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Background 
 

1. In 2023, the 76th World Health Assembly (WHA) adopted ResoluƟon 76.161 on the Health of 
Indigenous Peoples, which acknowledges that Indigenous Peoples have an equal right to the 
enjoyment of the highest aƩainable standard of physical and mental health. 
 

2. WHA ResoluƟon 76.16 requests WHO to develop a Global Plan of AcƟon for the Health of 
Indigenous Peoples (henceforth referred to as “the draŌ Plan”), in consultaƟon with Member 
States, Indigenous Peoples, relevant United NaƟons (UN) and mulƟlateral system agencies, as well 
as civil society, academia and others. Details of the process undertaken are included in Annex 1.  

 
3. WHO has undertaken these steps during 2023-2026 for development of the draŌ Plan: a review 

of exisƟng evidence conducted with Indigenous and non-Indigenous researchers in 2024; an input 
session in Mexico City organized by PAHO in coordinaƟon with the Government of Mexico, with 
Indigenous leaders and representaƟves working on Indigenous health in Ministries of Health of six 
countries (PlurinaƟonal State of Bolivia, Brazil, Ecuador, Mexico, Peru and Bolivarian Republic of 
Venezuela); a side event at the UN Permanent Forum on Indigenous Issues (UNPFII) in 2025 to 
raise awareness of the development of the Plan;  development of the first draŌ, with inputs from 
Indigenous experts and launch of a global online call for feedback in 2025; support to the 158th 
ExecuƟve Board2, which agreed to defer consideraƟon of the draŌ Plan to 2027 in order to allow 
more Ɵme for consultaƟons; and gathering of inputs from WHO/HQ programmes, WHO Regional 
Offices and the Interagency Support Group on Indigenous Issues. The draŌ Plan is also informed 
by learnings from PAHO’s Strategy and Plan of AcƟon on Ethnicity and Health 2019-20253.  
 

4. The draŌ Plan recognizes the need for health policies, programmes and iniƟaƟves to incorporate 
Indigenous Peoples’ vision and prioriƟes, with their free, prior and informed consent (see the 
secƟon “Guiding Principles”). The draŌ Plan supports delivery on commitments in the United 
NaƟons DeclaraƟon on the Rights of Indigenous Peoples (UNDRIP)4, adopted by the United 
NaƟons General Assembly through resoluƟon A/RES/61/295, including but not limited to:  
 

 ArƟcle 23 on the rights of Indigenous Peoples to be acƟvely involved in developing and 
determining health (and other) programmes affecƟng them, and  

 ArƟcle 24 on Indigenous Peoples’ right to their tradiƟonal medicines, to maintain their 
health pracƟces and to access, without any discriminaƟon, to all social and health services. 

 
5. The draŌ Plan is informed by a review of exisƟng evidence5 that highlighted key issues in 

Indigenous health, while showing variaƟons across country contexts. Globally, and acknowledging 
data gaps, evidence suggests that Indigenous Peoples can face disproporƟonately high rates of 
maternal, newborn and child mortality; elevated prevalence of chronic and infecƟous diseases; 
and, in many contexts, significantly lower life expectancy compared to non-Indigenous 
populaƟons.6,7,8 The review  highlighted that data on Indigenous health disaggregated by sex, age, 
disability and socio-spaƟal characterisƟcs such as geography and income is limited. The review 
also underlined the important impacts of social and environmental determinants on Indigenous 
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health, alongside the intergeneraƟonal health impacts of colonizaƟon, mulƟdimensional 
deprivaƟon and structural discriminaƟon. 
 

6. Non-communicable diseases, including cancer, cardiovascular disease, chronic respiratory 
diseases and diabetes, can disproporƟonately affect Indigenous Peoples,9  alongside poorer oral 
and eye health.10,11. Access to treatment by Indigenous Peoples for these condiƟons can also be 
less12. Commercial tobacco use, oŌen iniƟated during adolescence, is a leading cause of disease 
and premature mortality among some Indigenous communiƟes.13,14,15 Mental health among 
Indigenous Peoples is a growing concern, with common issues including depression, suicide and 
substance use, parƟcularly among Indigenous youth.16 

 
7. ExisƟng evidence suggests that communicable diseases, such as HIV infecƟon and AIDS17, 

tuberculosis18, HepaƟƟs C19, and malaria20 can disproporƟonately affect Indigenous Peoples.  
 

8. Some Indigenous populaƟons, such as Indigenous migrants, refugees, those living in conflict-
affected areas, and Indigenous persons with disabiliƟes oŌen fare worse. While there is a lack of 
disaggregated global data, it is esƟmated that Indigenous persons are disproporƟonately impacted 
by disabiliƟes.21 
 

9. Indigenous Peoples disproporƟonately experience a range of health risks linked to environmental 
degradaƟon, including biodiversity loss, climate change, and polluƟon, which can disrupt 
tradiƟonal food systems, reduce access to medicinal plants and undermine cultural relaƟonships 
with land and ecosystems.22,23 They are also more likely to not have access to safely managed 
drinking water and sanitaƟon24, 25. 

Scope 
 

10. The draŌ Plan refers to ''Indigenous Peoples'' in line with UNDRIP. The Plan acknowledges the 
diversity within regions and countries, and that differences in historical contexts, cultures and 
other factors mean that there is no single, authoritaƟve definiƟon for all Indigenous Peoples.  
 

11. The draŌ Plan aims to reflect the country and subnaƟonal contexts in which Indigenous Peoples 
live, whereby in some contexts they represent a smaller percentage of the total populaƟon and in 
some contexts they represent the majority. The draŌ Plan also recognizes the diversity of 
Indigenous knowledge systems, cultural pracƟces and relaƟonships with ecosystems, land, water, 
and territory that shape Indigenous Peoples’ health and wellbeing. 
 

