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Abstract

The paper uses quantitative and qualitative methm@ssess livelihood patterns, changing lifestgled
urbanization in respect to their effects on thdthestatus of citizens from slum and non-slum atagake
city of Hyderabad. Their linkages are embedded iwithe context of the progressing global chang
especially emphasizing climate change impacts aitthelhis study does not only focus on the prevale
issues: International and national inititativesaasl as health organization structures at the idiskevel
are explored, including preventive health care alteinate concepts by people to combat healthscri:
The paper suggests undertaking several measumgsvieynments on all levels also regarding regulatior
but as well addresses the public to develop a gémononcern for their own health status. All in all
special focus on basic amenities, nutrition andthéacilities is given.
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Glossary

Anthropogenic

emissions

Fossil fuel

Green house gases
(GHG)

Green house gas

effect

Emissions of greenhouse gases and aerosols assbciat
with human activities. These include fossil fuetrbng,
deforestation and land use changes, resulting in an

increase of emissions.

A natural fuel such as coal or gas formed from the
remains of animals and plants (Oxford Reference
dictionary 2001).

Certain gases in the atmosphere absorb and emit
radiation at specific wavelengths while the speutif
infra-red radiation emitted by the earth’s surfatiee
atmosphere and clouds, water vapour. Carbon dipxide
nitrous oxide, methane and ozone are the primasgrgr
house gases in the atmosphere. Moreover, thera are
number of entirely human-made gases in the
atmosphere, such as halocarbons and others dehlt wi
under Montréal and Kyoto Protocols.

Greenhouse gases absorb infra-red radiation, ehbite
the earth’s surface and the atmosphere itself dube
same gases and by clouds. Atmospheric radiation is
emitted to all sides, including downward to thetlgar
surface. Thus greenhouse gases trap heat within the
surface-troposphere system. This is called natural
greenhouse effect. Atmospheric radiation is strpngl
coupled to the level of the temperature at whiclms it
emitted. An increase in the concentration of greesk
gases leads to an increased infra-red opacity ef th
atmosphere and therefore leads to an effectivatiadi

in to space from a higher altitude at a lower terapee



Life Expectancy

Infant Mortality
Rate

Family Planning

Growth Rate

Health expenditures

House

This causes radiative forcing, an imbalance thad$ to

an increase of the temperature of the surface
troposphere system. This is called the enhanced
greenhouse effect (WHO 2003).

The average number of additional years a persolal cou
expect to live if current mortality trends were to
continue for the rest of that person’s life. Most
commonly cited as life expectancy at birth.

The number of deaths of infants under age 1 p&01,0
live births in a given year.

The conscious effort of couples to regulate the lmem
and spacing of births through artificial and naltura
methods of contraception. Family planning connotes
conception control to avoid pregnancy and abortoon,

it also includes efforts of couples to induce pegry.

The number of persons added to (or subtracted feom)
population in a year due to natural increase amnd ne
migration expressed as a percentage of the populati

the beginning of the time period.

Health expenditure covers the provision of prewenti
and curative health services, public health affang
services, health applied research, and medicalypupp
and delivery systems. However, it does not include

provision of water and sanitation.

Every structure, tent, shelter, etc. was considasca
house irrespective of its use. It might be used for

residential or non-residential purposes or botmight



Household

Incidence Rate

Infant Mortality

Rate

Intergovernmental
Panel on Climate
Change (IPCC)

Life Expectancy

Malnutrition

Morbidity

even be vacant.

One or more persons occupying a housing unit.
The number of persons contracting a disease p@01,0
population at risk, for a given period of time.

The number of deaths of infants under age 1 p&01,0
live births in a given year.

A group of experts established in 1988 by the World
Meteorological Organization (WMO) and United
Nations Environment Programme (UNEP). Its roleois t
assess the scientific, technical and socio-economic
information relevant for the understanding of tts 1of
human induced climate change, based mainly on peer

reviewed and published scientific/technical litarat

The average number of additional years a persola cou
expect to live if current mortality trends were to
continue for the rest of that person’s life. Most

commonly cited as life expectancy at birth.

Malnutrition is a general term for the medical cibioc
of a person caused by an unbalanced diet-eithdittieo
or too much food, or a diet missing one or more
important nutrients. Most commonly, malnourished
people either do not have enough calories in foeul
or their diet shows a lack of proteins, vitaminstrace

minerals.

Rate of occurrence of disease or other health dksor
within a population, taking account of the age-#jec

morbidity/rates. Health outcomes include: chronoic



Primary Health

Care

Percentage of

infants immunized

Public-Private
Partnership in
health care

Total health

expenditures

disease incidence/prevalence, hospitalization rates
primary care consultations and Disability-Adjusted-
Life-Years (DALY).

Essential health care that is technically valid,
economically feasible and socially acceptable. Brym
health care includes eight essential elements:agidunc
concerning prevailing health problems and the nagho
of preventing and controlling them; promotion obéb
supply and proper nutrition; adequate supply o saf
water and basic sanitation; maternal and childtheal
care, including family planning; immunization agstin
the major infectious diseases; prevention and obofr
locally endemic diseases; appropriate treatment of
common diseases and injuries; and provision of

essential drugs.

The percentage of infants reaching their firsthuley

that has been immunized against each of the six EPI
target diseases (diphtheria, pertussis, tetantis, po
measles and tuberculosis). The denominator uségtin
calculation is the number of infants surviving tea

one.

The Government of Andhra Pradesh has reorganized th
comprehensive coverage of medical, police and fire
emergencies through a public-private partnership
Emergency Management Research Institute. The
centralized helpline (108) is available for cor@sging

emergencies.

Annual national health expenditure as a proporibn
the GDP. The value of the sum of public and private

expenditures on health care goods and services for

10



given national economy, at a given period of time,
usually a year, expressed as a percentage of the

corresponding gross domestic product (GDP)
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Executive summary

* The anthropogenic or human-induced actions whieh associated with the processes
industrialization, urbanization, migration and ghtibation causing global climatic change are
construction of factories and concrete buildingshaping of natural hills, filling valleys, wet-
lands, killing of animals, elimination of naturgdexies of flora and fauna, changes in ferti
agricultural areas in order to create “built nateravironment in urban areas”.

« Hyderabad is the 4#3fastest growing city in the world. On the othentighe paradoxical
development of the city’s growth in certain paréeng is contrary to the little progress il
human development.

* The urbanization process in Hyderabad has a daeating on the infrastructure facilities an
basic amenities like water, sanitation, sewerage taousing; food security; residential an
work environment. In addition there is an in in@@&n pollution with rapid urbanization. Bott
together has a detrimental effect on people’s hedlbhe present study is based on eviden
and empirical research that attempts to look at¢taion between environmental health risk
in Hyderabad and the context of global change.

e The survey covered four areas in the city by a eamndsampling method; in total 20C
households were interviewed. In addition to quatitie analysis, qualitative inputs were
collected to gain insights into environmental heaisues. This was carried out with focu
group discussions and in-depth interviews.

* The study population has a well representationemfpfe by age, social categories of cast
class, and gender. The wealth index of househaotilsates that the sample represents 26%
high income, 56% as middle income and 18% as l@e@nre groups.

» Educational status of the study reveals that nda¥lgut of every 100 persons are non-literat
on the contrary 31 out of every 100 persons hawdiedt up to graduation or above. Thi
contradictory situation indicates the diverse catggof population in the state capital o
Hyderabad. Of the remaining literates almost 10% &arimary level of education, i.e. 1--
years of formal schooling, 29% obtained 6-10 yeaad around 15% completed 11-12 years
formal schooling.

» Three-fourths of the respondents are not originfibyn Hyderabad but migrated to the cit
more than one or two generations ago from coasedsaof Andhra Pradesh in search «

employment, business or for livelihood.



75% of the households live in pucca houses, thairgng in kutchha or huts. Some house
are built near sewage canals that might even fieoen little rainfall occurs. Leakages in th
roof are a common experience. Often, the margiedligeople,living in the slum areas o
Gandhinagar, the old city and Pathancheru, comgdlagi water-borne diseases and foul smq
in the surroundings. Chikenguneya, typhoid andrieaee common.

10.5% houses are built on unauthorized land. Thesses lack proper drainage facilities ar
hence, during all seasons except summers the stagneater offers a breeding ground fo
mosquitoes causing malaria. Amoebiosis, dysentemg @astroenteritis are commor
complaints of most of the people particularly creld and elderly throughout the year.

Nearly 5% of the houses do not have authorized pewpply. 43% of houses do not hav
separate kitchens causing indoor pollution and woared children are prone to suffer fron
asthma and other allergies.

Nearly one fourth of the houses do not have at leas window per room missing natura
lighting and fresh air flow.

26% of the households are not provided with pipedew 82% do not receive daily wate
supply, and if so, the supply is on alternatingsdayearly 14% do not have access to potat
water. In some areas water is contaminated widmitals (accounts for 5% of the studie
population) or they obtain sewerage water (3%)n#als percentage of floride contaminatior
also prevails. In the areas of Jedimetla, wheresé®ware constructed near pharmaceuti
factories, people obtain contaminated water throlbigie wells. 3.5% receive water withou
chlorination. People living in slums of Cyberaba/é to walk 10 km to get water for cookin
purposes. Water inequity in supply is distinctivediass; experience of shortage is accordil
to the wealth index.

Nearly 85% of households do not use any adequaasumes to purify water. Only 15.5% tak
advantage of boiling or using the electric purifier

Many people in slums store water without a lid tAbdws mosquitoes to breed and theret
spreading diseases.

26% do not have proper drainage facilities forhaies and the same accounts for washroo
with 9% of households.These figures indicate ttwtrgpeople do not pollute the environmer
to a great extent.

16.5% have an open drainage facility and 1.5% sleakages in the closed drainage systen
11% of households use shared toilets that areianjsirto health. Less than 1% do not ha
toilet facility at all.
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63% of households suffered from one or more illassduring the past one year. Typhoi
malaria, jaundice, gastroenteritis and breathingblems are the most common disease
although to an extent preventable if caring foriemnment and sanitation.

Lack of amenities, housing, safe water and saaitati poorer sections of the city cause wat
related diseases such as jaundice, viral feversnaostuito related typhoid, chickengunye
malaria and other fevers as well as air polluteskases like asthma, skin allergies, lur
infection and other infection diseases. There &ardndications that these disease patter
will further spread in the context of climate chang

The present study also deals with lifestyles anglars the causal factors relating life style
work-pattern/pressure and adaptations to chang#sienvironment that affect the health c
the population.

Conventional wisdom says “Eat like a king in thermiog breakfast, eat like a common durin
lunch and like a poor man for supper”. This isémain good health, to have energy durir
productive hours of the day and to go to bed wdhtlweight. In rural areas people consurr
food suited to seasons, and traditional and natwallable foods are taken to keep the
healthy. The urban styles have changed food pattrall classes. The poor skip breakfast
safe time and money. The affluent classes skip fioedd due to work tension. Beverage
replace healthy meals in the morning. For lunch es@uo to hotels and consume unhealtt
fast-foods. Evenings or nights are the relaxed $often spent with watching TV and havint
dinners together with the family. Consuming mored@uring dinners and having less sleep
adversely affecting one’s health. These habits heé¢o a vicious circle of lack of time in the
morning with less or no breakfast, an unhealthychusombined with work pressure,ove
eating at dinner and relying on TV as an entertaamel ends with forgoing of sleep; All of
this has been detrimental to general health.

