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ABSTRACT 

	Introduction: As evidenced by the creation of the Special Indigenous Health Districts, Indigenous health persists with a historical vulnerability associated with geographical, cultural, and logistical barriers. In the context of the COVID-19 pandemic, this group was considered a priority for receiving vaccines, which does not guarantee the effectiveness of vaccination, that is, reaching 90% of the population.
Objective: To analyze access and vaccination coverage of COVID-19 for the Brazilian indigenous population, through the efficiency of strategies, impact factors and disparities in coverage of the Special Indigenous Health Districts (SIHD).
Methods: This was a Scoping Review conducted in October 2024, with searches in EMBASE, LILACS, PUBMED, SCOPUS, SciELO, and WEB OF SCIENCE, as well as gray literature. Inclusion criteria were full studies, available in Spanish, English, or Portuguese, addressing COVID-19 vaccination in the indigenous population. 
Results:  Gaps in vaccination access among the DSEIs were identified. While some districts, such as Northeast Alagoas and Sergipe, exceeded 90% vaccination coverage, others, such as Rio Tapajós, did not reach 70%. Logistical challenges and misinformation negatively impacted coverage in remote areas. Furthermore, there were cultural barriers, such as language difficulties and apprehension about foreign technologies.
Final considerations: Despite efforts, vaccination coverage did not reach its full potential, highlighting the need for public policies better adapted to the geographic and cultural particularities of the indigenous population.
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1. INTRODUCTION

In 2022, Brazil recorded approximately 1,694,836 individuals who are or identify as Indigenous, representing 0.83% of the Brazilian population (IBGE, 2024). According to IBGE (2010), the 2010 Demographic Census registered 896,917 Indigenous people, showing an increase of approximately 88.8% between the two periods. Furthermore, this population was divided into 305 ethnic groups, speaking about 274 different Indigenous languages. These groups are distributed across the Brazilian territory, with the North Region concentrating the largest share of the Indigenous population, particularly in the state of Amazonas. Of this total, around 63% do not live in the 790 Indigenous Lands (ILs) that have already been demarcated or are in the process of demarcation (IBGE, 2012).

The vulnerability of the Brazilian Indigenous population is evident, as infectious, parasitic, and vaccine-preventable diseases are predominant among them (ISA, 2024). This condition also becomes explicit when analyzing inequalities in mortality rates between Indigenous and non-Indigenous people, with the former presenting higher rates than the latter (Coimbra et al., 2005). This occurs due to genetic susceptibility, cultural aspects, and economic activities carried out in Indigenous territories. Consequently, the evidence highlights substantial disparities in access to health services across Brazil's diverse ethnic groups.

Over the years, strategies have been implemented to ensure the right to health for Brazilian Indigenous peoples. These measures have primarily focused on expanding the Primary Health Care (PHC) network, aiming to improve access to health services and reduce disparities among different population groups. As a result of Indigenous mobilization and advocacy, the Indigenous Health Care Subsystem (SASI) was created in 1999, with the goal of establishing PHC, as well as other levels of health care, adapted to the specificities and demands of Indigenous peoples. This subsystem respects traditional knowledge and cultural aspects, while ensuring social participation in the implementation process (Campos et al., 2017).

From the SASI, the National Policy for Indigenous Peoples’ Health Care (PNASPI) was developed to consolidate the principles of the Brazilian Unified Health System (SUS), particularly universality, comprehensiveness, and equity, while taking into account cultural, epidemiological, and geographical issues. As an organizational model, Special Indigenous Health Districts (DSEIs), were created. There are currently 34 of them, responsible for structuring a network of primary health care services within Indigenous communities. This support network is coordinated and executed by the Secretariat of Indigenous Health (SESAI), which promotes PHC actions such as vaccination, as well as sanitation initiatives (Lima et al., 2022).

These measures also had an impact on vaccination coverage plans, as seen during the COVID-19 pandemic. To ensure faster vaccination among Indigenous peoples, the National Immunization Program (PNI) classified this group as a priority, given their higher susceptibility to severe illness. Thus, Indigenous peoples were included in Group A (priority group) in the COVID-19 vaccination scheme. For this group, the primary vaccination schedule recommended two doses for individuals over five years of age, with the Pfizer vaccine being the most widely administered (WHO, 2022).