12. The draŌ Plan acknowledges the heterogeneity within specific groups of Indigenous Peoples, 
including differences by age, sex, residence (e.g., rural/urban), income, educaƟon level, livelihood 
and employment, situaƟons of voluntary isolaƟon or iniƟal contact, language, disability, migrant 
and refugee status, IDP status, sexual orientaƟon and gender idenƟty, lack of legal idenƟty, and 
other factors including discriminaƟon on different grounds26. It also pays specific heed to the 
intersecƟonality of these factors, and it considers gender equality as being criƟcal for the 
Indigenous Peoples’ health and wellbeing.  
 

13. The draŌ Plan acknowledges Indigenous Peoples living in humanitarian contexts and/or 
experiencing health emergencies (either of natural or human origin). 
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14. The prioriƟes of the draŌ Plan are transversal in nature, in that they are relevant to any health 

topic (e.g., diabetes, hypertension, mental health, maternal and child health, malaria, 
Tuberculosis, among others). The prioriƟes aim to contribute to stronger health systems that 
advance equity, human rights and gender equality in relaƟon to health, and whole-of-government 
approaches to public health.  
 

15. The draŌ Plan spans the 2027-2040 period. Hence, the prioriƟes aim to be relevant to health in 
the Sustainable Development Goals (SDGs) and the future post-SDG agenda. In addiƟon, the 
prioriƟes synergize with prioriƟes in WHO’s current (14th) General Programme of Work (GPW), 
while also incorporaƟng flexibility to align with future GPWs through 2040.  
 

16. The Plan’s five PrioriƟes and 18 AcƟon Areas are directed predominantly towards Member States 
as the main duty bearers, alongside other actors including academia and research insƟtutes, civil 
society, the private sector, professional associaƟons, and enƟƟes in the mulƟlateral system, 
amongst others. Advancing on any of the AcƟon Areas must entail coordinaƟon with Indigenous 
Peoples, with their Free, Prior and Informed Consent. Member States are encouraged to consider 
dedicated budget lines and human resources to support implementaƟon of this Plan in their 
naƟonal contexts. 

Guiding principles 
 

16. Free, Prior and Informed Consent is a human rights principle recognized in UNDRIP. WHA 
ResoluƟon 76.16 urges Member States and other relevant actors to take acƟons for the health of 
Indigenous Peoples in consultaƟon with Indigenous Peoples, with their free, prior and informed 
consent. Every acƟon proposed in this draŌ Plan should be considered with this principle in mind. 
 

17. A Human Rights-Based Approach (HRBA) means that health policies and programmes are 
designed and implemented in line with a country’s human rights obligaƟons and commitments 
under internaƟonal human rights mechanisms (including UNDRIP). More specifically, for 
Indigenous Peoples’ rights, the approach focuses on the recogniƟon, respect, and fulfilment of the 
individual and collecƟve rights of Indigenous Peoples, as disƟnct rights holders, and idenƟfying 
and addressing the specific inequaliƟes and inequiƟes faced by Indigenous Peoples.  
 

18. The right to self-determinaƟon. The Charter of the United NaƟons, the InternaƟonal Covenant on 
Economic, Social and Cultural Rights and the InternaƟonal Covenant on Civil and PoliƟcal Rights, 
as well as the Vienna DeclaraƟon and Programme of AcƟon, affirm the fundamental importance 
of the right to self-determinaƟon of all peoples. UNDRIP ArƟcle 3 emphasizes Indigenous Peoples 
right to self-determinaƟon, and UNDRIP ArƟcle 23 highlights their right to be acƟvely involved in 
developing and determining health, housing and other economic and social programmes affecƟng 
them and, as far as possible, to administer such programmes through their own insƟtuƟons. 
Indigenous data sovereignty, focused on the ownership, control, access, and possession by 
Indigenous Peoples of data on their own health, is linked to the right to self-determinaƟon.    

 
19. Culturally safe, holisƟc and strengths-based approaches recognize the importance of Indigenous 

leadership in aligning health iniƟaƟves with the worldviews of Indigenous Peoples. As elaborated 
in work on Indigenous determinants of health, this means acknowledging Indigenous percepƟons 
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of physical and mental health as inextricably linked and shaped by the interacƟons between the 
body, mind, emoƟons, spirit, land and the environment that sustain Indigenous Peoples’ health, 
livelihoods and cultural conƟnuity, and their rights as defined in UNDRIP27,28. These approaches 
also entail focusing on the strengths of Indigenous Peoples, and restoring, maintaining and 
promoƟng Indigenous cultures, languages, pracƟces, and knowledge systems that enhance health 
and well-being. The emphasis on language is in line with the Global AcƟon Plan for the UN 
InternaƟonal Decade of Indigenous Languages, including its output 4 calling for appropriate 
Indigenous language frameworks designed to offer beƩer health provision, recognizing tradiƟonal 
systems of medicine, as well as promoƟng social cohesion and delivering humanitarian responses, 
especially during health crises, Ɵmes of conflicts and natural disaster29. A holisƟc approach to 
health is linked with a lifecourse and transgeneraƟonal approach, including incorporaƟon of a 
specific focus on child, adolescent, and youth, as well as older person, mental health and 
psychosocial wellbeing.  
 

20. Applying approaches that advance health equity, gender equality and disability inclusivity 
means that health policies and programmes:  

 aim to reduce gaps in health service coverage and financial protecƟon, and address 
intersecƟng social (including commercial) and environmental determinants of health;  

 address harmful gender norms that are the root causes and consequences of unequal 
power relaƟons and that affect the health of Indigenous Peoples in different ways; and  

 promote the meaningful parƟcipaƟon of people with disabiliƟes, promote their rights and 
consider disability-related perspecƟves.  

