behaviour of health 
care providers and health facility staff [112, 134–136] 
signal that the needs, concerns or identities of Adivasis 
are systematically neglected in the formal health care ser-
vices. Such discourses often problematize geographical 
isolation, lack of awareness, inadequate education, poor 
sanitation, and traditional healing practices, situating 
the barriers to accessing dignified health care at the indi-
vidual level for Adivasi communities [137–140]. Adivasi 
communities feeling dismissed, undervalued or invisible 
in health care settings or the system at large have seri-
ous implications on their dignity. A feeling of shame and 
indignity induced by formal health care services may 
deter Adivasi communities from seeking care in times of 
need, thereby accentuating health inequities [62]. When 
communities are made to feel dismissed or invisible in 
health care or broader societal systems, it’s more than 
just a lack of service; it’s a message that their lives, health, 
and humanity are not valued. The formal health care sys-
tem in India treats care-seeking individuals in general as 
passive recipients of care and sustains a culture of disre-
spect through its actions and inactions [98].

Dignified health care for Soliga Adivasi community will 
be a reality only when the multiple forms of life’s pre-
carities they are facing are structurally addressed. Policy 
makers and implementers who are involved in governing 
health care systems should critically reflect on existing 
approaches and practices and their impact on accessing 
dignified health care by the Adivasi communities. There 
is a critical need to strengthen the economic and educa-
tional foundations of the Soliga Adivasi communities to 
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enable greater self-reliance, including in accessing health 
care, without relying solely on external aid. Measures 
such as the introduction of cultural mediators in health 
facilities who could empower Adivasi communities to 
navigate hospital structures and procedures, the empa-
thetic approach of health care providers and enabling 
financial mechanisms to access health care by Adivasi 
communities are essential to realising dignity in health 
care. Successful interventions to uphold dignified health 
care require integrated care models and active partner-
ships with Adivasi communities in health governance 
[31, 113, 115]. Addressing how health care providers 
may contribute to dehumanising practices is essential. 
This calls for rights-based professional training, regular 
sensitisation, and stronger accountability within health 
systems to deter actions that undermine the dignity of 
care-seeking individuals, alongside broader efforts to 
disrupt historical legacies of exploitation and marginali-
sation that socially diminish communities in vulnerable 
situations, positioning them as inferior or of lesser worth 
within society. Approaches such as using storied case 
examples or applied theatre in health professional train-
ing offer promising pathways for change by enabling dia-
logue, fostering critical reflection, and supporting social 
transformation. There is a need for reimagining health 
care services, approaches and practices in the health care 
service delivery that affirm human dignity for Soliga and 
other Adivasi communities.

Strengths and limitations
One important strength of this study is that it problem-
atizes issues such as poor access to health care and low 
utilization of services by Adivasi communities as mat-
ters of dignity. These issues are often minimized or over-
looked in the biomedically oriented health care systems, 
framed merely as concerns related to quality of care, 
rather than being recognized as structural injustices. 
Another strength of this study is its broad conceptual-
ization of dignified health care, extending from respect-
ful and responsive communication between care-seeking 
individuals and health care providers, to the meaningful 
participation of these individuals in health governance 
spaces, and encompassing the many layers in between. 
This was made possible through diverse data sources 
embedded within long-term, collaborative participatory 
action research partnerships and sustained engagements 
with collectives of Soliga Adivasi communities in Chama-
rajanagar. We acknowledge that human experiences are 
relational and, hence, it becomes crucial to explore the 
perspectives of other actors, such as non-NGO health 
care providers and policy implementers, to deepen our 
understanding of dignified health care in the Indian 
context. While the term dignity may not always appear 

explicitly in classical Indian philosophy, many Indian 
thinkers and traditions have explored ideas deeply con-
nected to human dignity, such as self-worth, ethical duty, 
justice, and the inherent value of human life through 
various vocabularies in Indian languages. In the Kannada 
language, which is also spoken by the Soliga community 
alongside their language, terms such as swabhimaana( 
ಸ್ವಾಭಿಮಾನ), Nyaya(ನ್ಯಾಯ), dharma (ಧರ್ಮ), maana 
(ಮಾನ), mariyadey, (ಮರ್ಯಾದೆ) gowravha ( ಗೌರವ), ghan-
athe (ಘನತೆ), Maanaviyathe (ಮಾನವೀಯತೆ) and karuney 
( ಕರುಣೆ) represent various dimensions of the concept of 
dignity. The conceptualization of dignity in the literature 
is dominated by Western perspectives, posing limitations 
to research on dignity in non-Western settings. In this 
study, we broaden these conceptualizations by extending 
the notions of dignity in culturally grounded ways. There 
are notable similarities across cultural contexts in under-
standing dignity, even though different terminologies and 
expressions are employed. Different communities experi-
ence exclusion and disrespect in diverse ways based on 
their social, cultural, economic and historical contexts. A 
one-size-fits-all understanding of dignity risks overlook-
ing these nuances. Therefore, there is a critical need to 
disentangle the indignities experienced by other com-
munities within formal health care services in India and 
other systems of medicine.

Conclusion
The Soliga Adivasi communities’ health care experiences 
elucidate the everyday dignity violations in the health 
care context of India and are significant to normative 
discourse on dignified health care. While various com-
munities may encounter indignities within formal health 
care systems, the consequences of such experiences are 
far more profound and damaging for populations in mar-
ginalised and vulnerable situations, such as the Adivasi 
communities. This study underscores the urgent need for 
governments, policymakers, and health system actors to 
transform health care delivery for Soliga Adivasi commu-
nities. Stakeholders must intervene at the structural level, 
through concrete policies, accountable implementation 
of those policies, and dignity-oriented health care service 
delivery practices that actively preserve and promote the 
agency, self-respect, and autonomy of Adivasi communi-
ties. Such interventions are essential for enabling equi-
table and dignified lives for the Soliga people within and 
beyond health care systems.
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