However, with the emergence of new COVID-19 variants from 2024 onward, the PNI also recommended a booster dose for priority groups, including Indigenous populations (WHO, 2022). Additionally, a vaccination plan is considered effective when it reaches more than 90% coverage of the target population (WHO, 2022).

Achieving these goals involved overcoming several challenges, as highlighted by the “Strengths, Weaknesses, Opportunities and Threats” (SWOT) matrix, which allows for mapping the characteristics or qualities of an intervention (Mendes et al., 2018. The last two categories highlight barriers to Indigenous vaccination, such as poor organization or poorly executed activities, which compromise vaccine safety—for instance, conservation logistics, as vaccines must be kept at proper temperatures. Other external factors may also delay vaccine administration, such as geographical barriers (distance, difficult terrain) and climatic conditions, which hinder access to certain areas, as well as misinformation spread during the pandemic (Ministry of Health of Brazil, 2023).

In this scenario, it is crucial to understand how the PNI reached the Brazilian Indigenous population during the pandemic, particularly from 2020 to 2023, to ensure that the principles of SUS are being applied. Furthermore, there is a scarcity of publications addressing vaccination coverage among Indigenous peoples in Brazil. Therefore, this study aimed to analyze access to and coverage of COVID-19 vaccination among the Brazilian Indigenous population, by assessing the efficiency of strategies, impact factors, and disparities in DSEI coverage.

2. MATERIAL AND METHODS 

2.1 Study design 
The present study is a Scoping Review, whose research design is characterized as descriptive, retrospective, cross-sectional, and based on secondary data collection. In this perspective, the research was developed in accordance with the methodological guidelines of the Joanna Briggs Institute (JBI) for scoping reviews and, as outlined by Peters MDJ, et al. (2020), followed the following steps: (1) formulation of the research question, (2) identification of information sources, (3) study selection, (4) data extraction, (5) data analysis, and (6) presentation of results. In addition, to ensure transparency and research quality, the study adhered to the PRISMA-ScR (Preferred Reporting Items for Systematic Reviews and Meta-Analyses extension for Scoping Reviews) checklist. The study was previously assigned a DOI: 10.6084/m9.figshare.27264456.

2.2 Research question
For the construction of the title and guiding research question, the PCC (Population, Concept, and Context) strategy was applied. First, the target population of interest was defined, which included Brazilian Indigenous peoples. Next, the main concept of interest was identified, namely, the assessment of COVID-19 vaccination coverage among Indigenous populations. Finally, the context of the studies was established as the implementation of vaccination in the national territory between 2020 and 2024. Thus, the guiding research question was formulated as: “How did COVID-19 vaccination coverage occur among the Brazilian Indigenous population between 2020 and 2024?”

2.3 Inclusion and exclusion criteria 
Inclusion criteria were: full-text studies available in Spanish, English, or Portuguese that addressed COVID-19 vaccination among Indigenous populations. Exclusion criteria were: studies focusing on the differentiation of COVID-19 serotypes and studies that primarily discussed the mechanisms of action of vaccine models such as CoronaVac, Pfizer, Janssen, and AstraZeneca.

2.4 Databases and search strategy  
The literature search was conducted in the following databases: EMBASE, Latin American and Caribbean Literature on Health Sciences (LILACS), PUBMED, SCOPUS, Scientific Electronic Library Online (SCIELO), and WEB OF SCIENCE. The descriptors “Indigenous people,” “Brazil,” “Vaccines,” and “COVID-19,” along with their synonyms, were combined using the Boolean operator “AND.”

2.5 Study selection 
Study selection was carried out through paired reading of the articles: first, titles and abstracts were screened, followed by full-text reading of the selected studies according to the inclusion criteria. For data extraction, an adaptation of the form recommended by the JBI was used to facilitate information synthesis and recommendations. The following variables were collected: publication data (title, year, authors, journal, and country of publication); study object and/or research question and/or objectives; methodological characteristics (study type/design); instruments and/or techniques for data collection; participants and/or sample; main results (outcome measurements and key findings or contributions); and conclusions.