 
21. A Primary Health Care (PHC) approach aims to strengthen health systems and to bring 

comprehensive and integrated health services closer to communiƟes. It encompasses 
mulƟsectoral acƟon to address the determinants of health; to empower individuals, families and 
communiƟes; and to meet people’s essenƟal health needs throughout their lives. For Indigenous 
Peoples, this includes tradiƟonal medicines and pracƟces, and intercultural approaches that 
recognize the coexistence of Indigenous and biomedical health pracƟces. 

 
22. A life course approach aims to promote and protect people’s health at all ages by addressing 

needs, providing effecƟve coverage with health services and financial protecƟon, and 
safeguarding the right to health throughout their lifeƟme. This approach considers individuals and 
generaƟons over Ɵme, and how life trajectories are shaped by social, cultural, environmental 
intermediate and structural factors. For Indigenous Peoples, central to this approach is 
intergeneraƟonal connecƟon, cultural conƟnuity, knowledge transmission, and collecƟve well-
being. 
 

23. A One Health approach, acknowledging the inter-relatedness between people and with the 
environment, is an integrated, unifying approach that aims to sustainably balance and opƟmize 
the health of people, animals and ecosystem. The draŌ Plan recognizes inter-relatedness with land 
and the natural elements as key determinants of Indigenous health. These relaƟonships resonate 
with the One Health approach, while reflecƟng Indigenous holisƟc understandings of the 
interconnected wellbeing of people, land, animals, plants and ecosystems.  
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Operational framework: Global Plan of Action on the Health of Indigenous Peoples (2027-2024) 
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Priority 1: Indigenous Peoples’ leadership and engagement in developing, 
determining, administering, and implementing health policies and 
programmes 
 
AcƟon domain 1.1: Member States and other actors promote Indigenous Peoples’ leadership and 
engagement in developing, determining, administering, implemenƟng and monitoring and evaluaƟng 
health policies, programmes, and iniƟaƟves affecƟng them 
 

24. As appropriate in their naƟonal contexts, Member States are urged to strengthen Indigenous 
Peoples’ leadership and engagement in developing, determining, administering, implemenƟng, 
monitoring and evaluaƟng health policies and programmes affecƟng them (for more on 
monitoring and evaluaƟon, see Priority 5). This entails supporƟng administraƟon of health 
programmes through their own insƟtuƟons, as far as possible, and sustainable funding for 
Indigenous-operated health services to be able to effecƟvely deliver self-determined, culturally 
safe services and advance intersectoral work for a health-in-all-policies approach. The domain 
supports the principle of Free, Prior, and Informed Consent and supports intercultural dialogue, 
including at community level, for health programming. It involves creaƟng, maintaining or 
reinforcing parƟcipaƟon mechanisms that are culturally and linguisƟcally appropriate, reflecƟve 
of gender parity, socio-spaƟally inclusive (e.g., overcoming gender-, disability-, geographic-, 
Ɵming-, and income-related barriers), livelihood appropriate (e.g., responsive to seasonal farming 
or pastoralist realiƟes) and intergeneraƟonally accessible. Adequate, predictable, and ring-fenced 
resources for Indigenous Peoples’ parƟcipaƟon and respect for Indigenous People’s own 
procedures for elecƟng representaƟves are criƟcal components of this domain. 

 
AcƟon domain 1.2: Member States and other actors (including academic insƟtuƟons and professional 
associaƟons) create policies, programmes, and iniƟaƟves to empower, reinforce and expand the 
Indigenous health and care workforce  
 

25. Central to all other AcƟon domains, this domain recognizes the role of Indigenous Peoples as 
health and care workers, defined as occupaƟons30 with the primary intent of enhancing health. 
This encompasses all health occupaƟons, including tradiƟonal medicine pracƟƟoners. Health and 
care workers who are Indigenous Peoples are key to help meet the health needs of their 
communiƟes through people-centred and culturally safe health services. Indigenous health 
workers bring not only technical experƟse, but also linguisƟc skills, cultural knowledge, and trusted 
relaƟonships within their communiƟes. This advances disease prevenƟon, health promoƟon, case 
detecƟon, and conƟnuity of care, while improving the health system’s responsiveness to 
determinants of health. Indigenous Peoples who are health researchers, public health experts, 
and One Health experts, alongside Indigenous Peoples who are experts in Indigenous knowledge 
systems related to health, land stewardship, biodiversity and environmental governance, 
consƟtute important parts of this workforce. 
 

26. Targeted policies and intervenƟons, co-developed with Indigenous Peoples, and sustainable 
resourcing can reinforce the Indigenous health workforce. Consistent with the WHO guideline on 
health workforce development, aƩracƟon, recruitment and retenƟon in rural and remote areas31 
(2021), and as appropriate in their naƟonal contexts, Member States should consider adopƟng 
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culturally appropriate bundled, context-specific strategies to develop, aƩract, recruit and retain 
Indigenous health workers, including those from rural communiƟes (as almost 3 out of every 4 
Indigenous Peoples globally live in rural areas32) and underserved communiƟes. Reinforcing the 
Indigenous health workforce includes expanding educaƟon pathways for Indigenous students, 
with due aƩenƟon to cultural safety training for academics, clinicians and other students and 
connecƟng students to their professional bodies33. These policies are more effecƟve when 
bundled together with appropriate regulatory measures, financial and non-financial incenƟves, 
and strong personal and professional support systems. Consistent with the aforemenƟoned WHO 
guideline, Indigenous communiƟes should be meaningfully involved in the planning, 
implementaƟon, and evaluaƟon of these intervenƟons. Policy focus is needed to recognize and 
support the essenƟal contribuƟons of Indigenous health and care workers working in the informal 
economy or providing unpaid care, as such work tends to be undervalued despite its criƟcal 
importance to health outcomes. AƩenƟon is also required for Indigenous women’s roles as 
tradiƟonal medicine pracƟƟoners and gender equality in workforce policies. 