Empirical findings reveal that 76% are taking otda or coffee for breakfast, 64% shifte
from traditional meal to other types, while only%46ake idlyor puree as specific breakfas
Nearly 3% consume junk food that affect their Heahd early 87% skip breakfast at lea
once a week. Out of them almost 67% miss it dugdk pressure; late night work, no time o
appetite. Of course, nearly 3% cannot afford toehareakfast.

One study on changing food habits of migrants shibvas 2.5% take fast foods for breakfas
6.5% shifted to fast foods/hotel foods for luncl8.536 take fast foods and 19% take sa
drinks between the meals.

60% of the elderly expressed that they feel thel fibey consume is not adequate for them.



Irregularity of food intake associated with missibgeakfast and preference for fast fooc
(non-nutritive) are found to be linked with fatahses in the study. During focus grou
discussions women, belonging to the middle classpme cases confessed that they lost th
husbands due to cardiac arrest. Non-communicabkases like diabetics, cardiac arrest, a
high blood pressure have become common in the yayuargd middle age groups (35-50 yea
of age), earlier it was perceived to be assocmiédelder lies who were 60 years or above.
When asked about addictions, 91% realized watctalgyision is an addiction and has bee
disturbing one’s daily schedule. 5.8% of the intmees are habited to chew pawn, 6% ta
gutka, often the leading cause of oral cancer &ndat infections. 12% consume alcoho
Some people, working on night shifts at call ces)tae prone to road accidents by drunk
cab drivers.

Reasons for the addictions according to the houdslare related to work pressure (11.5%
and to city life/culture (25.6%).

Accessibility of health care is an essential reguent. Given the improvement of healt
budgets and alternate measures adopted from titieeoduring various plan periods, yet th
health care system is not able to provide access$iealth care facilities to all. 7.5% do nc
have health facility within a reach of 2 km distanftom residence. More than half of th
households (54.5%) depend on private health caiktits, only one-fourth (27%) depend or
public health facility. 12.5% are going to quacksl &% do not know where to go for healt
care. Nearly one-tenth feel health care is expensiv

In summer,dysentery is especially affecting peaplslums. Per day at least 10-15 cases ¢
registered at the Government Fever Hospital.

Despite having conventional wisdom of adaptive raezsto face extreme weathers/climati
conditions, with urbanization people have shiftechy from these mechanisms. In summi
people used to consume butter milk/ragi water, tloavurban style promotes carbonated co
drinks. Children are not being taught anymore toredural fruits, working parents rathe
encourage them to take canned juices or aeratekisdri

Along with changing life styles in a globalizing vah, changing food and eating patterns ha
evolved.. While upcoming middle classes were ablehiange their food intake patterns and
bring quality and taste to their food, poor peoptatinue to suffer from food insecurity,
hunger and diet related malnutrition. At the sametthe changing food culture in hotels

pubs, festivals and ceremonies is also leadinghigl@er carbon foot print.
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» Less than half of the households goes for prevertiralth check-ups. Relatively more me
(40%) than women (27%) go for preventive healthckhgps and more children are provide
with preventive health check-ups.

e Many women from middle class families are not atoletake care of their health due t
domestic and work pressure.

» Care for occupational hazards for factory workargorrupt in several cases, though priva
management exists; the number of construction werke severely decreasing due t
illness/injury and death in the city of Hyderabad.

» The fastest growing city is in a paradox of deveilept in the changing global situatior

without demographic dividend, particularly of héalt

1 Health-Environment-Urbanization: An Introduction

“Climatic change policy is not a simple choice beén a high-growth, high-carbon world and a low-
growth, low-carbon world; a simple question is Wiegtto grow or preserve the planet...Many mitigation
actions - meaning changes to reduce emissionseehfjpuse gases - have significant co-benefits btiqou
health, energy security, environmental sustaingbilnd financial savings” (World Development Report
2010)

Impact of environmental changes is witnessed bygiteen house effects, glacier melting, floods al
other occurrences at the global level. The urbgulation faces different environmental issues Haatly
affect the health of all people in a certain way] anore particularly this has greater impacts @nsibcio
economic deprived nationalities and groups.

According to the World Health Organization (WHO) é€&lth is a state of complete physical, soci
and mental well-being and not merely an absenabsefise or infirmity”. Though environment describe
the natural conditions e.g., land, air and waterwinich people, animals and plants live (oxfor
dictionary), the term umbraces more than that wiedating to health. Therefore, the WHO (200¢
defines environmental health as “all the physiceémical and biological factors external to a persmd
all the related factors impacting behaviours. Ic@npasses the assessment and control of th
environmental factors that can potentially affeetlth. It is targeted towards preventing diseask ¢
creating health-supportive environments” It is baky through physical health that a person is dble
pursue comprehensive development of the self amddbiety as well as other aspects of life. Howev

good health is directly related with the quality fobbd, basic amenities as water, sanitation, hou



environment and health care facilities. Health nsreasingly recognized as a critical human capi
component and only healthy and educated populati@m contribute to productivity and humal
development (Sharma 2006, in his foreword to Pr&aahd Sathymala (Eds.) 2006). For instance,an
1950's, sickness due to malaria restricted farmkvemd productivity in Punjab, India. In the".and 28"
centuries, Britain’s income can be attributed t@ddealth and nutrition; and moreover, the prese
distribution of AIDS in Africa has devastating ingtston the economy (Naryan 2006). As the proverb
saying states ‘health is wealth’, an estimate of@W2005) holds that India’s loss in national incodue
to heart diseases, stroke and diabetes was USilo@.Projections for the decade 2005-2015 hélat t
owing to deaths due to cardiovascular, stroke ambetes, India will lose US $ 23 billion annuall
(Abegunde and Stanciole 2006 in Chada et al. 2007).

Urbanization is a natural process of modernizatiad rapid population growth. Due to changin
times and needs, people migrate from rural to udraas. Cities are expanding by encroaching inter
parts of city and even rural areas. In order tdqmtothemselves from natural disasters like flodules
and earth quakes urbanites build flood walls, daeagh quake resistant buildings and storage pliaces
food and water. Recent changes in the global-secigironment are in fact changes we find in hum;
being’'s life since industrial times. Man moved awagm nature and lived in a “built natura
environment” (Ann Spirin in Tarr n.y.) by changingtural land areas, water systems, hills, valley ¢
forests to accommodate many people and to fulfdirt growing needs of automation and artificiag lif
Thus, city environments have to suffer from incesapollution loads as well as they have to copéw
industrial production, market and population (Trary.).

World urban population projections show that fro@02 for all 281 urban areas population |
expected to reach 2,000,000 by 2030. Presentlynuslb@as with a high populations of more than fiy
millions inhabitants are renamed as mega cities aradropolitans. A metropolitan area include
substantial rural territory or area, which showscdntinuous urban development. For example a la
part of the municipality of Mumbai is rural, compgaisof the Rajiv Gandhi National Park. Mumbai ran}
the 4" largest urban area in the world with 20,400,000pf while Delhi ranks'6, Kolkatta ranks 12,
Chennai ranks 37and Hyderabad ranks 48emographia 2009).

Due to over-crowded populations, improper city piag, lack of basic amenities for instance wate
sanitation, housing, and planned public transporiadnd with too many private vehicles, urban liads
over the world is deteriorating. Apart from commmmmmunicable diseases like malaria, diarrhea, vi
fevers; urban life style causes specific respisatofections, cardiovascular diseases and so on.
addition, tension, stress, work-patterns, eatisgmdiers cause diabetes, digestive, gentio-urinasades

and some abnormalities, which are not communicaDle.the one hand people living in slums a
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deprived of civic amenities and prey to communieattiseases that often become fatal. On the ot
hand, costs of medication for cancer and cardiawlas diseases pushes even middle income groups
poverty. With these urban scenarios, a sense &taisiable urban development as an integration wtyeq
in development and sectoral sections across spatéme (Cruz et al. in Chattopadhya, 2008) and a:
balance between environmental protection and hudeaelopment and between the present and fut
(Chattopadhya, 2008), is now of utmost concernitgtuable urban development takes care of proy
provision of basic amenities, food security, trasfacility, housing and above all health hazar

specific to urban environment; for example vehicplallution, solid waste and sewerage.



2 Environmental Health Risks in the Context of GlobalChange: An
Understanding Based on Literature

2.1 Globalization and Induced Climatic Change: Impactson Health

Climatic changes occurred naturally over decadésntatic change is a long-term shift or alteratian
the climate of a specific location, region or emflanet and it is measured by changes in somk threa
features associated with average weather suchmgeetature, wind patterns and precipitation”(Shudila
al.2003). It is due to continental drift, varioustranomical cycles and variations in solar energtpuot.
Some of the natural climatic changes in fact areebeial for human health. Climatic changes in seas
are not only beautiful but do not affect human treal an adverse pattern. For example milder winte
help people in temperate regions to work withogirfg fatigue; and further increases in temperatuore
hot regions reduce the viability of disease-trarisng populations.

The present changes in climate are not just naturalas well induced by human actions that a
explicitly and implicitly responsible for increasséa levels, environmental pollution and diminutadn
natural resources as water, land, greenery andOdircourse, since the f8and 18 centuries, the
phenomenon of globalization was present in a waywéVer, globalization of recent times not onl
facilitates trade and communication but also contipat among nations to flourish througt
industrialization and urbanization.

Today, globalization refers to the increasing ind¢ign of economies around the world, particular!
through ‘trade’, ‘production chains’ (where pants & final good, such as an automobile, are pratlice
one country and assembled in another), and ‘firsrftdws’ (Bhargava 2006). In the f6and 1§
centuries in form of “Proto-globalization”, a sdotdange is regarded as an increased connectivibng
societies and their elements due to transculturatimough the explosive evolution of transport ar
communication technologies. This term is firstagimced by the historians A.G Hopkins and Christoph
It is marked by trade arrangements such as thel&@ist Company and the shift of the hegemony
Western Europe, the rise of large-scale conflicdbveen powerful nations and slave trade, takil
advantage of resources within the western hemisphtbe transfer of plant and animal crops al
epidemic diseases associated with Alfred Croshyteept of the Columbian Exchange. It involved & ve
group including European, Muslim, Indian, Southe&sian and Chinese merchants, particularly in tl
Indian Ocean region. A transition from proto-glaobation to modern globalization in the 19th centut
was marked with a more complex global network basethoth capitalistic and technological exchang

however, it led to a significant collapse in cudtuexchange.
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The process of globalization caused division ofametinto high income and low income based on t
nation’s effective use of trade, finance, commuinica systems, mobility of people and intellectus
constructs. Modern globalization influenced theeidependence as well as nation states’ sovereig
leading to new global governance (Huymen et al.5200Vhile the high-income nations develope
through industrial achievements, the low-incomeiamat not only learnt lessons from the politice
imperialism of these nations but also imitatedrtiredustrial development for their economic surtives
a result, all the nations contributed through ‘hamactions’ for ecological imbalance an
adversed/induced global climatic changes.

The anthropogenic or human induced actions whicd associated with the processes
industrialization, urbanization, migration and gibation are: construction of factories, concre
buildings, reshaping of natural hills, filling valls, wet-lands, killing of animals, elimination wétural
species of flora and fauna, changes in fertile cadjtiral areas in order to create “built natur:
environment in urban areas” with water supply aaddl area for urban life. Induced human actio
especially “urban action” as a source of pollutésrd environmental health hazards include: dischafge
sewage, industrial waste into neighboring water syajischarge of smoke from industries. Use
polythene and plastic and many vehicles are fadmrsmajor pollution as well. Some other urba
traditions causing environmental pollution inclutie use of many electrical appliances as refrigesat
washing-machines and other goods. These anthromo@lemman caused) actions enhance the gre
house affect and thus global warming. Emission®aated with land- use changes, deriving frol
agriculture fertilizers, livestock, deforestaticemd burning of fossil fuels burning energy, accofant
about 30% of the total green house gas emissio3R\2010). high-income nations with one sixth of tt
world’s population are responsible for nearly thads of emitted green house gases. Low-incor
nations’ average per capita emissions account fitnird of those from high-income countries (Worl
Bank 2010).