3. RESULTS AND DISCUSSION

The bibliographic search was conducted according to the established strategy and resulted in 124 articles from the mentioned databases and 10 materials from the grey literature. After removing duplicates, 74 records remained for evaluation and were screened by abstract reading, leading to the exclusion of 50 studies for not meeting the predefined selection criteria. Full-text reading was carried out for 24 selected records, of which 14 were excluded for not meeting the inclusion criteria and 2 for not having the full text available. Finally, 8 records met all the criteria and were included in the synthesis.
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Fig. 1. Flow diagram of the study selection process adapted from the PRISMA method.

Table 1. Studies included in the scoping review by address, year, title, author, study type, language, and state of publication.
	NUMBER
	ADDRESS
	TITLE
	AUTHOR(S) AND YEAR OF PUBLICATION
	STUDY TYPE

	1
	10.1080/21645515.2021.1955607.
	The hindrances to perform the COVID-19 vaccination in Brazil
	BOSCHIERO MN, et al. (2021)
	Systematic review

	2
	10.1038/d41586-021-00689-6.
	Brazil: Boost COVID-19 vaccine uptake in Indigenous people
	BENITES E, et al. (2021)
	Cross-sectional observational study

	3
	10.1186/s12889-023-16196-4.
	Vaccine coverage and effectiveness against laboratory-confirmed symptomatic and severe Covid-19 in indigenous people in Brazil: a cohort study
	PESCARINI JM, et al.
 (2023)
 
	Retrospective cohort study

	4
	10.1186/s12879-022-07449-5.
	The assistance gaps in combating COVID-19 in Brazil: for whom, where and when vaccination occurs
	MOREIRA RS, et al.
(2022)
 
	Cross-sectional observational study

	5
	https://repositorio.ufpa.br/jspui/handle/2011/16329
	Indigenous health in Pará and its interface with COVID-19: planning, implementation, and governance
 
	RODRIGUES RP
(2024)
	Mixed-methods approach

	6
	https://iris.who.int/handle/10665/352898
	Epidemiology of COVID-19 among indigenous people living in the Amazon region of Brazil
	SANTANA RS, et al.
(2022)
	Cross-sectional observational study

	7
	https://ss-usa.s3.amazonaws.com/c/308481554/media/1824637bb2d1e9e9d74927413860285/Abrasco_Dossie_Pademia_de_Covid-19_versao2.pdf
	ABRASCO Dossier: COVID-19 Pandemic
	 ASSOCIAÇÃO BRASILEIRA DE SAÚDE COLETIVA
(2022)
	Narrative review

	8
	https://repositorio.bvspovosindigenas.fiocruz.br/bitstreams/5d639eed-cd80-415f-81c5-94dda8073ef5/download
	Pandemic and territory
	ALMEIDA AWB, et al.
(2020)
	Descriptive observational study



Table 2. Studies included in the scoping review by name and main findings.

	NUMBER
	MAIN FINDINGS

	1
	· The state of Amazonas, with the largest Indigenous population, received the greatest number of vaccines.
· Approximately 48,000 Indigenous people were infected with COVID-19, and at least 672 deaths occurred.
· Cultural characteristics made social isolation difficult.
· Logistical challenges, such as distribution in remote areas, hindered vaccination; however, they justified the use of CoronaVac due to its greater logistical feasibility.
· There is an intrinsic Indigenous vulnerability, which is linked to issues within public health policy itself.
· The anti-vaccine movement hindered Indigenous vaccination.

	2
	· Low adherence to vaccination was responsible for a mortality rate twice the national average.
· Actions to combat misinformation must be based on building trust and ensuring access.
· Acceptance rates reached approximately 85%.
· Although Indigenous peoples were considered priority groups, only half of them were vaccinated.
· The spread of “fake news” reduced acceptance rates and, consequently, vaccination coverage among Indigenous peoples.
· Coordination among the responsible health authorities is necessary.