 
AcƟon domain 1.3: Actors in the mulƟlateral system scale-up measures to strengthen Indigenous Peoples’ 
role in the global health architecture 
 

27. This domain supports the leadership and engagement of Indigenous Peoples in the global health 
architecture, defined as the system of principles, agreements and actors of global health34. This 
involves strengthening (through intenƟonal and sustained mechanisms and funding) Indigenous 
Peoples engagement with other global health actors including the UN system, mulƟlateral 
organizaƟons, bilateral donors, global public-private partnerships, philanthropic organizaƟons, 
professional associaƟons, and civil society organizaƟons, amongst others35, in the SDG and post-
SDG eras.  

Priority 2: Health service coverage and financial protection for Indigenous 
Peoples, including in health emergencies 
 
AcƟon domain 2.1: Member States ensure Indigenous Peoples’ equitable coverage with comprehensive 
quality health services across the conƟnuum of care 
 

28. Member States are urged to advance the realizaƟon of the right to health of Indigenous Peoples 
by ensuring their health needs are met in reforms towards UHC (in relaƟon to service coverage 
and financial protecƟon), with due aƩenƟon to both the provision and experience of care. To be 
backed by relevant legal and policy frameworks, this domain addresses barriers to comprehensive, 
non-discriminatory, and linguisƟcally and culturally safe health services, whether these be 
promoƟve, prevenƟve, curaƟve, rehabilitaƟve and palliaƟve services. It also accounts for the 
specific needs of children, adolescent, youth, and older persons. The domain comprises efforts for 
enhancing the availability, accessibility (including geographic, administraƟve, informaƟonal and 
financial accessibility), acceptability and quality of health services by Indigenous Peoples. Linked 
with prioriƟes 1 and 3, the domain entails intercultural service delivery models and pracƟces, that 
reflect cultural, linguisƟc, socio-economic, livelihood and geographic realiƟes experienced by 
Indigenous Peoples, with due aƩenƟon to the intersecƟons of age, sex and disability with other 
factors, and prevenƟon of discriminaƟon by health providers.  
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29. Extending beyond health services provided in health faciliƟes, the domain extends to include 
services provided in the community and seƫngs such as schools, homes, workplaces, prisons, 
amongst others. Acknowledging that many Indigenous Peoples globally live in rural areas, it entails 
specific efforts to strengthen service provider networks in these areas, including through 
addressing health workforce gaps (see acƟon domain 1.2), strengthening mulƟdisciplinary primary 
care teams and outreach work, and enhanced use of culturally and linguisƟcally appropriate 
telemedicine and digital health technologies. It also pays parƟcular aƩenƟon to service delivery 
design for meeƟng the health needs of Indigenous women and urban and migrant, internally 
displaced and refugee Indigenous Peoples. 

 
AcƟon domain 2.2: Member States guarantee health-related financial protecƟon for Indigenous Peoples 
 

27. Acknowledging the role of out-of-pocket health care expenditure in contribuƟng to financial 
hardship and/or unmet health care need amongst Indigenous Peoples, this domain focuses on 
ensuring adequate coverage with financial protecƟon arrangements. Indigenous Peoples can 
disproporƟonately experience poverty and a range of barriers (e.g., administraƟve, residency-
related, linguisƟc and other) to financial protecƟon for health care services and products. This 
domain entails strengthening financial protecƟon in health to limit out-of-pocket health payments 
to cover the cost of care.    

 
AcƟon domain 2.3: Member States, the mulƟlateral system and other actors meet the needs of Indigenous 
Peoples’ impacted by health emergencies, including in humanitarian and natural disaster contexts 
 

28. This domain underlines the importance of co-designing, co-leading, and co-implemenƟng health 
emergency preparedness, miƟgaƟon and response strategies with Indigenous Peoples, opƟmizing 
their potenƟal impact in Indigenous communiƟes. It also highlights the need for specific and 
targeted aƩenƟon to Indigenous Peoples in humanitarian and natural disaster contexts, as they 
may experience disproporƟonate impacts (due to higher levels of socioeconomic vulnerability 
and/or livelihoods parƟcularly suscepƟble to climate-change-related hazards), and barriers to 
accessing health-related services, food aid and other protecƟons. AƩenƟon to Indigenous Peoples’ 
health across the lifecourse, and for condiƟons including mental health36, is relevant in health 
emergencies.  

 

Priority 3: Intercultural, strengths-based and holistic approaches that 
ensure the right to traditional medicines and maintaining health practices 
 
AcƟon domain 3.1: Member States and other actors support intercultural services including models of 
integrated health services37, acknowledging Indigenous Peoples’ right to maintain, control, protect and 
develop their tradiƟonal medicines and pracƟces 
 

29. This domain aims to support and strengthen safe and effecƟve Indigenous Peoples’ tradiƟonal 
medicines and pracƟces according to the WHO TradiƟonal Medicine Strategy38. TradiƟonal 
medicine refers to codified or non-codified systems for healthcare and well-being, comprising 
pracƟces, skills, knowledge and philosophies originaƟng in different historical and cultural 
contexts, which are disƟnct from and pre-date biomedicine, evolving with science for current use 
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from an experience-based origin. TradiƟonal medicine emphasizes nature-based remedies 
(including herbal medicines) and holisƟc, personalized approaches to restore balance of mind, 
body and environment. This domain entails policies, strategies, legal frameworks, protocols, 
quality assurance models, and funding streams recognizing Indigenous tradiƟonal medicine and 
enabling its integraƟon into naƟonal and subnaƟonal health systems.  