The very high concentration of global deaths frotttame weather-related disasters is counted in |
and middle-income countries (UN Habitat, 2007 amdl PO06 in Satterthwaite, 2008). Africa, which wa
long considered as a predominantly rural contineag a larger urban population than North Americ
Low and middle income countries have the worldigéat share of (three- quarters) of urban popuiatic
China and India alone are home to more than a euaftthe world’s urban population and the world
largest population within Low Elevation Coastal 2ern(LEZS: less than 10 meters above the sea lev
13% of the urban population (around 30 million pepgives in the LEZ areas. 10 million people eac
year are affected by coastal flooding. The Integgnmental Panel on Climate Change (IPCC) Worki
Group Il Report held that population in Asian del@s Ganges-Brahamaputra (that includes Dhal



Shanghai,Bangkok and many other deltas in Asigarecular vulnerable due to sea-level rise (Nithol
et al. 2007 & Revi 2008).

India (Gujarat and Orissa) and Vietnam are at higk regarding hurricane-force (Agarwal and Lz
2001 ). Due to the density of the population, tingoallution in urban areas is high and a diurnatle of
absorption and later re-radiation of solar eneakes$ place. This process causes severe heat-tas:
effect human health North America, Asia and Eurape with highest levels of air pollution and he:
waves. Furthermore, studies in North America, Asid Europe found heat waves to be associated v
short-term increase of mortality (Confalonieri &t2007). In Andhra Pradesh heat waves caused m
than 1000 deaths only in 2006 (Revi 2008,). Reducin fresh water-supply due to climatic change
foreseen in Central, South, East and Southeastaffgating more than a billion people by 2050 (Adge
Agarwal, Agrawal et al. 2007). Many cities, partanly growing cities, and their water catchmentd wi
get less precipitation causing stronger constraiotsfresh water sources (UN Habitat 2006). The
induced climatic changes directly impact the heaftheople (see figure 2-1).

Some research findings on the impact of climatiange on health in India found that exposure
extreme cold or heat, solar radiation, high hurgi@dite affecting human/physiological mechanisms
adaptation and causing iliness. Mortality may iasee more with rising than with falling temperature
(Kalkstein, 1993, Shukla 2003). An increase in getiorne diseases as dengue fever, malaria, kala-a
filariasis, japanese encephalitis due to changethentemperatures with the availability of a sugab
habitat for the insect or parasite, is likely to dreother impact. A spread of food poisoning andewa
borne diseases is also found due to greater chdocesirvival of aquatic pathogens. An increaseal s
level also causes infections due to washed out Blgam into fresh water sources (IPCC 1998A rise
sea level and changes in agricultural productioncen cause nutritional health effects.

Figure 2-1: Induced global climate changes: effectsn environment and human health

= Global climate change due to accumulation of greemse gases in the lower atmospheric Zo
(stratosphere) causes ozone depletion that leathégheer skin cancer rates, cataracts, and pert@p:s

immune system suppression.

U7

= Change affects natural biodiversity where usef@cggs and genes disappear. Various ecosystem
support biological life would weaken.
= Desertification process results into the depletidertile soil, ground water and natural fishertbat in

turn affect food-producing eco-systems.
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= Chemical pollution of the atmosphere affects neagichl immune and reproductive systems. (WHI(
Bank 2000).

= Climate change causes major tropical vector-borseades.

= Due to combined effects of rapid demographic, emrirental, social, technological, and other chaiges
ways of living new-circulated diseases we find a#¥//AIDS, hantavirus, hepatitis C, SARS (WHC
2003).

» Due to international travel and commerce, cert@rakes as airport malaria, mosquito vector, cahaltr.
are spread (WHO 2000).

Source: WHO 2000, 2003

Other health effects include temperature relatedrbididy, malnutrition and hunger, especiall
concerning children. Most effected people are therpchildren, senior citizens, chronically sickdan
disabled persons; people living in over-crowddg quarters and poorly served settlements of ranal
urban areas. Climatic disasters are associatedtietldisplacement of especially poorer sectionsiogu
social distress and mental health stress (Shuk&.2003).

2.2 Approaches, Issues and Initiatives on EnvironmentaHealth

Environmental health relates to human activity andironmental factors that have an impact on soc
economic and environmental conditions with the ptiéd to increase human diseases, injuries anchde:
especially among vulnerable groups - mainly poasme&n and children under five years (Listorti ar
Doumani 2001; Lvovsky 2001; World Bank 2008). Adstton environment includes not simply nature
resources; land, soil, water and forest resouraesstalso related to indicators of live stockhésies and

coastal resources; mines and minerals. Hence,a@maent and its relation to health need to be stud
through indicators like people’s access to safakilng water, sanitation facilities, indoor polluti@and

urbanization. The quality, quantity and distribn@d aspects of the physical environment or natu
resource base are critical for any kind of develepinRecent studies on environment deal with tv
dimensions: natural resources and status of ernwvieotal health. Thus, the indicators generally Used
natural resources are per capita availability dfivable land; per capita availability of commoroperty

resources; proportion of under-utilized land andpprtion of degraded land to total cultivable lan
Further indicators for environmental health arepprtion of households without tap water, househol
without sanitation facilities and households ussag fuels for cooking. Environmental factors acabu
for 22-23% of diseases in rural areas and for 1%-1¥ urban diseases (Go AP and CESS 200

Environmental health problems like pollution of embr pollution due to biomass fuel are tradition:



(World Bank 2001, Govt. of AP and CESS 2007) andre@ches to environmental health are as w
known since generations. However, today we havarugpecific environmental health hazards, such

stress, eating disorders, electronic waste, seywaa#em, vehicular pollution and so on.

2.2.1 Approaches on Health

The history of approaches on environmental heajtithe World Bank (2008) deals mainly with fou
approaches; the first generation approach calledsMa Theory” where the source of disease
attributed to bad odor in early Greece. Late Romesesl great sewerage systems, fresh water supp
proper ventilation, toilet facilities (Rosen 195&0orld Bank 2008). Later in the T9century, English

sanitary reforms continued with the Miasma thedrize health sector focused on access to wal
sanitation and inspection of food (World Bank 2008he second generation concentrated
vaccinations (e.g. after Louis Pasteur inventedgéren theory and multisectoral inventions. Multises

include chlorination of water, pasteurization oflkpivaccinations, improvements of food safety ar
vector control (Berg 2005, World Bank 2008). Thyeheration health care includes environmental hee
by scaling up rural health, community based healpiproach by sending nurses to homes, hee
awareness creation by controlling infectious dissakrough scientific techniques by"entury (World

Bank 2008). The fourth generation by the middl¢hef 24 century focused on institutional framework
to regulate environmental health issues, whereemdifft agencies were involved (Berg 2005 in Wor
Bank 2008). There was a rise in ecological awarenaancern for environmental exposures as factc
emissions and emergence of environmental laws (Kand 997 in World Bank 2008). Also there was I

of investments in health and increase of hospgdsl(Lvovsky, 2001, in World Bank 2008).

2.2.2 Issues on Health

Health is not an aspect that can be dealt wigohation. It is a complete and encompassing aspeete
each human aspect affects man’s physical and ¢wveglilbeing; more so wellbeing of everybody isynl
possible in a welfare state with good partnerslaipstate level and international levl. Thus, issoes
health are many to deal with and are umbracing sscimfrastructure facilities, basic amenities @vat
sanitation, sewerage and housing); natural ressurdeod security; residential environment
literacy/educational levels; work environment; ptthn (environment/vehicular pollution; ploythenseu
solid waste); affordability of health care and nogaes and preventive health care. Furthermoreareke
on health requires more attention to deprived gsdagsed on caste, class, gender, age and so on.
Starting with urban growth, it is to state thatiamdcities are already characterized by a highitens
of population (Chattopadhyay 2008). As per cenfd®12urban population accounts for 27.8% of tl
total population equating to 285 million. Populatiprojections indicate that by 2025 India’s urba
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population will grow up to 660 million with moredh half of the total population living in urban ase
India’s average growth rate is 2%, for urban Intliaccounts 3%, mega cities show a 4% rate andssiL
5% in the last decade (Agarwal 2005). The estimhtdiin population by 2025 is 1,396,046,308.

Furthermore, urban slums present a very spectigeisvhen it comes to health. Poor people live
slums, which are over-crowded, often polluted aritth vack of basic civic amenities like clean dringi
water, sanitation and health facilities. Most o# ihhabitants are involved in informal sector datbe,
where there is a constant threat of eviction, reshaonfiscation of goods and almost non-existectad
security cover (Radha. R. Chada May 2009). Halthef slums (50.6%) are notified (GOAP and CES
2008). A study (Agarwal 2009) on slums in India fiduthat slums constitute 19.9 % poverty (NSS
1999-2000). One-fourth of slums and squatters (28&not have arrangements for garbage dispo
(GOI 2002). Poor environmental conditions in sluatgount for a high population density and cau
vulnerable diseases like asthma; tuberculosis (V&jtor borne diseases (VBDs) like Malaria and 130 ¢
Nearly 30% of the population in Hyderabad liveslims (Prasad and Ramachandraiah 2008).

Figure 2-2: Growth of urban slums

As per census 2001, 286,000,000 people livedbaruareas; it is estimated that the urban

population of the country will increase to 432,@@M by 2021. It also resulted in the

=)

growth of urban poor population, especially thosend in slums. Slum populatio
accounted for 373,000,000 is expected to incregs20B7-08 (projections for 2008 based

on 7% annual growth rate for slum population).

Source: Census of India, 2001, Registrar generkidcé.

As per NSS (1999-2000) estimates, Uttar PradesjasiBan, Bihar, Orissa, Jharkhand, Chhatisgarh .
the states with 28 million or 43% of urban poor §Agal 2005). Urban poverty ratio in AP is highettwi
28.0% while the urban poverty ratio for nationaldeis 25.0 for the year 2004-05 (GOAP and CES
2007). This poses the problems of housing andesheliater, sanitation, health, education, socieligty
and livelihoods along with special needs of vulb&raroups like women, children and the aged
Another major issue is pollution, which causes ntbian 1.6 million deaths per year (World Ban
2008). Noise pollution is due to heavy traffic, goercial and industrial activity. Vehicular pollutidhas
been increasing at rapid levels. Even though inalrtie number of vehicles used per every 10
population is only 12; very low as compared toltts (the corresponding number is 765), its contrdout
to pollution is rising steeply (Enadu, 2009). Indgmwllution, leading to respiratory infections, well

proven. In many developing countries including &dthe governments took measures to prome
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improved kitchen facilities or smokeless chulladdemrural developmental schemes. In Eritrea t
government promoted improved kitchen and houselheldtilation to prevent respiratory infection:
through indoor pollution (World Bank2005, 2008).

Another impact on health is due to radiation. Egeés of the National nuclear fuel complex (NFC
complain that they are exposed to radiation anéesdform health problems like skin irritation; Skir
cancer, blood cancer, genetic mutation and birtfeae on the offsprings through safe guards e
provided. No evidence about the leakage is fouret¢@n Chronicle 2009).