	3
	· By March 1, 2022, partial vaccination coverage (a single dose of AstraZeneca, CoronaVac, or Pfizer) reached 87.6% in the general Brazilian population and 65% among Indigenous peoples living in the DSEIs*. For full vaccination coverage (two doses), rates were 74.8% for the general Brazilian population and 48.7% for Indigenous peoples living in the DSEIs.
· For partial vaccination coverage among Indigenous peoples living in the DSEIs, the highest rate was recorded in the Northeast (80.4%) and the lowest in the Southeast (47.9%).
· For full vaccination coverage among Indigenous peoples living in the DSEIs, the highest rate was recorded in the Northeast (66.4%) and the lowest in the North (40.3%).

	4
	· Indigenous and quilombola populations generally showed lower vaccination coverage (78.30% with CoronaVac) compared to other priority groups during the first five months of 2021.
· The North Region presented the lowest percentages (66.51%), while the Southeast Region had the highest (89.58%).
· Clusters of low vaccination were observed in the Southeast, whereas in the Northeast more clusters of high vaccination were identified for both doses of CoronaVac.
· An inverse relationship was observed for the first dose of AstraZeneca.
· The reduced vaccination coverage is explained by misinformation, the spread of fake news, and logistical challenges in accessing communities, in addition to overlooked shortcomings related to the exclusion, in the National Immunization Program during the early months of vaccination, of Indigenous populations living on lands still undergoing demarcation.

	5
	· There are cultural and religious barriers within each Indigenous ethnic group that lead to resistance in accepting vaccination and other health activities.
· Denialism within Indigenous communities—driven by external factors such as social media and religious influences, as well as internal dynamics—is common.
· Failures in the implementation of local contingency plans and lack of adequate coordination between the DSEIs and municipal systems, in addition to the fact that Indigenous people living outside villages lack access to adequate care, represent logistical and planning challenges.
· The pandemic period itself disrupted spheres of power, affecting governance processes and the shared responsibility for the health of these peoples.
· It was found that among the DSEIs, lower vaccination coverage resulted in higher incidence of cases, as seen in the Kaiapó DSEI, which recorded an increase in infections in 2022.

	6
	· Most COVID-19 cases among Indigenous peoples in the Amazon region occurred between May and August 2020. In contrast to the general population, the second wave of infections among Indigenous peoples was smaller than the first.
· After the beginning of vaccination, there was a decrease in the number of cases among Indigenous peoples, but a sharp increase in the general population.
· The first wave was observed between weeks 18 and 34 in most DSEIs, occurring mainly in Eastern Roraima, Kaiapó do Pará, and Rio Tapajós.
· The DSEIs with the lowest vaccination coverage were Kaiapó do Pará, Rio Tapajós, and Kaiapó do Mato Grosso. On the other hand, the Altamira DSEI, which presented a high incidence of COVID-19 cases, achieved the highest vaccination coverage rates.
· First-dose vaccination coverage was high in several DSEIs, with rates above 80%, such as Altamira (96%), Amapá and Northern Pará (90%), and Maranhão (94%). However, other DSEIs reported much lower coverage, such as Kaiapó do Pará (53%) and Rio Tapajós (56%).
· In all DSEIs, second-dose coverage rates were lower than those for the first dose.

	7
	· Indigenous peoples are subject to social and health inequities, such as unfavorable housing conditions regarding basic sanitation, high morbidity and mortality rates from preventable causes, and infant mortality rates twice as high as those of non-Indigenous populations.
· Since the onset of COVID-19 transmission, the risk of infection among Indigenous peoples has increased rapidly, both in urban and rural areas.
· The COVID-19 pandemic exposed the shortcomings of the Indigenous Health Care Subsystem (SasiSUS). Despite the efforts of specific Indigenous organizations, measures adopted largely reproduced Ministry of Health guidelines for non-Indigenous populations without proper adaptation to Indigenous contexts.
· Obstacles to tracking COVID-19 transmission included: ineffective active case finding, low testing rates, outdated and poorly sensitive criteria for suspecting and confirming cases, inadequate technical training for response, insufficient use of Personal Protective Equipment (PPE), and limited access to remote communication tools.
· From the first alerts of COVID-19 presence in the national territory, various Indigenous communities and organizations implemented self-protective measures: voluntary isolation, discouraging travel to urban centers, producing and disseminating educational materials, and organizing campaigns to ensure food security.