 
30. The domain promotes respect for and compliance with both naƟonal health systems and 

Indigenous Peoples’ protocols at primary care and other levels, while enabling intercultural health 
models that value Indigenous tradiƟonal medicine and strengthen responsiveness to Indigenous 
People’s holisƟc health needs. This domain acknowledges the rights of Indigenous Peoples to 
maintain, control, protect and develop their tradiƟonal medicines and pracƟces, across the 
conƟnuum of care, and for a range of health issues (e.g., maternal health and mental health 
services), and co-develop models of integrated health services -- using a combinaƟon of 
biomedical and Indigenous tradiƟonal medical knowledge, skills and pracƟces -- with naƟonal 
health systems as they deem appropriate. This includes involving Indigenous Peoples as equal 
partners in developing effecƟveness and safety protocols for tradiƟonal medicine, ensuring that 
validaƟon studies respect and incorporate their knowledge and worldviews. Such approaches 
align exisƟng WHO work on quality of care39, and person-centred care, characterized by respect, 
dignity, effecƟve communicaƟon, informed choice and emoƟonal support, which is closely linked 
to conƟnuity of care and trusted care relaƟonships. 

 
AcƟon domain 3.2: Member States and all relevant actors respect and protect the intellectual property 
rights of Indigenous Peoples to their tradiƟonal medicines and pracƟces  
 

31. This domain entails acƟons, in line with internaƟonal instruments40, to protect the intellectual 
property rights of Indigenous Peoples over their tradiƟonal medicines and pracƟces, safeguarding 
their knowledge against misuse, misappropriaƟon or exploitaƟon. Integrated health services 
require respecƞul collaboraƟon among pracƟƟoners and knowledge holders in recogniƟon of all 
rights and privileges granted in UNDRIP and all other related internaƟonal instruments, including 
the Indigenous and Tribal Peoples ConvenƟon (No. 169 of 1989), the ConvenƟon on Biological 
Diversity (1992) and the Treaty on Intellectual Property, GeneƟc Resources and Associated 
TradiƟonal Knowledge (2024)41. This domain applies to the Indigenous Peoples’ herbal medicines, 
including herbs, herbal materials, psychoacƟve plants, herbal preparaƟons and finished herbal 
products, that contain as acƟve ingredients parts of plants, other plant materials, or combinaƟons 
thereof, as well as other tradiƟonal medical knowledge, skills and pracƟces. This domain also 
involves promoƟng the appropriate and equitable sharing of benefits derived from the use of 
Indigenous tradiƟonal medicine, in line with exisƟng internaƟonal instruments as well as relevant 
country and local level treaƟes.  

 
AcƟon domain 3.3: Member States and other actors including academia and civil society co-create with 
Indigenous Peoples capacity-building iniƟaƟves for intercultural, non-discriminatory and holisƟc health 
service delivery  
 

32. Building on AcƟon domain 1.2 on the Indigenous workforce, this domain supports 
co-development and implementaƟon of competency-based educaƟon and in-service training 
curricula for the health workforce, in partnership with Indigenous Peoples, to enable culturally 
safe, respecƞul, and rights-based pracƟce, that advances gender equality across the lifecourse. 
This includes building understanding to address discriminaƟon and strengthen the capacity of all 
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health workers to work collaboraƟvely with Indigenous Peoples as partners in managing their own 
health and as members of mulƟdisciplinary health teams. It also can involve – with Indigenous 
Peoples’ Free, Prior, and Informed Consent and their co-leadership, co-design and co-delivery– 
integraƟon in medical educaƟon of Indigenous methodologies, ethics, culture, and values, 
emphasizing cultural awareness, and respect of Indigenous Peoples tradiƟonal medicine 
knowledge systems and pracƟces.  

 

Priority 4: Interlinked environmental and social determinants of 
Indigenous Peoples’ health, and gender inequalities 
 
AcƟon domain 4.1: Member States and other actors address the impacts of climate change, biodiversity 
loss, and environmental degradaƟon on Indigenous Peoples’ health, and support Indigenous-led ecosystem 
stewardship and nature-based approaches that safeguard health 
 

33. This domain urges Member States and other actors to ensure Indigenous Peoples' full engagement 
in the co-design, co-producƟon, implementaƟon, monitoring and evaluaƟon of the health-related 
dimensions of climate change miƟgaƟon, adaptaƟon and response strategies; biodiversity- and 
land-conservaƟon and management strategies; and environmental impact and risk assessments. 
This domain calls for increased acƟon on the health impacts of climate change, biodiversity loss, 
polluƟon and environmental degradaƟon on the health of Indigenous Peoples. These 
environmental changes can disrupt tradiƟonal food systems, lessen agrobiodiversity42, reduce 
access to medicinal plants and other components of tradiƟonal medicine systems, and undermine 
cultural and spiritual relaƟonships with land and ecosystems that are foundaƟonal to Indigenous 
Peoples’ health and wellbeing. AcƟons in this domain should be guided by principles of respecƞul 
knowledge exchange with Indigenous Peoples, including those reflected in WHO’s emerging 
framework on biodiversity, health and tradiƟonal knowledge systems.  
 

34. This domain also calls for Member States to support Indigenous Peoples’ engagement and 
leadership in policy and planning plaƞorms on environmental determinants. It aims to ensure that 
their perspecƟves inform decisions on prevenƟve approaches (as environmental stewardship, 
biodiversity conservaƟon and climate miƟgaƟon funcƟon as primary prevenƟon measures for 
many health risks), highlighƟng the health and wellbeing benefits of Indigenous governance, 
stewardship and knowledge systems.  
 