Furthermore, basic amenities like water, sanitainod housing are pre requisites for human heal
These include supply of drinking water as welfasutility, proper sanitation facilities, housimgality
and transportation facilities. Nearly 1.1 billion the world are in lack of safe drinking water (\\dor
Bank, 2008). Only 69% of households have safe dargqhwater in India. 40% of the world’s populatian i
lacking basic amenities (Ganesh Kumar and Jaya20@8). People are cutting down on their usage
water quantity; the percentage of households usimg 100 liters per day is 37% in Hyderabad; 31%
Mumbai; 24.7% in Kanpur; 30.7% in Madurai, 52.9%0alcutta. Furthermore, 70% of Indians deper
on tap water; 21.1% on bores; 6.7% on well wateorf&/Bank. Hari Prasd Reddy 2009). Within th
period of the last five years, the percentage afskbolds using piped drinking water has come doyvn
nearly 7% in Hyderabad. According to WHO/UNICEF iarproved source of drinking water include
water piped into dwelling/yard/plot, water avaikalfrom public tap or stand pipe or a tube well «

borehole, or a protected well or spring.
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Figure 2-3: Percentage of households by source afinking water Bl 2o iia 1200000

Hasan's field study (2008) on major cities foune ghare of households considering water supply
domestic consumption in Hyderabad is only 49% am@apita consumption is 96.2 literes. Further in
city inequity continues to be an issue. Peopledarpareas are victims to waterborne diseases. Rés
conducted on an empirical level found that the iMier is polluted by domestic and industrial vwea
impacting river ecology and the health of peoplar(fRchandraiah et al. 2007). In Hyderabad, diaraimek
viral pyrexia/fever are related to lack of cleamiing water, poor sanitation and low resistanceeé$a
and Ramachandriah 2007 in GOAP and CESS 200#erefore,a proper sanitation facility is a p
requisite for a satisfactory state of health. Thdednium Development Goals (MDGs) define sanitatas
“Connection to public sewer, connection to a puldistem, pour flush latrine, simple pit latrine
ventilated improved latrine.”2.6 billion people tine world are without sanitation (World Bank 2008%
per census 2001 for India, only 61% had latrindifees in their houses and 35% closed drainagéditigs.
As per ISI, for each house that has flush facditremega cities, 200 liters water per use is kegp



Figure 2-4: Manner of disposal of child’s stools

@ Child used toilet or latrine
O Put/ rinsed into drain or ditch
O Left in the open

Note: Percent adds to more
than 100 due to rounding

" Toilet Facil

’I\/‘Il»anner of Disposal of Child’s Stools

OPut/ rinsed into toilet or latrine
O Thrown into garbage
B Other

NFHS-3, India, 2005-06

e ——

y Residence

Flush to sewer
Flushed to septic tank
Other-improved
Shared with other HH
Other not-improved

B No facility

Improved toilet facilities include toilet facilitie
pour flush that is connected to a sewer system, sep
pit latrine, a ventilated improved pit (VIP) latrin

s with a flush, or a
tic tank or
e, a bio gas

latrine, a pit latrine with slab and twin pit, comp  osting toilet. \ ... . 200506

Source: NFHS-3, 2005-2006

Figure 2-5: Toilet facility by residence
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Concerning the excreta disposal system,it is censttladequate if it is private or shared (but ndip),
and if it hygienically separates human excreta fiomman contact” (Ganesh Kumar and Jaya Ra
2009). Nearly 74% of rural and 17% of urban houkithon India did not have toilet facilities in
2005/2006. In Hyderabad still 3.3% do not have s&de toilets neither within the household nor as
shared facility. In only 12% of households childrese toilets and in 9% of households either péth
in toilet. In 44% of the households, child’s stoats left in the open.

Andhra Pradesh has maximum number of cities/towi} eporting slums among all states in Indi
Andhra Pradesh accounted for 14.9% of the slunisdia. In Andhra Pradesh 82.7% are notified slun
as compared t050.6% at the all-India level. Theonitgj live on public lands, about 60% of the n@di
slums and 71% of the not-notified slums. While 8@#motified slums have tap water facility, only
percentage of 46 is observed in not-notified. Whigging is another problem for both the areas; 3@f6
notified and 69% for non-notified (GOAP and CES®20

Regarding public health service, the public opinmiyderabad goes adversely. Hyderabad recer
attacked by diseases like dengue; swine flu an@roseasonal diseases, that are mostly rooted
environmental pollution, factory pollution, bad Wworg of sewage and sanitation; overflowing canal
contaminated water due to leakages in drinking waipe lines especially in the slum areas. |
general,the public opinion goes against the rufjogernment. 65% of health centres are not provid
with proper funds from the government (Enadll,Niovember 2009). Additionally to slums, housing |
another issue for health. Records in Andhra Pratidkbs that by 2001(Census), there were 1,540000C
40.7% of the population houseless, i.e. 68,000 lpemp2% of the total urban population was housele
Only 8% of total beneficiaries of housing schenmresfeom urban areas (GOAP and CESS 2007).

As per census 80% of urban households in the ppward almost everyone in Hyderaba
(99.3%) are with electricity. Poor Housing is aatstinant to health. A little more than one-quadkthe
households in Hyderabad does not live in puccadsughe World Health Organization (WHO) define
“The term housing can be defined as the residemstsironment, neighbourhood, micro-district c
physical structure that mankind uses for sheltel amvirons of that structure, including all necegss
services, facilities equipment and devices neededhe physical health and social well-being of tf
individual’(Rao, 2002). Bryant (2002) held that heless population experience much greater incidelr
of negative health conditions; people who live astels, day centres and soup runs were more likely
have musculoskeletal and chronic breathing probldreadaches and seizures (Bines 1994 in Bryan
al. 2000). Bryant et al. (2002) also argues thdividuals, who are forced to spend a disproportiens
amount of their income on rent often face food @usity and possible malnutrition, leaving little mey

for clothing, transportation and for any kind ofreation.



Table 2-1: Basic amenities

Es konnten keine Eintrage flr ein Abbildungsverzeis gefunden werden.
Basic amenities in Hyderabad regarding DLHS-3 DLHS-2
households (2007-08) (2002-04)
% %
Piped drinking water 91.6 98.2
Access to toilet facility 96.7 95.9
Electricity connection 99.3 97.4
LPG for cooking 84.9 73.3
Shelter in pucca house 72.3 74.1

Source: District Level Household and Facility Syrvmder Reproductive and Child Health Project (DEBS
2007-08), Ministry of Health and Family Welfare, ¥@onment of India as cited

According to NFHS-3, 7% of people share one roonewthe household counts 6 or more persot
Half of the population are required to share witto & person one room. Still, half of the housekoaid
India are dependent on wood as the main sourceebffdr cooking; barely one-fourth of them are gsir
LPG. The situation is though better in urban arsti,15 % of the residents in Hyderabd do not u:
LPG.

Figure 2-6: Persons per room used for sleeping

e \ —~

Ppersons Per Room Used for

<3 persons
3-4 persons
5-6 persons
7+ persons

NFHS-3, India, 2005-06

Source: NFHS-3, 2005-2006
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Figure 2-7: Proportion of households by type of fue

\ -
P e e

P roportion of HH by Type of Fuel

B LPG
Kerosene
Coal
Wood
Dung cakes

H Other

59

49

NFHS-3 NFHS-3, India, 2005-06

Source: NFHS-3, 2005-2006

Coming to transportation, the National Transportidyoof India 2006 recommended non-motorizec
transport. In Delhi walking and cycling are moremtnon than in Mumbai and Calcutta. In fact, lack
good public transport resulted also for the usepmfate cars; resulting in higher carbon emissiol
(Chattopadhyay 2007). Recently, the Hyderabad pa@msCorporation introduced air-conditioned bu
services on some routes, yet its role in faciliigtihe services for the public vis-a-vis emissibearbon
needs a detailed investigation.

Health is also connected to life styles. When difdes changes disease profiles also are likelyeto
impacted. Disease profiles in urban India showsiteons from communicable to non-communicab
diseases; a transition from infectious to life stgiseases and from white to blue collar diseabes.
causal factors for the changing profiles are déférand related to the nature of job, the urbastyfie
associated with tension, stress, eating disorégr®ss leisure or lack of exercise. An overall gesinom
‘rural and less mechanized base’ to an ‘urban andnaated development’ is the chief cause for chang
in life styles. Mishra (2005) appropriately relatds style diseases to having no control over EST
where D stands for diet; A for alcohol, T for tobarE for exercise and S for stress. While libeetlon
of economy expanded opportunities for employmendtauahditional incomes, it also brought urbanizatic

and changes in lifestyles.



According to NFHs-3, tobacco and alcohol are thpdrtant risk factors for morbidity and mortality
among adults. Studies associate alcohol use witidexts/injuries and violence against women. Tobac
and alcohol use by women, especially during pregnais a matter of concern since it entails serio
reproductive risks. While only 11% of women consuwmigacco, this is also valid for nearly 1 out of 1
pregnant and breastfeeding women. Among women wiaks, more than 9 out of 10 smoked at lec
one cigarette/bidi in the past 24 hours, accortimgFHs-3.

A research study on people hospitalized by ailntgpe in urban areas finds that 32 due !
hypertension, 80 due to heart disease, 24 duentieceb due to psychiatric disorder; 24 with diakeB8
with accidents/injuries/ burns for every 1000 pepoin (Chada et.al. 2007). Clear evidence
demographic, epidemiological and nutritional tréinsi in India is associated with chronic diseased a
obesity particularly in urban areas (Shetty 200Radha 2009). Diseases like diabetes, coronaryt he
diseases and cancer are related to dietary patfRagha 2009). NFHS-3 demonstrates that the use
solid fuels increases the TB level; the lowest plence is found in households using clean fuelk sisc
gas/electricity. Misconceptions about TB transnoigsare still high, suggesting the need for awarens
campaigns. On the one hand, in urban areas sttl @2people are hospitalized due to diarrhoea.@n
other hand there is a decline in mortality, whied ko an increase in longevity but it also increas
morbidity. Hence India faces a dual burden of hibtbse groups. The National Health Policy 2002
silent towards non-communicable disease preven{blishra 2005). Further, the incidence o
communicable diseases is likely to decrease astapface and to surpass non communicable diseas
India. Furthermore, cardiac, oncology and diabe@ectively accounted for 13% of the inpatier
revenues in 2006. These ailments respectively atenated to account for 16.8% and 20.0%
hospitalization cases in India by 2011 and 201&$E& Young Analysis, Business Line 2007 in Heall
Care 2007). Hence a clear disease profile shiftm finfectious to lifestyle diseases and increabes
health care burden (Chadha, Alka 2007).

Improper dietary habits are responsible for treeases as infections of the stomach, ENT defex
dental and skin diseases and even cancer, heartleis and kidney ailments. In the children agéol1®7
years dental problems are rampant due to irregodproper food habits (Senior Ahmedabad Municip.
Corporation).

Obesity is of significant importance since it caad to other severe diseases. Even children obe
causes diabetes; children have allow self-esteemmem have infertility problems with which obesityda
the polycystic ovary syndrome are associated. Tiveseen find it difficult to achieve significant wgt
loss. However, general health problems can be estladready with a 10% loss of weight (We:
Dunbartonshire Council, UK, 2009).
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Dietary fat and cardiac health is another signiftdasue in the health arena. It is very diffidoltdeal
with dietary management because of eating out duastivals, functions and due to inappropriate i
styles (Subbulakshmi, Nutritional Society of Indoay World Heart day 28 September). Indians have
face the risk of coronary heart diseases (CHD) tBres more than Americans, 20 times more th
Japanese and 6-7 times more than Chinese. At py&emillion cardiac patients are counted in Inda
WHO study found that by 2010 there be 100 milli@ople suffering from CHD (Sheth 2008). Peop
whose intake of red meat is high are found to hevéncreased risk of development of cholesterol a
liver, lung and esophageal cancer, as was shovengtydy of Ananda Cross and the US National Can
Institute in 1995.