	8
	· Illegal mining and the invasion of Indigenous lands in search of mineral resources were major drivers of COVID-19 spread in these regions.
· The widespread dissemination of fake news during the pandemic hindered efforts to contain the spread of the virus in Indigenous areas.
The strong interconnection between urban centers and Indigenous territories made it difficult to adopt isolation measures.
· Mobility between villages and cities by Indigenous peoples facilitated the spread of SARS-CoV-2 in Indigenous areas.
· The pandemic highlighted inequalities in access to health care and protection for Indigenous and riverside populations, who depend on distant health posts and face logistical difficulties in transporting supplies and professionals.
· During the pandemic, government measures focused mainly on urban centers, leaving remote communities underserved.
· The denialist stance of authorities underestimated the severity of the disease and fostered resistance to vaccination, while the weakening of SUS and Indigenous health revealed chronic underfunding and system vulnerabilities, compromising basic health care especially in peripheral regions and rural communities.


DSEIs*: Special Indigenous Health Districts. 
Based on the survey conducted for this study, it was identified that, in the context of COVID-19, the negligence in protecting the integrity of the Indigenous population was reinforced by gaps in access to the vaccination program. This was evidenced by the lower vaccination rate of this priority ethnic group compared to other strata defined as preferential in the National Operational Plan against COVID-19. In this regard, according to Study No. 4, which described the vaccination process during the first five months of 2021 in groups prioritized by the immunization plan against COVID-19, it was observed that, within the group “Indigenous and quilombola populations,” an average of 78.30% of individuals were fully vaccinated with CoronaVac—that is, they received both doses. This figure was lower than the average coverage for most adults aged 60 years and older, surpassing only the individual average of those in the 60–64-year age group. Furthermore, disparities in vaccination coverage among the DSEIs (Special Indigenous Health Districts) were identified, according to vaccination data presented in Study No. 5.
Even though Indigenous peoples were declared part of the priority groups for COVID-19 immunization logistics in Brazil by the competent authorities, according to the guidelines of the National Operational Plan for COVID-19 Vaccination, the vaccination coverage achieved fell short of expectations, which increased deaths associated with COVID-19. In this regard, this low overall coverage was reinforced by failures in the continuity of the immunization program when comparing the two doses. As demonstrated by Study No. 6, which covered epidemiological weeks 01/2020–44/2021, there was a considerable reduction in the percentage of Indigenous peoples who received the vaccine in the transition from the first to the second dose.

Despite the formal establishment of Indigenous peoples' inclusion as a priority group, the execution of a specific and well-defined public policy for this population was insufficient. There were shortcomings both in the definition and in the implementation of protocols adapted to Indigenous needs, which hampered the operationalization of a mass vaccination campaign. Most of the studies analyzed (Nos. 1, 4, 5, 7, and 8) identified geographical challenges as the main barrier.

A large part of Indigenous communities live in remote areas, often inaccessible by paved roads, with travel frequently carried out via rivers or forest trails, which posed a significant obstacle to vaccine distribution. This partly explains the disparate immunization data among regions. For example, Study No. 3 reported that for full vaccination coverage among Indigenous peoples living in DSEIs—considering two doses of ChAdOx-1, CoronaVac, or BNT162b2, or one dose of Janssen—the highest rate was recorded in the Northeast (66.4%) and the lowest in the North (40.3%) as of March 1, 2022, the latter being an area of difficult access due to physical barriers such as dense forest.

In Brazil, more than 100 Indigenous groups live in voluntary isolation, reinforcing their physical and sociocultural vulnerability, particularly due to the absence of governmental actions and the presence of religious missionaries (GOMES TPO; DOS SANTOS DEL, 2022). Thus, dialogue between Indigenous and non-Indigenous peoples requires humanized and context-sensitive care tailored to each ethnic group.