35. The domain requires adequate resourcing and supporƟng of Indigenous Peoples’ roles in 
conducƟng holisƟc health, environmental, and climate-related monitoring and knowledge 
generaƟon in their territories (linked to Priority 5). It also requires culturally appropriate 
emergency response measures when climate hazards strike, and the role of Indigenous Peoples in 
their design, determinaƟon and administraƟon. These measures should be inclusive and 
equitable, acknowledging the heterogeneity within Indigenous Peoples (see paragraphs 12 and 
13) and differing contextual factors. 
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AcƟon domain 4.2: Member States and other actors support the role of Indigenous Peoples’ food systems 
in enhancing health and wellbeing 
 

36. This domain comprises support to and leadership by Indigenous Peoples for healthy, safe and 
sustainable diets, with these being rooted in tradiƟonal food systems, food preferences, 
agroecology and territorial management pracƟces, and Indigenous food sovereignty. The domain 
recognizes that disrupƟons in tradiƟonal Indigenous Peoples’ food systems (combined with global 
changes in food producƟon and food systems, rapid urbanizaƟon and changing lifestyles) have led 
to a shiŌ in dietary paƩerns for some Indigenous Peoples, with Indigenous women parƟcularly 
negaƟvely impacted43,44. This includes increased consumpƟon of more highly processed foods 
high in unhealthy fats, free sugars and salt/sodium, alongside lower levels of fruit and vegetables, 
whole grains, legumes and nuts. Unsustainable food systems have also contributed to 
environmental degradaƟon that impacts health, including loss of biodiversity and deterioraƟon of 
criƟcal ecosystem services like pollinaƟon. This domain entails scaling up WHO best buys for 
healthy diets45 such as front-of-pack labelling and restricƟng markeƟng of unhealthy food. It also 
entails co-designing cross-sectoral acƟon for leveraging the contribuƟon of tradiƟonal food 
systems towards Indigenous Peoples healthy diets and the health of ecosystems. It involves 
innovaƟons in the role of the health sector in promoƟng this, including through Indigenous-led 
engagement in public food procurement, subsidies or social prescribing of healthy foods for 
Indigenous Peoples, and nature-based soluƟons for enhancing biodiversity and nutriƟon. 
 

AcƟon domain 4.3: Member States work cross-sectorally and with other actors to address the social 
determinants, including commercial determinants, of Indigenous Peoples’ health 
 

36. The WHO 2025 World Report on Social Determinants of Health acknowledged Indigeneity as a 
determinant of health and health equity (shaped by discriminaƟon and historical injusƟces, as well 
as protecƟve factors)46. The health sector can provide evidence on, advocate, and partner for 
whole-of-government acƟon on social determinants impacƟng the health of Indigenous Peoples, 
as part of a holisƟc and cross-sectoral approach. For enhancing protecƟve factors for Indigenous 
wellbeing, measures can include but are not limited to safeguarding of Indigenous land rights, 
promoƟon of Indigenous languages, and support for intergeneraƟonal cultural and community 
programmes that benefit health47,48. While varying across contexts, adverse social determinants 
that impact Indigenous Peoples health may include disproporƟonately higher rates of 
mulƟdimensional poverty and deprivaƟon, linked to historical legacies of colonialism, violence, 
discriminaƟon and racism, cultural damage and forced assimilaƟon, land dispossession/forced 
relocaƟon from tradiƟonal lands, and intergeneraƟonal trauma49,50. To address adverse 
determinants, acƟons by authoriƟes can include anƟ-discriminaƟon policy and programming; 
enhancing access to integrated social protecƟon floors, poverty reducƟon and income-generaƟon 
acƟviƟes; and culturally appropriate/Indigenous-led early childhood development in Indigenous 
communiƟes. The laƩer comprises support to culturally safe and Indigenous-led caregiving, early 
learning, and community-based services as foundaƟons for lifelong health. Specific aƩenƟon is 
required to ensure equitable access to adequate social protecƟon benefits including sick leave, 
maternity and disability coverage, by Indigenous Peoples working in both informal and formal 
seƫngs.   

 
37. Commercial determinants of health are defined as private sector acƟviƟes (and outputs) that 

affect people’s health, directly or indirectly, posiƟvely or negaƟvely. Some commercial 
determinants have environmental health implicaƟons (e.g., like extracƟve industries, with nearly 
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half of the world’s mineral reserves located on or near Indigenous tradiƟonal lands51). Others like 
ultra-processed food, alcohol and consumer tobacco are prominent contributors to NCDs among 
Indigenous Peoples. Outside of direct government control, other commercial determinants such 
as illicit drug trafficking, wildlife poaching, and illegal deforestaƟon expose Indigenous Peoples to 
violence, mental distress and physical harm. This domain underlines the needs for adequate 
health impact assessments; health-related regulaƟons and regulatory enforcement across 
producƟon, supply, service delivery, cosƟng and markeƟng; adequate culturally appropriate 
health-related informaƟon; strengthened government control of illegal acƟviƟes impacƟng the 
health and safety of Indigenous Peoples; and respect for Indigenous Peoples health-related rights 
by local, naƟonal and transnaƟonal private sector actors.  

 
AcƟon domain 4.4: Member States and other actors increase culturally appropriate approaches for 
improving the health of Indigenous women and girls 
 

38. Linked to this Plan’s underlying principle of gender responsiveness, this domain calls for Member 
States and other actors to advance explicit acƟon on the health-related needs, and circumstances 
of Indigenous women and girls. While Indigenous women can have important roles as tradiƟonal 
and other health providers, there is a need for culturally safe health system strengthening to 
recognize these roles and ensure gender equality in naƟonal health systems. Due to the 
compounding effect of gender inequality on other barriers to health, Indigenous women and girls 
may also face disproporƟonate exposure and vulnerability to risk factors to ill-health, and lesser 
access to quality health services and products. This domain relates to health programming for 
Indigenous Peoples across all health condiƟons.  
 