Fig2-8: Undernutrition in children under age 3 year
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In urban areas the levels of anaemia is 63%. Istiegdy 56 percent of the On the other extreme t
NFHS-3 results indicate that substantial percentaigehildren is undernourished by stunted grow
(45%), underweight (40%), and wasted (23%). Thelééline during last five years is very minime
despite various programmatic measures

In urban areas 63% of inhabitants suffer from aaefhe NFHS-3 results indicate that a substant
percentage of children is undernourished by stumpedvth (45%), underweight (40%), and waste
(23%). The decline of the percentages during tle¢ feve years is very minimal despite variou
programmatic measures. In Andhra Pradesh 70% dfiaghieeholds have children with anemia with 69
of the girls and 70 % of the boys. Even though 5&the mothers had 12 or more years of form
education they did not prevent their children franemia.



Figure 2-8: Under-nutrition in children Figure 2-9: Under-nutrition in children
under age 5, India and Andhra Pradesh under age 3, Andhra Pradesh
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Over the last five years in Andhra Pradesh thegmgage of underweight and stunted children maryina
decreased, however, the percentage of wasted ehildcreased and reflects the changing lifestyllbis
aptly reminds on the quotation of the Noble Lawrdtof. Amartya Sen:

‘India’s record in countering hunger and faminesisangely mixed. The rapid elimination of faminacs
independence is an achievement of great importancénd yet India’'s overall record in eliminating
hunger and under-nutrition is quite terrible. Natlyois there persistent recurrence of severe huitger
particular regions, but there is also a dreadfalvalence of endemic hunger across much of Indadedd,
India does worse in this respect than even subr8alfdrica.’

Belonging to the new lifestyles, habits such aslsngy alcohol, chewing pan and tobacco are rated
high health damaging habits. The Sudden Infant iD&indrome (SID) was found to be related
smoking in households with 75% of cases. Smokinthescause for diseases as asthma; ear infectic
breathing and cardio vascular problems. It is reggbiby birth parents who are inviting a child ar
preferring non-smokers (West Dunbartonshire Coubit{l). According to health officials, 4217 the
health status of teenagers in Ahmedabad was affesite to addiction to tobacco and gutkha; 30:
children were recommended glasses; even preschldren were recommended glasses in a stu
conducted on about 100,000 students under the kdiealth programme (The Times of India
Ahmedabad, 27 July, 2009).
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According to NFHS-3 (2005-06), men’s use of anyatato increased by age; twice as high amo
adult men than among adolescents. A further arglgsdicates that the use is higher in the lowestltie
quintile (74%). About one out of ten women use tmoaeven during pregnancy and while breastfeedi
36% of men chew paan masala, gutkha, or other toh&3% of men smoke cigarettes or bidis; amo
men and women who smoke, more than nine out o$it@oked at least one cigarette/bidis in the last
hours; and among men who smoke, 61% smoked manethaarettes/bidis in the past 24 hours.

Disease profile changes between white collaredodunel collared employees: Senior level executiv
with high incomes were afflicted with life style seiases like heart ailments, diabetes, stroke :
emotional stress owing to the lack of physical eiser and dietary control. Health and Wellness Surv
conducted by Apollo Hospitals Group in 2003 fouhdtthalf of the executives were prone to life sty
diseases like cardiac risks, high cholesterol, higlod pressure and diabetes; 71% of employee824td
of CEOs are found to be over weight (Chada et @rgo

Stress and work also affect health. Two types refsstare to differentiate: The positive one whgh
also called Eu-stress and the negative one thaiamsed distress. A study on stress conducted
Bangalore, Mumbai, Chennai, New Delhi, AhmedabathePand Hyderabad on employees in the a
group of 30-45 years by the Team Lease Companydfthet 61% of them felt stress being healthy; on
39% believed stress is negative (Sengupta 20089)eMer, work place stress is a threat to India'sebh
growth (Chaturvedi 2007). The Indian Council for sRarch on International Economic Relatior
(ICRIER) a New Delhi based research group on lsdiapid economic expansion conducted studies
work- stress. Many Indian companies do not additesse problems. Long working hours; night shif
and a sedentary lifestyle make people employedhfarmation companies. Very few companies a
taking care of these aspects, for example Infogghitology Ltd., offers a 24 hour hot line for enyaes
suffering from depression and family discord. InnBalore psychiatrists state that their Saturdags
reserved for marriage counseling from employeethefIT sector. Total loss due to heart diseases
estimated to be 9 billion US-Dollar of India’s ratal income. Sickness is also reflected in the oeys
loss; absenteeism is mainly due to diarrhea, inftag malaria and dengue followed by life style aéges
like diabetes, stroke and mental disorders (Cheidal, 2007).

Coming to preventive health care and with thigrimunization, NFHS 11l report holds that only 44%
of children of 12-23 months of age are fully vaeted against six major childhood diseases: tubescy!
diphtheria, pertussis, tetanus, polio, and mea#las.increase is observed in the proportion ofdeth
fully immunized between NFHS-1 and NFHS-3; 35% 4&ddrespectively and a decline in the proportic
of children who did not receive any vaccinationsnir 30% to 5%. On the contrary, the trends

vaccination coverage between NFHS-2 and NFHS-3rbaru areas show that there is a nearly tv



percentage point decline in full immunization cage between NFHS-2 and NFHS-3. The leadi
decrease is seen in the coverage of DPT vacciom (80% in NFHS-2 to 61% in NFHS-3). Drop-ou

between the first and third doses of DPT vaccireessbstantial problem.

Figure 2-10: Trends in immunizations by vaccine, Adhra Pradesh
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On the other hand, in Andhra Pradesh there is néday 13 points from 59% to 46%. In Hyderabad tt
percentage of children age 12-23 months fully immenh is 61. There is striking difference in coverac
of immunization by the type of area of residenogdyderabad non-slum areas are covered with 62%
on the contrary the percentage in slums is 53.rikist) difference is reported between boys (53%] a
girls (39%). If a mother had at least 10 years orarof formal education, 62% of her children aryfu

immunized.
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Table 2-2: Immunization levels

Percent of fully immunized among children age 122
months

Hyderabad 61%
Hyderabad-non-slum 62%
Hyderabad-slum 53%
Girls 39%
Boys 53%
With mother 10+ years of education 62%
From the highest wealth quintile 71%

Source: own survey, 2010

Families from the highest wealth quintile are thestmbenefited; 71% of their children are full
immunized.

The National Polio Surveillance Project (NPSP)-WH@s not given any explanations for th
increases, nor for the lack of follow-up treatmertsuch a large number of AFP (Acute Flacci
Paralysis). The reasons for paralysis may notrdestl with polio in the children. Research datastab
that there are cases related with PV vaccine-desieins, due to an over dosage of Oral Polio Macc
(OPV). Several cases PV (Polio Vaccine) strainsewderived from faecal samples of such paralysissa
in Brazil and their characterization confirmed ff@io vaccine origin of these strains and the preseof
mutations known as neuro-virulence (Frederich 1@9Tdira Chakravrthy 2009). The etiology of th
increasing paralysis in children needs to be studielndia. For there are 21, 338 cases of AFP &h
none of them were followed up. Chakravorthy holust in 2005 of the 10, 055 cases only 2,553 ca:
were confirmed or compatible with polio (Indira ®navarthy 2009 ). Every year out of 25 millior
children born in India, nearly 2 million die befaaching the age of one and many are disabledly p
or blinded by Vitamin A deficiency malnutrition. Barculosis claims 500,000 lives each yec
waterborne and water related diseases like digrtigphoid, cholera and infectious hepatitis accdont
80% of India’s health problems. Even in 2001 pealdefor the same health reasons as in in 194&ntnf
mortality in Andhra Pradesh is high, close to naicaverage. Most of the infant deaths occur infitisé
month of life. Male children experience higher natity than girls, thereafter girls experience highe
mortality until the age of 5. Teenage motherhood simort birth intervals increase lead to higheambf
mortality. Today babies continue to die of treatatdspiratory infections, diarrhea and other iléess
which would be preventable through clean waterrithais food and treatable with basic drug
Hyderabad District Health Plan-2006). For instamcedndhra Pradesh 43% of children under the age



5 with diarrhea received some kind of oral dehydratherapy (ORT) in the two weeks before the NFH.
3 survey was conducted. 37% were treated with atieal prepared from oral dehydration salt (OR
packets and 8% received gruel. One in four child&5%o0) did not receive any kind of treatment. 32
received antibiotics, which are not normally recoamaled for treating childhood diarrhea. Knowledc
about feeding during diarrhea is low. Information feeding practices during diarrhea revealed tt
children should be given more liquids to drink thesual, but only 10 percent of children actuallgeige
more liquids. 61% of children with diarrhea recelgss to drink than normal and 4% receive nothong
drink, which can increase the risk of dehydratiGhildren should continue to be fed, but 53% reakiv
less food than usual, 8% did not receive food latAdlout three quarter of women who gave birth with
the past 5 years know about ORS packets. Howeweyge of ORS is low.

Malarial infections cause more than 1 million deatbach year (World Bank 2008). While
epidemiological shifts in India showed 75 millioases of Malaria in 1951, 2.2 million in 2000 wer
counted; leprosy cases for 10, 000 population 8ré B 1951 and 3.74 in 2000; smallpox cases wh
more than 44,887 in 1951, the disease had beerncated by 1981. Further there were 29,709 ca:
affected with polio in 1981 and this number hadrbesduced to 265 by 2000. Infrastructure facilitie
have been increased as is shown by the numberspfthls from 9209 in 1951 to 43,322 in 2000 (Naryze
2006).

Cholera remains one of the most dreaded diseafsesial mankind due to the lack of access to cle
water and sanitation. In 2007 the WHO recorded 963 ,cases and 4031 deaths worldwide. Inc
reported to the WHO from 2003- 2007 a few thousanils a fatality of < 1%. Improved accesses f
clean water are the main ways of cholera contrbé WHO recommended oral cholera vaccines (OC
for the control of epidemic and endemic choleraNDK. Gangulay held that long term interventions ¢
improved sanitation, water safety and hygiene asemial but present a challenge. Further he @igb ¢
that global warming and globalization may lead toicrease in cholera cases worldwide, not just
developing countries (GOI 2009).

In developing countries there is an epidemiologittahsition shifting from early childhood to
adolescence and young adulthood. Now there ismal tte see Hepatitis-A as a regular vaccination f
children (Mathur and Arora, 2008).
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Figure 2-112: Urban health status

NFHSIII holds that the urban poor suffer from theder 5 mortality rate (72.7) which |s
higher than average 51.9; 50% of urban childrefestfifom underweight; more than 60P%
of urban children miss total immunization beforenpdeting first year. Poor environmental

conditions in the slums and high population denaityl cause vulnerable diseases |ike

asthma; tuberculosis (TB); also vector borne desef¢BDs) and malaria.