Geographic isolation was compounded by the difficulty of maintaining the necessary conditions for vaccine storage and by limited access to health services. As a result, CoronaVac was widely distributed among Indigenous peoples because it posed fewer challenges for procurement and distribution in Brazilian territory, due to its less stringent logistical requirements compared to other vaccines such as Pfizer, which requires ultra-low temperatures (Study No. 1). CoronaVac could be stored at 2°C to 8°C, facilitating transportation to remote areas. In addition, in some regions, the lack of coordination between the Indigenous Health Care Subsystem (SASI-SUS) and the Special Indigenous Health Districts (DSEIs) undermined the effectiveness of vaccination strategies.

Beyond geographic challenges, sociocultural factors played a crucial role in vaccination uptake and disease spread, given the cultural diversity among Indigenous ethnic groups, each with distinct beliefs, values, and social organization. Despite petitions and discussions led by Indigenous organizations, measures adopted during the COVID-19 pandemic largely reproduced Ministry of Health guidelines intended for non-Indigenous populations, without adaptations to Indigenous contexts, thereby exposing the shortcomings of SASI-SUS. This hindered the identification of Indigenous peoples with the program and its effectiveness, directly influencing vaccine acceptance (Study No. 7).

There is also a communication barrier between Indigenous and non-Indigenous populations which, when pronounced, can lead to inadequate care and dissatisfaction on both sides (Teoli et al., 2020). This barrier was also noted in a study conducted with Indigenous populations in the central highlands of Guatemala, which identified a lack of health and vaccination information in Indigenous languages—highlighting the ongoing scarcity of health materials tailored to these groups (Peters et al., 2020).

Culturally, Indigenous elders—who were the most affected by the pandemic—are responsible for preserving the knowledge and culture of their ethnic groups, and thus their deaths represent great losses (Study No. 1). A study analyzing Facebook posts in Indigenous communities in Canada showed that pro-vaccination arguments frequently emphasized the protection of elders, aligning with the cultural values of these groups (Benites et al., 2021). Furthermore, the collective housing arrangements in many communities, such as malocas, facilitated viral spread, while distrust of Western medicine and the influence of local leaders opposing vaccination reinforced vaccine hesitancy (Study No. 1).

Conflicting information disseminated through social media and other communication platforms also fueled misinformation, which proved particularly harmful in Indigenous contexts. Fake news widely spread during the pandemic associated vaccines with nonexistent risks, undermining trust in immunization campaigns (Study No. 1). For instance, it was reported that 70% of Indigenous residents in the Rio Tapajós DSEI questioned the validity and safety of COVID-19 vaccines, such that, of the 6,420 doses available in March 2021, only 30.3% were administered, while 35.2% of individuals resisted or refused immunization (Study No. 4).

Misinformation was exacerbated by the absence of a coordinated communication strategy from health authorities, leaving Indigenous populations vulnerable to contradictory and often incorrect information. In comparison, the Nimiipuu people in the United States initially resisted vaccination due to skepticism about its effectiveness, reflecting broader sociopolitical dynamics. However, official communication channels, such as those from the Centers for Disease Control and Prevention (CDC), were essential for building trust in vaccination (Pescarini et al., 2023). In Brazil, although vaccination was eventually widely publicized among Indigenous peoples and acceptance rates reached about 85% after the pandemic’s peak, the initial phase of the campaign was marked by significant vaccine hesitancy, which delayed immunization and prolonged exposure to the virus (Study No. 2).

Structural shortcomings in public policies for Indigenous health also contributed to increased mortality. The lack of effective coordination between DSEIs and other management spheres of the Unified Health System (SUS) led to a fragmented and insufficient pandemic response (Study No. 5). Many DSEIs failed to reach even 60% vaccination coverage by the end of 2021, falling short of immunization targets. In some regions, such as the Amazon, vaccine hesitancy was exacerbated by logistical difficulties, fragmented health services, and a lack of culturally appropriate awareness campaigns. Moreover, the distribution of primary health units across DSEIs was not proportional to the populations served. For example, the Xavante district, which has the largest Indigenous population in Mato Grosso, did not have the highest number of health units, evidencing the mismatch between SUS actions and the population’s needs (Moreira et al., 2022).