39. The Plan gives specific aƩenƟon to sexual and reproducƟve health and rights and the prevenƟon 
of gender-based violence. Historically, Indigenous girls and women have been disproporƟonately 
subjected to coercive sterilizaƟon52. This domain calls for frameworks that guarantee Indigenous 
women’s reproducƟve rights, culturally appropriate informaƟon, guidelines and capacity 
strengthening on the requirement of full, free and informed consent for health providers should 
be ensured. This domain also calls for promoƟng strategies that support women’s decision-making 
around culturally safe birth53. PromoƟng Indigenous girls’ equitable access to higher educaƟon, 
culturally appropriate comprehensive sexuality educaƟon, and existence and enforcement of laws 
against child marriage are important tools to prevent child marriage and adolescent pregnancy 
amongst Indigenous girls. In some countries, the adolescent birth rate amongst Indigenous girls is 
nearly five Ɵmes as high as the general populaƟon54. In some contexts, Indigenous women and 
girls can face pervasive, systemic violence driven by gender inequaliƟes, colonial legacies, and 
racism.  This is manifested in violence by inƟmate partners, trafficking, disappearances, harmful 
pracƟces, and intergeneraƟonal trauma55.  Culturally appropriate health sector responses are vital, 
as are improved data systems, strengthened legal protecƟons and culturally safe access to jusƟce. 

 
AcƟon domain 4.5: Member States and other actors recognize and safeguard the health-related rights of 
Indigenous Peoples in “IsolaƟon and IniƟal Contact”, including the right to isolaƟon  
 

40. Indigenous Peoples in isolaƟon and iniƟal contact do not maintain regular contact with majority 
populaƟons and tend to avoid all forms of contact with individuals outside their group56. Linked to 
UNDRIP ArƟcle 3 on self-determinaƟon, they have a right to not be contacted57,58. They oŌen lack 
legal idenƟty and are invisible in naƟonal staƟsƟcs. IsolaƟon can be voluntary or forced, with the 
laƩer due to risks of exploitaƟon, violence, and/or contagious diseases (noƟng health risks due to 
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their low immunity to common illnesses like influenza). AuthoriƟes have key roles in creaƟng, 
promoƟng and enforcing policies and laws for protecƟng the health of these Indigenous Peoples. 
This domain supports the criƟcal and cross-sectoral public health acƟon of their recogniƟon, 
safeguarding their territories (through engagement with protecƟon organizaƟons and 
neighbouring communiƟes) and minimizing environmental contaminaƟon, biodiversity loss and 
ecosystem degradaƟon, given that Indigenous Peoples in isolaƟon and iniƟal contact rely on these 
for food security, tradiƟonal medicines and health pracƟces, and availability of drinking water. The 
domain also promotes health conƟngency planning for these Indigenous Peoples and investment 
in appropriately trained rapid response teams. 

 

Priority 5: Evidence generation, Indigenous data sovereignty, and joint 
accountability for the health of Indigenous Peoples 
 
AcƟon domain 5.1: Member States and other actors including academia promote Indigenous Peoples 
leadership and co-development of health research 
 

41. This domain supports Indigenous-led health research, alongside Indigenous Peoples’ co-
producƟon of/parƟcipaƟon in health research led by others that is underpinned by the principles 
of Prior, Free and Informed Consent, “nothing about us without us” and “do no harm”. It entails 
naƟonal health authoriƟes and partners, including academia and research insƟtutes, supporƟng 
and adequately resourcing Indigenous-led or co-produced research that recognizes the scholarly 
contribuƟons of Indigenous knowledge systems, including their diverse ontologies, 
epistemologies and methodologies59 and worldviews. This will allow evidence producƟon to 
beƩer support culturally appropriate health services and acƟon on health determinants, enabling 
the protecƟon, strengthening, and promoƟon of Indigenous health. This domain also recognizes 
the importance of research by Indigenous Peoples, including Indigenous women, in relaƟon to the 
Plan’s prioriƟes 1-4.  

 
AcƟon domain 5.2: Member States and other actors strengthen efforts towards Indigenous Peoples data 
sovereignty and coordinaƟon with Indigenous Peoples for inclusion, in relevant naƟonal data sources, of 
indicators reflecƟng their conceptualizaƟon of health and wellbeing 
 

42. This domain addresses the importance of data about Indigenous Peoples being in the control of 
Indigenous Peoples, through appropriate ethical data governance frameworks and research 
approaches60,61,62. It calls for Member States to support the applicaƟon of Indigenous data 
sovereignty principles to ensure Indigenous ownership, control, access, and possession of health 
data and to prevent harmful research pracƟces. While acknowledging that the Indigenous data 
governance approaches may vary by context, in accordance with naƟonal legal and consƟtuƟonal 
frameworks, key issues include ethical review from Indigenous perspecƟves, enabling accessibility 
of the data by and its collecƟve benefit for Indigenous Peoples, ensuring research is in line with 
Indigenous Peoples’ prioriƟes, having appropriate consent processes on data use and reuse, and 
conducƟng risk assessments from Indigenous perspecƟves. With Free, Prior and Informed Consent 
and Indigenous co-producƟon, the domain also entails incorporaƟon of Indigenous-defined 
wellness indicators. 
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AcƟon domain 5.3: Member States and other actors expand the generaƟon of disaggregated data and the 
monitoring of health inequaliƟes to improve understanding of and acƟon for Indigenous Peoples’ health 
 

43. In many contexts, acƟon for improving the health of Indigenous Peoples is impeded by weak 
health informaƟon systems. RouƟne health facility data may be weaker in rural and remote areas 
and other locaƟons where Indigenous Peoples reside. This relates to its collecƟon, reporƟng and 
analysis, including by sex, age and different socio-spaƟal characterisƟcs. PopulaƟon surveys may 
not enable disaggregaƟon of health and health determinant-related indicators by Indigeneity 
and/or by geographical areas/units of a country with higher densiƟes of Indigenous Peoples. Vital 
registraƟon, such as birth registraƟon, can also be lower amongst indigenous Peoples, with 
implicaƟons for health and social service accessibility across the lifecourse.  
 