Regarding preventive health care by employer, IGRtE&nducted a study on 81 companies in which th
found a loss of approximately 14% of their annuatking days due to employee-sickness. Only less tf
a third of these employers provide their employegis preventive healthcare measures,
The emergence of health cities is another topimterest. Health cities are evolving concepts fealth
care in India that provide for a better and majarporate health care. Research finds upcoming he:
cities as Dr. Naresh Trehan’s Medicity, GurgaonrtisdVedicity, Gurgaon; Fortis Medicity, Lucknow;
Apollo Health city, Hyderabad(with 700 beds, 33escarea and investment with 243 US$ million
Nagapur Health city, Nagapur; Chennai Health ditiirnnai, Bengal Health city near Durgapur (with
000 beds; investment with US$487 million ) and NaraHealth city, Bangalore (with 488 beds) (IBE
2007). Health cities are looking also to cater tieed of large populations by offering facilitieckuas
hotels; residential facilities; recreational fawods of spa, gym and even golf courses. NAB
accreditations held that around 15-20 health céresgoing to come up in the next 5 years (IBEF7200
Also alternative networks of health care mechanisxist, these are found mainly in the changir
attitudes of people. Education taught people tovviealth as a holistic wellbeing through a blend
modern and traditional medicine. Thus, alternaltigalth care centres have emerged in the city asdde
nutrition centres, gym and fitness centres, yogatres,Tai Chi centres for improving flexibility,
coordination and stress reduction. Herbal medicimenour therapy, healing touch therapy, stre
management including relaxation and meditationfed@idback, acupuncture including techniques such
EFT (Emotional Freedom Technique) and Pranic agdtar healing have also emerged (IBEF, 200°
Apart from these, also Homeopathy, Ayurveda Sidlifegni, Vipasana and Naturopath are known. Hea
help lines through the media are another way torowg the knowledge on health. NGO’s and oth
voluntary and monetary based counseling are helpspegcially women to regain mental strength. Tl
Satyam foundation uses the Urban Health Posts (ViHR$um areas to run clinics for the poor witkith
own staff after the usual working hours of the puhbkalth facilities. Four UHPs operate in the engs

to cater the health needs of daily wagers, doméstipers or petty shop keepers without affectirg t
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earnings of these workers. Maternal and child aeemajor service offered by this foundation (Ranb
Science XX Round Table conference 2008).

Infrastructure facilities have been increased; tluenber of hospitals from 9209 in 1951 to 4:
322(95-96-CBHlI) in 2000 (Naryan. J, 2006, NatioHalalth Policy-2002, compiled). As per health ca
services, Government expenditure on health ca@bait 0.9% of the GDP; as compared to 3%
developing countries and 5% of developed natioreseRrch further shows that the bulk of health sare
catered by the private sector which is one of Hrgdst in the world with 80% of physicians; 75% ¢
dispensaries and 60% of hospitals (Chadha, Alle, @007). As per health care services, the governtm
expenditures on health care is 1.1% of the GDR;oagpared to 3% of developing countries and 5%
developed nations. Access to maternity servic&4i8% in large capital cities; 68.1% in small @tend
61.6% in towns (NFHS-2005-06). Under five mortalitgte among the urban poor is 57.7% |
large/capital cities; 61.3% in small cities and7?4.in towns (a large city is defined with more thare
million populations; medium-sized cities are thesth 100,000 to 1 million and towns are those vigbs
100, 000 population). Public spending on healthdtagnated at 0.9% of the G.D.P. since the mid-49¢
and the Indian Government'’s per capita expendituane of the lowest in the world (US$ 7, as adair
USS$ 2,548 in the United States Chadha, Alka, 208@ording to the study of Ernest and Young (200
(in Chadha, Alka 2007), the richest one third & gopulation accounted for three fourths of totalgie
health care expenditures. Largely it is the privagetor that possesses 80% of physicians, 75%
dispensaries and hospitals of the total providéilsa Chadha’s recent study (2007) finds that préiven
health care holds an enormous promise for the cbiveaess of Indian companies and for the coustry
global arena.

Now coming to health care and the issue of fallmtg poverty, studies held that escaping from ai
falling into poverty are not symmetric in termsrefisons. Hence two different policies are requioee,
to promote more escapes from poverty and the dtheeduce the number of descents who fall in
poverty due to health care expenses. Krishna (26ff)d in his study on India, Kenya, Uganda ar
Bangladesh that households who were formally wiélfadl into poverty every year due to ill healthd
high health care expenses. Health problems likeerarand catastrophic payments were primary reas
for descents into poverty. 60% of affected persoesorded in villages of Rajasthan, 74% in Andh
Pradesh and 88% in Gujarat blamed ill health, har@ach medical facilities and health care expease
reasons for poverty. The study also found thatsame exceptional community in Panelav village
Panchamala district in Gujarat only seven, a lomenber when compared with other places out of to
of 106 households, have fallen into poverty trap thuinvolvement and help by NGO-run health clin
(Krishna 2007).
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2.2.3 Initiatives for Environmental Health

Initiatives for health include initiatives for goaghvironment too. While man was grown in a natur
state, evolution and intervention of democratitest@nable people today to restore their healthraght.
Many international initiatives focused on healthreélation to the environment. It was the UN Geher
Assembly in 1972 that came out with guiding pritegpof environment where man has a right to
environment of quality; also it insists on man’sydio protect the environment (Chatopadhyay 200W).T
Alma Ata Declaration 1978 viewed health as an irgegart of the socioeconomic development of
country. The declaration recommended for primarglthecare education concerning prevailing heal
problems; promotion of food supply and proper tiaini adequate supply of safe water and ba:
sanitation; maternal and child health care; farpignning; immunization against major health dissast
prevention and control of locally endemic diseasmgspropriate treatment of common diseases &
injuries; promotion of mental health and provisioh essential drugs (WHO 1978). The Worl
Commission on Environment and Development (WCE®B3Ldescribed sustainable development
“development that meets the needs of the preseahbuti comprising the ability of future generatidos
meet their own needs”. Later in 1992 the Earthmitnor known also as Rio conference adopted
action plan for clean water, health, and reductanpoverty. One of the eight UN Millennium
Development Goals of the UN millennium Summit 20P@omises to ensuring environmente
sustainability and reduction of the percentage k& tpopulation under extreme poverty. Th
Intergovernmental Panel on Climate Change (IPCQ)harsizes the importance of social environmen
equity in development (Chatopadhyay 2007). The rivatéional consensus has emerged to redt
incidences/deaths arising out of communicable amygntive diseases, through the UN Millenniur
Development Goals, keeping 1990 as a benchmarkh&3k eight goals, three are health centred: (i)
reduce under 5 (infant/child) mortality by two tifst, (i) to reduce maternal mortality rate by tveaifths;
and (iii) to combat human immunodeficiency virusfiaiced immune deficiency syndrome (HIV/AIDS)
malaria., tuberculosis (TB), and other diseaseswdtyonly halting their rising incidences but alsp b
reversing their speed. The seventh goal of the UMeiium Development Goals is to ensur
environmental sustainability. This includes accégswater and sanitation. A Joint Commissio
International (JCI) was launched in 1999; curreryl surveys nearly 20,000 health care progral
through voluntary accreditation. The World Healttg&nization (WHO) designed the Joint Commissic
International and the Joint Commission on Accreiiteof Healthcare organizations (JCAHO) as i
collaborating centre for patient safety in 200%dently in India the Indraprastha Apollo hospib|hi;
the Apollo hospitals in Chennai and Hyderabad;Akan Heart Hospital and the Wockchardt Hospital



Mumbai and the Flortis Health care in Mohali arecradited for a quality drive approach (Joir
commission resources 2007 in Health Care 2007).

National initiatives for health and environmentahgation can be traced back to pre-independer
times where a sense of need for potable water attdrbsanitation for the British army was identifie
(Ramasubban 1982). The Bhore committee in 1944tladEnvironmental Hygiene Committee in 194
focused on water, sanitation and public health. isEdnstitutes as the Malaria Institute of Indiali956,
the National Tuberculosis Institute, in 1960s Nadilboinstitute of Health and Administration in 19&4d
All India Institute of Hygiene and Public Healtt980 were established (Banerji, 2005).

The National Five Year Plans initiated health pamgmes either directly or indirectly viz. the Cehtr:
Rural Sanitation Programme (CRSP), the IntegratemlalRSanitation Programme (IRSP) and tF
International Drinking Water Supply and Sanitatibecade (1980). Though water is a state subje
nearly 40% of the total investments by centrescarevater. The 73 Constitutional Amendment vestec
enormous powers to Panchayati Raj Institutions. iMéale, sector reforms have been introduce
reforms supported the processes introduced by latelt@al and bilateral projects. The Ninth Plan @99
2002) Working Group endorsed this. The sector refisrnow being implemented as the Total Sanitati
Campaign (TSC) involving all stakeholders. The" Tonstitutional Amendment 1992 on urban loc
bodies (ULBs) provides for constitutional statuspahcial powers and devolution of greate
responsibilities for municipalities. It furthermopeovides state legislature to guide state govenmsn®

assign various responsibilities to municipalities.

Table 2-3: Evolution of maternal and child health pogrammes

Year Milestones
1952 Family Planning Programme adopted by Govindif (GOI)
1961 Dept. of Family Planning created in MinistiHealth
1971 Medical Termination of Pregnancy Act (MTP Adi971
1977 Renaming of Family Planning to Family Welfare
1978 Expanded Programme on Immunization (EPI)
1985 Universal Immunization Programme (UIP)+ Natiic@ral Rehydration Therapy (ORT

Programme

1992 Child Survival and Safe Motherhood Program@@e3M)
1996 Target-free approach
1997 Reproductive and Child Health Programme -1H{HRE
2005 Reproductive and Child Health Programme -2HRE
2005 National Rural Health Mission

Source: own compilation
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Further, Health for all-An Alternate Strategy comssioned by ICSSR and ICMR (1980) argued that mq
of the health problems of a majority of India’s ptagion are amenable to being solved through pymz
healthcare centres and community participationctvis recommended for the National Health Policy.

This policy in 2001 aimed at to eradicate yaws B93 eliminate leprosy by 2005; eliminate kal
azar by 2010 and eliminate lymphatic filariasis 2815; reduce mortality by 50% on account of TE
vector and water borne diseases by 2010; redusmlpreee of blindness to 0.5% by 2010. The Natior
Health Policy (NHP) nevertheless prioritized reductof less than five years mortality, materns
mortality and communicable diseases, but it isnsitewards non-communicable disease (Mishra). T
National Population Policy (NPP) 2000 focused omila planning, maternal and child health. It i
through unmet needs of contraception, healthcdrasimucture, health personnel; integrated deliery
basic reproductive and child care services.

Recognizing the importance of health in the proceSsconomic and social development ar
improving the quality of life of our citizens, tli@&vernment of India has resolved to launch thedxali
Rural Health Mission to carry out necessary archit@l correction in the basic health care delive
system. The Mission adopted a synergistic approgaielating health to determinants of good heaith v
segments of nutrition, sanitation, hygiene and shfeking water. It also aims at mainstreaming tt
Indian systems of medicine to facilitate healthecaFhe Plan of Action includes increasing publ
expenditure on health, reducing regional imbalandeealth infrastructure, pooling resources, inatign
of organizational structures, optimization of hieattanpower, decentralization and district managém
of health programmes, community participation amche@rship of assets, induction of management a
financial personnel into district health systemgd apperationalizing community health centers int
functional hospitals meeting Indian Public Healtarfslards in each Block of the Country. The Goal
the Mission is to improve the availability of andcass to quality health care by people, especiatly
those residing in rural areas, the poor, womencaidren.

The National Rural Health Mission (NRHM) is an atidais strategy of the government to restructu
the delivery mechanism for health. The strategyhef Mission has been drawn out over a period
almost 6 months through wide ranging StakeholdensGlbations with state governments and planni
commissions. Though NRHM in nomenclature talks ofak health, it also addressed the urb:

populations with common goals; such as

* Reduction in Infant Mortality Rate (IMR) and MatatMortality Rate (MMR).
* Universal access to public health services suahomsen's health, child health, drinking watel

sanitation & hygiene and nutrition.