Among the policies developed during this period, Law Project No. 1.142/2020 recognized Indigenous peoples and other traditional groups as vulnerable populations, prioritizing them in emergency actions during epidemics and pandemics. However, Veto 27/2020, imposed by the government at the time, limited its full implementation by excluding essential measures such as the provision of hygiene and disinfection materials, access to ICU beds, informational materials in native languages, and mechanisms facilitating access to emergency aid and welfare benefits. It also excluded the registration of race and ethnicity data in the SUS, which contributed to the invisibility of Indigenous COVID-19 cases and deaths, compromising vaccination planning and other health actions (Study No. 8).

Regarding response strategies, the National Contingency Plan for Human Infection by the Novel Coronavirus COVID-19, developed by the COVID-19 Emergency Operations Center (COE COVID-19) and made available by SESAI to the DSEIs, was intended to guide the pandemic response in Indigenous territories. However, Study No. 5 reported that DSEIs in Pará merely reproduced SESAI’s text without adapting it to local realities, limiting its implementation. This revealed evident weaknesses in contingency planning: Indigenous resistance to vaccination driven by misinformation and cultural issues, difficulties in transporting Indigenous people outside villages, resistance to the presence of non-Indigenous health professionals, and the exclusion of non-village Indigenous populations. These findings underscore the need for adaptation and coordination of plans to meet the specificities of each district.

Beyond logistical inefficiencies in vaccination coverage for Indigenous groups formally recognized within DSEIs, gaps remained regarding the immunization needs of Indigenous communities not linked to any of the 34 districts and those residing in urban areas, who move constantly between cities and villages. Bureaucratic exclusion of these groups from the prioritized immunization plan hindered their access to vaccines, restricted their constitutional rights, and made them potential vectors of COVID-19 transmission (Rodrigues, 2024). This exclusion was exemplified by reports from the Indigenous movement in Rio Grande do Norte, which denounced that doses of vaccines were returned by the municipality of Natal in the early months of vaccination, as the presence of Indigenous populations in the territory was not officially recognized, thereby undermining continuity of the COVID-19 response program in the state (Rodrigues, 2024).

Confirming health inequities, an epidemiological study conducted in Mato Grosso do Sul—home to Brazil’s second largest Indigenous population—showed lower rates of COVID-19 diagnosis by RT-PCR and higher extra-hospital mortality among Indigenous peoples (11% versus 2.9% among non-Indigenous) (Almeida et al., 2020). Furthermore, infection patterns differed: cases among Indigenous peoples increased between July and September 2020, with no subsequent peaks, while the general population experienced another rise between late 2020 and March 2021, possibly mitigated among Indigenous peoples by the vaccination campaign initiated in January 2021 (Almeida et al., 2020).

Currently, efforts are underway by responsible agencies to ensure vaccination in border regions, including for foreign populations, particularly those living along the limits of the Brazilian Amazon, reaffirming the essential need to expand overall vaccination coverage in Brazil (Gomes & dos Santos, 2022).

As for the limitations of the present study, obstacles were faced regarding data availability, due to the scarcity of research on the topic in databases and grey literature, which hindered a comprehensive analysis. Therefore, new studies with more extensive data and ongoing analyses are needed to support the development of public policies directed at Indigenous populations.

4. CONCLUSION

The COVID-19 pandemic highlighted the deep structural inequalities affecting the Indigenous population in Brazil. Although vaccination played a crucial role in reducing infection and mortality rates, low vaccination coverage prevented immunization from reaching its full potential in terms of collective protection, compounded by misinformation as well as geographical and cultural challenges. Therefore, the absence of a well-coordinated public policy for Indigenous peoples, both in logistical and communication terms, resulted in a fragmented and insufficient vaccination response, increasing the vulnerability of this population.
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