44. As appropriate in the naƟonal context, this domain calls for Member States and other actors to 
strengthen health informaƟon systems, across sources, for generaƟon of data on Indigenous 
health with a gender and intersecƟonal lens, while ensuring the necessary legal and operaƟonal 
standards and measures to ensure data protecƟon (including removal of all personal idenƟfying 
informaƟon) and prevenƟon of misuse, alongside respect for Indigenous Peoples’ data sovereignty 
(see acƟon domain 5.2). This domain also promotes capacity building tools and training on health 
inequality monitoring, alongside resources supporƟng mulƟvariate, intersecƟonality and gender 
analysis to understand the situaƟon of Indigenous women and girls. 

 
AcƟon domain 5.4: Member States, the mulƟlateral system and other actors create and/or strengthen 
plaƞorms for joint accountability for the health of Indigenous Peoples 
 

45. This domain addresses joint accountability for the health of Indigenous Peoples, at local, 
subnaƟonal, naƟonal, regional and global levels. For example: 

 
 At local levels, it comprises establishment of culturally safe, Indigenous-informed 

plaƞorms/modaliƟes for joint accountability by duty bearers and rights holders, as well as 
grievance mechanisms and redress processes. Enforceable accountability mechanisms are 
required rather than depending solely on training or awareness iniƟaƟves.  
 

 At naƟonal and subnaƟonal levels, this domain entails relevant laws and policies protecƟng 
Indigenous Peoples’ health-related rights (specifically or as specific objecƟves within wider 
laws and policies), backed by monitoring, evaluaƟon and learning frameworks and 
implemented in accordance with planning cycles. Linking with Priority 1, it also involves 
Indigenous Peoples’ leadership/engagement and prioriƟzaƟon of Indigenous Peoples’ health 
by mechanisms that can have legal frameworks behind them, such as Indigenous Peoples’ 
bodies/parliaments and health sector councils, health commiƩees, district commiƩees, 
advisory boards, steering groups (for example, health sector coordinaƟon commiƩees), and 
review boards.  

 
 At regional and global levels, this domain entails mainstreaming of a focus on the health of 

Indigenous Peoples in the agreements and safeguards underpinning overseas development 
aid and development assistance for health, as part of a wider cross-cuƫng focus on human 
rights, equity and gender equality. It entails reflecƟng health of Indigenous Peoples in 
compacts, strategies, plans, partnerships and other iniƟaƟves advanced by the mulƟlateral 
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system, as appropriate, done in tandem with acƟon domain 1.3, on strengthening Indigenous 
Peoples’ role in the global health architecture. 

 

Support by the WHO Secretariat 
 

46. The Plan will be supported through its strategic integraƟon in the relevant General Programme of 
Work at the Ɵme, with a focus on support to countries, leadership and coordinaƟon, governance 
and accountability, and development of normaƟve products and capacity-building opportuniƟes.  

 
 Technical support to countries. Dependent on available resources, WHO technical support 

will be provided, upon request of the Member States and as called for by WHA ResoluƟon 
76.16, in line with the PrioriƟes and AcƟon domains of the draŌ Plan. WHO will work with 
Member States and Indigenous Peoples to idenƟfy a core set of indicator domains, for 
adaptaƟon and applicaƟon at country level to support monitoring of progress under this Plan. 
 

 Leadership and coordinaƟon. Leveraging its exisƟng convening and coordinaƟon role, this 
entails WHO’s facilitaƟon of cross-country learning across Member State enƟƟes charged with 
the health of Indigenous Peoples. It also entails strengthening the Secretariat’s collaboraƟon 
with Indigenous Peoples, including through opƟmizing the use of WHO civil society 
engagement plaƞorms, as appropriate and in line with their respecƟve mandates, to promote 
inclusive dialogue on the health of Indigenous Peoples. Across its programmes and levels, 
WHO will also deepen cross-cuƫng coordinaƟon and engagement with relevant UN and 
mulƟlateral system agencies, human rights mechanisms, civil society, academia (including 
through WHO CollaboraƟng Centres) and other stakeholders to promote Indigenous Peoples’ 
health.  

 
 Governance and accountability. During the 2027-2040 period, WHO will support reporƟng to 

the World Health Assembly on implementaƟon progress, in line with Ɵmeframes to be set by 
the World Health Assembly. Establishment of an internal WHO cross-cuƫng coordinaƟon 
mechanism with designated focal points at Country Office, Regional Office and HQ levels will 
be done to support implementaƟon and reporƟng. 
 

 Development of normaƟve products and capacity-building. Dependent on availability of 
resources, this entails support for mainstreaming a focus on the health of Indigenous Peoples 
into the work of WHO at all three levels, leveraging implementaƟon of the United NaƟons 
System-Wide AcƟon Plan on the Rights of Indigenous Peoples63 in line with the prioriƟes and 
acƟon areas in this Plan, and as part of a wider approach to integraƟng a human rights, health 
equity and gender equality focus in WHO’s work. If resourced, this could also entail guidance, 
tools, and training materials to enhance culturally safe pracƟces within health systems and for 
cross-sectoral acƟon on health determinants, co-developed with Indigenous Peoples and 
taking appropriate steps to bring Indigenous perspecƟves into health-related policymaking, 
pracƟce and research. 
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Linkages to the wider UN system 
 

47. In the spirit of One United NaƟons and for maximizing coherence, opƟmizing resources and 
avoiding duplicaƟon, WHO – as lead and coordinaƟng agency on health in the UN system – will 
scale up its coordinaƟon with other UN agencies for the health of Indigenous peoples. This is also 
in keeping with Indigenous Peoples’ calls to move beyond fragmented efforts towards cohesive 
acƟon on Indigenous determinants of health that cross sectoral divides64.  

 
48. WHO will also conƟnue and/or expand coordinaƟon for the health of Indigenous Peoples with 

other mulƟlateral system actors, including the H6 agencies, regional development banks, 
intergovernmental organizaƟons, bilateral donors and philanthropic foundaƟons, amongst others, 
for cohesive acƟon for the health of Indigenous Peoples. 
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