* Prevention and control of communicable and non-camoable diseases, including loca
endemic diseases.

* Population stabilization, gender and demographianuz.

* Access to integrated comprehensive primary heakhca

» Reuvitalizing local health traditions and mainstréagnAYUSH.

* Promotion of healthy life styles.

Hence NRHM aims to provide for an accessible, d#bie, acceptable and accountable health c
through a functional public health system. It isidaed to galvanize the various components of pgmz
health system, like preventive, promotive and ¢ueatare, human resource management, diagno
services, logistics management, disease managemeérgurveillance, and data management systems
for improved service delivery.

Understanding the need for deprived sections iamdreas a special program called National Urb
Health Mission(NUMH) is proposed to meet the healthllenges of the urban population especially t
urban poor with a special focus on slums. Howeiteg shelved for time being and is proposed to |
included under the twelfth Five Year Plan periottéad of separate programmes as NRHM and NUNM
it is proposed to have a combined programme callational Health Mission (NHM). NHM would
commence as a centrally sponsored scheme in tteyiar of implementation during the Xlplan
period. From the second year onward it would barfoged through sharing mechanism between
central government and state government/urban howdies.

NFHS-III holds that the urban poor suffer from threder 5 mortality rate (72.7) which is higher tha
average (51.9); 50% of urban children suffer fronderweight; more than 60% of urban children mi
total immunization before completing 1 year. Poavienmental conditions in the slums make hig
population density and cause vulnerable diseases dsthma; tuberculosis (TB); also vector bort
diseases (VBDs) and malaria. In order to addressetthealth problems NUHM will work for the
remaining period of the plan (2008-2012). Other aspects of NUHM includeetage of 430 cities
(total) with population above 100,000 people anatestcapitals during phase-l as well as distri
headquarter towns with a population less than T@yhder phase-II of the mission.

NUM focuses on population listed and unlisted urblms; vulnerable population as homeless, ré
pickers, street children; rickshaw pullers, condinn and brick and lime kin workers, sex workemsy
other temporary migrants. NUHM proposes a broathénwaork for strengthening primary public healt
systems, rationalizing the available manpower a&sources, fill gaps in service delivery throughvate

partnerships; regulatory frame work; communitizeidk r pooling/insurance mechanism with |1
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enablement, capacity building of key stakeholdgrecgal provision of services vulnerable poor
improvement in services of IPHS/revised IPHS fobamr areas. It proposes to promote effecti
management with non-Governmental sector (for prafit-profit) to service better the urban poor tigtou
identification of target groups (slum dwellers aather vulnerable groups) preferably through ti
distribution of Family/Suraksha Cards. NUM wouldcearage participation of the community in th
planning and management of health care serviceskian Social Health Activist (USHA) in urban poo
settlement (one USHA for 1000-2500 urban poor pafmh covering about 200 to 500 households).
will ensure participation through community basadtitutions like Mahily Arogya Samiti (20-100HH)
and Rogi Kalyan Smities. It mandates special atiertb construction workers, rag pickers, sex wmske
brick workers and rickshaw pullers.

In addition to above objects under NHM, states uhegide to constitute a separate City Urban Hea
Mission/City Urban Health Societies in view of tfid" Constitutional Amendment, or use the existir
structure of the District Health Society/Mission urban areas. It is proposed to promote urban he:
insurance to meet the costs of surgery and hoggaitiin; quality and cost. NUHM will establish
synergies with programmes like JINNURM, SJSRY, IGD®ptimize outcomes. NUHM aims to provide
for health services through convergence of all camicable and non-communicable disease includi
HIV/AIDs with an integrated planning at city level.

Regarding the budget for health in India, the taetldcation for health was Rs 165, 340 million fo
the year 2008-09. This shows an increase of 15%eimparison to the year before. Rashtriya Swastt
Bima Yojana (a new health insurance scheme) albocRis 2,050 million; this scheme is to provide F
30,000 for every worker in the unorganized secatliimiy below poverty line (BPL). Further the natibn
programmes for elderly has proposed a plan witbwnay of Rs 4000 million. Its related programme
include National Institute of ageing with eight i@wal centers and a department of geriatric mediaed
in one medical college/territory level hospitakiach state (Chandrakanth Lahariya 2008).

The India Vision 2020 envisages access to heatthfoa women and children, eliminating childhoo
deaths from diarrohea by 2010; effective targetiigundernourished children, restructuring malar
workforce to reduce incidence by 50%;improving diestics and treatment of TB; addressing the state
under-equipped, under staffed and under-financedttheare infrastructure and to suggest increasi
public spending from 0.8% to 3.4% of the Gross DstmeProduct(GDP) as per planning commissic
(Government of India, 2002, in Mishra, Srijit) (séather reference National Human Developme
Report, 2001).

The National Commission on Urbanization (NCU), 8%med at a compact city to maintain

sustainable urban form. Compact city means higlsidermixed land use, and efficient public trangpc



planning that encourages pedestrian oriented hemmtaThe Eleventh Five Year Plan (2007-1z
emphasizes those governments at all levels toestiovremove all possible obstacles for equitak
accesses to land. National Transport policy ofdr2l06 recommended transport that is energy afticie

conserves the environment and meets social den{@ha@sopadhyay 2007).
2.3 Recent Adaptation Measures against Climatic Changand Health

Considering today’s climatic changes rooted in tteman need, avarice and automation a
consequential changes in the environment and fiegstedbn global population, useful and new mitigatic
measures are thought by all for the health ofAdlmentioned at the outset, now the question it

caused the damage in the past or in the presenhdwu best all can cope up and coordinate with ec

other for the benefit of the vulnerable population.

“Adaptive capacity is the ability of a system tgued to climatic change, including climate varidliland
extreme to moderate potential damages, to takengalya of opportunities, or cope with the consegesnc
Adaptive capacity may be natural or man-made (Shekl al.2003). For example natural adaptabiliey w
only found in animals, birds seeking their shelggreparing for the forthcoming seasons and in their
migration to seek food or gestation periods. “Chagpgheir adaptation is the degree to which adjesti®
are possible in practices, processes or strucairasystem. Adaptation can be spontaneous or @thrand
can be carried out in anticipation or in respoiselimatic change”

(Shukla et. al.2003).

Approaches to adaptation are mainly of three tyg@se is the impact approach where only &
unidirectional form is used. This means comparifighatic changes with non-climatic factors. Th
second approach is by interacting climatic chawg#s other factors as socio-economic aspects etev N
the recent approach is an integrated approach wdienatic changes are studied in a broader soc
context and environment and looks into the gapsknowledge. This model is called Integrate
Assessment Model (IAM). However research findinggdhdhat these models need to be improved as w
(Rotmans and Dowlatabadi, 1998 in Shukla 2003). fBHewing are some recent adaptations to prote
people from environmental health hazards:

Recent efforts in developing nations to restoreltheare mainly through multi-sectoral initiatives
Though each country has its specific way to addressironmental health, they incorporate
environmental health activities into child healttogrammes, poverty reduction, infrastructure prisjec
(water, sanitation, rural energy) nutrition inihes and through other multi sectoral approachesr(@Vv

Bank 2008). As an example for health activitiesatia to children, the Integrated Management
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Childhood illness (IMCI) was established by WHO asdICEF in the mid 1990’s in countries as Per
Nicaragua, Canandaigua, and Cuzco. Also ICDS imlimtluded hygiene awareness and hand wash
practices for children (Grangoloti et al. 2006 iroNd Bank 2008). In Thailand the national nutritio
programme was able to reduce malnutrition of uriderpopulation from 25% in 1986 to 15% in 199t
This programme also took care of basic primarythe#htrines and clean water; a literacy programmn
agricultural production projects, village developrnprojects as creation of fish ponds or develogrén
water sources and employment during dry seasomsv@tiend Kachondam, 2002 in World Bank 200¢&
Mexico through political commitment is aiming todreee child mortality by 2015 by providing cleat
water and universal vaccination. In this procespr@piate water chlorination of drinking water i
ensured and have banned the use of sewage watepfocultivation (World Bank 2008).

Another way of adaptations are vector control paognes. A review of 40 studies on Malaria he
through a package of multiple interventions for amial, guided by experts in malaria epidemiolog
entomology, vector ecology and land water engimgerieported a high protective efficacies in natias
Malaysia and Africa. In Malaysia personnel fromiagjture, medicine, transportation, urban plannir
and army are also involved in this programme (Flémgmret al. 2004 in World Bank 2008). Africar
vector programmes found that mosquito ecology desathat environmental manipulation b
supplemented by bed nets and indoor residual sgydifiouré 2001 in World Bank 2008). In Vietham
dengue control programme was successful througbhiament of technical experts, health worker
school teachers and school children who particpateawareness of mesocyclops (Das Gupta et
2006; Ha and Huan 1997; Kay and Nam 2005; Vu ahdrst2005 in World Bank 2008).

The role of local governments too are evolving tonpote an integrated approach to health a
provide civic amenities related to environmentalltie Active participation of local government thgh
intersectoral coordination between health and otiggrartments helped in improving health (Malaviy
and others, 2006 in World Bank 2008); mobilizatioh citizens and health support activities lik
collecting disease surveillance information; dissetion of public health message are some examiples
west Bengal local governments used NGO’s to sepmghit “sanitary marts” and was successful i
adoption of personal latrines (Majumdar 2004 in Wddank 2008). The role of locals governments
increasing to strengthen communication and advqceaxyrient environmental health work force an
establish and enforce regulations. Unlike a cenaigy, the role of health force is reoriented thioug
service training; in South Africa the role of héatifficer varies from law enforcement to communit
participation and development (Mathee, SwanepoglSmart 1999; Thomas Seager, and Mathee 200:
World Bank 2008).



A good web of institutions, infrastructure servicg®od living standards, livelihoods, throug
provisions for water, sanitation, drainage, anddswulaste collection and regulations to protectthaé
segments of populations are the measures gendakign by high income nations to protect all tr
segments of the population. Infrastructure provisiovestments and insurance methods for housing :
infrastructure working against impacts of disasties floods, earth quakes and other risks in retato
injuries and deaths and those are much reducedtauevestments in high income nations. The:
countries also ensure aspects like sanitation, matpply, health care provisions and prevention a
rehabilitations against disasters:

Inclusion of all channels to enhance quality cdntthat means not simply complaining tc
government officials in case of a general/healtik,rbut involvement of other channels like lawyer
ombudsmen, consumer groups, and others in civiesgare some other measures. Coverage of servi
is an advantage for all as it maintains the statsjaspecially for vulnerable sections.

Investment means investing in environmental suahality and disaster management but not simp
aiming at economic growth (Elliot 2008). China’s m&igration amounts to 17 million by 2000 throug
its market-driven movements (Mc Granahan et al.).

Regulatory work: In some high income nations regoits ensure occupational health, safet
pollution control playing key role in urban planginPartnerships with low-income groups by loc
Governments demonstrate cheaper ways to meetrieenls (D’Cruz and Satterthwaite, 2005; Has
2006).

In adaptation and protection of urban environmehtdlth is a measure adopted by high incor
nations as a role of good urban Governance.

Good provision for storm and surface drainage, laselmanagement, use of parks and other area
open space to accommodate floodwater and some fleéehses and building institutional capacity
another measure in high income nations. So do Boo-pttitudes at the times of disasters and
preventions.

Mechanisms to design internal temperature contnodl anstitutional capacities against higl
temperature due to climatic change is another measvhich protects people from heat-stress tf

affects health and productivity (Satterthwaite, 200
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3 Methodology

The objective of the study is to assess the enmsortal health risks in Hyderabad in the context
global changes. Thaib-objectives are
e to assess the inter-linkages between livelihootepaand health of the people in Hyderabad
» to correlate the factors associated with growth exjgansion of urban areas and its inter-linkag
with health.
« to look at the changing life styles of people apdlth
» to explore the availability of health facilitiessva-vis accessibility and affordability of the p&op
and
» to discover the alternate networks adopted by getmptombat health crisis.
The present study is empirical in nature and wawdgoted in the metropolitan city of Hyderabad. .
stratified random sampling method is used for #lection of the area and as well for the househtlas

following four different areas of Hyderabad areesétd for the study based on the period of settiéme

» Long standing settlements (Hyderabad Old City -aNiz era)

Middle class settlements of (Hyderabad Gandhi Nagapresents independence era)

* Lower middle class settlements (Industrial areataRcheruvu)

Recent settlements (Cyberabad - represents pasbeio liberalization era)

In each of the region one slum locality and one-slom locality is surveyed.
To test the above said objectives, the data i®c@lt through the following methods. Both quantiat
and qualitative methods of data are used for tieyst

e Household survey

e Focus group discussions



* In-depth Interviews

Picture 3-1 FGDs with men Picture 3-2 FGDs with women

Standardized schedules are prepared to collectitptare data during the household survey.
Before finalizing the schedule, pre-testing wasried out to assess the quality of data that w
obtained with the help of the tool. In each logabD households are canvassed for the study frarn e

locality; a total of 200 households are covered.

Picture 3-3: One of the respondent's house at Pattaheruvu

A group of students currently pursuing researchna of the universities of Hyderabad were seleated

investigators for collecting data. These studengsewnitially trained systematically on the objeeti
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sampling frame and each component of the structywedtionnaire. After assessing the capabilitigh®f
investigators, the best competent persons weretedléor the data collection procedure. In eachllbc
2 focus group discussions were carried out seggifatemen and women.

Providers’ perspectives on environmental healthasibns were collected by in-depth interviews. £
least two individuals in each region were intenaewin-depth to understand societal hindrance

accessibility, affordability, household situatiomdaindividual traps in sustaining health.



4 The Greater Hyderabad Municipal Corporation: A Profile

4.1 Historical Background

From nawabs and pearls to the world's hi-tech hapgepoint, the city’s journey is fascinating: th
metropolis is coming to terms with itself in thewnenillennium. The history of Hyderabad district wa
inextricably bound up with the rise and fall of iars kingdoms, which flourished in the Deccan darir
the medieval and modern times. The Kakatiyas ofaiMgal were the first important rulers of this pafrt

the country between 1150 and 1323 A.D. MuhammedFaighlak, who broke the Kakatiya power ir
1323, held sway for some time after which the raypart of the Bahamani Sultan held the Deccan f
about two centuries. On their decline, the Baridgrkingdom rose to power, which, for unknow
reasons, dwindled by about 1609. Then the famoualXahahis of Golkonda (1512-1687) and its reic
opened a glorious chapter in the annals of Hyderalpa ruled the Deccan for almost 171 years. Itiwas
the reign of the fifth descendent of this dynastyyhammed Quli, that the nucleus of Hyderabad cit
renowned for its magnificent mansions, had beahifail589 A.D on the river “Musi”, five miles (8 Km

east of Golconda.

L
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Picture 4-1 Palace during Nizam period  Picture 4-2 Qutubshah tombs
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It was as big as England & Scotland put togeth&he rule of seven Nizams saw the growth
Hyderabad both culturally and economically. Cha@amirthe iconic monument of the city, was built i

1591 reportedly in gratitude to the almighty foresting the plague epidemic before it caused irsvie

damage to his new city.

Picture 4-3 Old Bridge on Musi river Picture: 44 Charminar

The Purana Pul (old bridge) spanning the Musi wai#t b few years enabling quick travel betwee
Golconda and Hyderabad. The early history of Hgldad is inextricably intertwined with the history o
the Qutub shahi dynasty. In the early 17th centbiyderabad became a centre of a vibrant diamc
trade.

Qutub Shahi Sultans contributed to the growth aedetbpment of Indo-Persian, Indo-Islami
literature and culture and also to the local telugture. In the 16th century the city grew t
accommodate the surplus population of Golcondaemethtually became the capital of the Qutub She
rulers. Hyderabad became known for its gardense@élaghs) and its comfortable climate. Visitomnir
other lands compared the city to the most beautitylof Isfahan in Iran. Mir Osman Ali Khan fourtle
the eponymous Osmania General Hospital and Osnulmieersity-- the first modern university teaching
in an Indian language (Urdu) and the first univgrsafter ancient Nalanda and Takshashila. Hu
reservoirs like the Nizam Sagar, Tungabadra, Os&amar, Himayat Sagar and others were built. Sun
work on Nagarjuna Sagar had also begun duringithis.

However, towards the close of the™dentury the fortress of Golkonda fell to the swofdAurangazeb

(1687) who made it a part and parcel of the Mudtmapire and nominated Chin Kalich Khan (Asaf Jha
as Subedar of the Deccan, who in turn, made hintiselimaster of the Deccan after inflicting a sign
defeat on Mubariz Khan (who was secretly instrudigdhe Mughal Emperor) in the famous battle



Shakarkheda on the "t Dctober 1724. This battle, which was renamed Fetikby the Nizam-ul-Mulk,
marks the establishment of the Asif Jahii Dynasiy with it the establishment of an autonomous Decc
It also marks the end of the medieval period intitstory of the Deccan and the commencement of 1

modern period, which was identical with the endhef Mughal hegemony and the definite establishme
of the Asif Jahi rule.

Picture 4-5 Mosque

Picture 4-7 Inside Salarjung Musuem Picture 4-6 High court

The state and the dynasty founded by Asaf Jhalu-etatributed to the evolution of the Hyderabadesta
He also instituted the title of the Nizam which Hagtome since then the hereditary and dynastecdiftl
the successive rulers of this state and thus, tanbe the founder of the house of the Nizams (1724).
In 1869, for the first time the Kotwal-e-BaldiagtiCity Police Commissioner used to look after tt
Municipal Administration. In the year 1869, Sir &alJung-l, the then Nizam has constituted tl
Department of Municipal and Road Maintenance anchumicipal commissioner was appointed fc
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Hyderabad Board and Chadarghat Board. By thengitiiecovered an area of 55 square kilometers a
had a population of 350,000. In 1886 Chadargatrhedahadarghat Municipality.

In 1921 Hyderabad Municipality has increased tog8ds. These two boards were amalgamated
the year 1933 into a corporation and given stayustatus under the Hyderabad Municipal Act. In 19:
for the first time elections were held for munidipgarporation and a standing committee was appaint:
In 1937 Banjara Hills, Jublee Hills etc mergedidublee Hills Municipality. In 1942, the Corpouati
status was removed due to certain issues. In 1@4Gr8erabad Municipality was formed. The distri

remained a part of the Nizam’s dominion until ithme part of the Indian Union in 1948.

~,

ADILABD

INDIA

Figure 4-1: Location of Hyderabad district in Andhra Pradesh State, India

In 1951 it became corporation. In 1950, two sepgacatrporations were created under the Hyderak
Corporation Act, 1950. One for the city of Hyderdkend another for the city of Secunderabad. The
two corporations were again merged into a singhkpa@tion by the Hyderabad Municipal Corporatio
Act, 1955 It was finally merged in the enlargedestaf Andhra Pradesh orf' November 1956, when the
sovereign independent republic of India implementsel States’ Reorganization Act with a view c
redrawing the political map of India, delimitingdaalienating the boundaries of the states so agetd
together the people speaking the same language.

The district of Hyderabad was bifurcated into twstricts with effect from the 25August 1978 as
Hyderabad Urban and Hyderabad Rural. Subsequdlgistricts of Hyderabad (Urban) and Hyderab:
(Rural) were renamed as Hyderabad district and &augly district respectively. All the rural areds ¢

Hyderabad district have been included in Rangaredidirict, while the area under the Municipe
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Corporation of Hyderabad (excluding a small p&gcunderabad Cantonment and Osmania Univer:
are included in Hyderabad district. From 1956 tard#a2007, it underwent many changes and provid
services to citizens by dividing the city in fouores and seven circles. In 1960, the budget of

Corporation was 1.5 crores Rs. and it has raisd®@@0 Crores within the following 45 years.
4.2 Greater Hyderabad Municipal Corporation

The Andhra Pradesh government in April 2007 annednibe merger of 12 municipalities within th
limits of the Hyderabad Municipal Corporation (MClhd the constitution of the Greater Hyderab:
Municipal Corporation (GHMC). From April 2007 onvdsr it became the Greater Hyderabad Municip
Corporation based on notification released on 1&phil 2007 by the state Government of Andhr
Pradesh. The city is divided into fived zones (udohg North, South, Central, East and West) and
circles to provide better services.The city hasagrdrom 175 to 650 square kilometers. It has merg
into 12 municipalities. The population of the asgy6,700,000 as compared with the earlier area GHVI

which had 172.6 square kilometers with a populatbdd,500,000. The following municipalities whick
are in the Rangareddy and the Medak district ane neerged in the Greater Hyderabad Municip

Corporation.

« L.B. Nagar o Kukatpally

* Malkajgiri * Ramachandrapuram
e Quthbullapur * Uppal Kalan

» Patancheru * Alwal

* Gaddiannaram » Serilingampalli

* Kapra * Rajendranagar



Figure 4-2: Mandals in Hyderabad

Picture 4-8 Birla Mandir

Picture 4-9 Budha Statue in Hussair
Sagar lake
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Table 4-2: List of Mandals in Hyderabad District

ZONE1 ZONE 2 ZONE 3 ZONE 4 ZONE 5
Abids Habsi guda Dilsuknagar Gudimalkapur Amberpe
A.C Gards Lalapeta Malakpet Karvan Tilaknagar
Baghlingamplli | Musheerabad Langar house
Basheerbagh Mettuguda Mehdipatnam
Dool peta Nacharam Tolichowk
Gowli guda Padmarao Nagar
Liberty Tarnaka
M.J market Warasi guda
Naryanguda
Ramnagar
ZONE 6 ZONE 7 ZONE 8 ZONE 9 ZONE 10
Alwal Hyderguda Ameerpet Kukatpally Boggulakunta
Bowenpalli Rajendranagar Banjarahills  Zone 9(A) IHaggampalli
Sikhvillage Borabanda B.H.E.L Barkathpura
Tadband Jublihills Chandranagar
Tirumalgiri Motijinagar | R.C. Puram
West maredpalli Sanathnagar

S.R. Nagar

Yousufguda

The GHMC is headed by a commissioner who will lsemior IAS officer. As the reorganization of th:
administrative set up for the Greater Hyderabad iMpal Corporation is likely to take some time and
order to ensure that there is no disruption antbchsgion of civic functions, the state governmeas h
decided to re-designate the municipal commissiooktise 12 municipalities as deputy commissionérs
GHMC. As an interim measure, he said, the erstwdnéas falling within all the 12 municipalities wdu
be treated as administrative zones and the deptynissioners would be delegated with necess:

powers to effectively look after the day-to-dayicifunctions in their respective zones.
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Picture 4-10 Modern Hyderabad Picture 4-11 Hi-Tech city

Asserting that the state government would not emeehe burden of taxes on the citizens of the GHNM
the information minister said that the new munitiparporation would continue with the old area-wis
taxation system. City-level systems like a majaadranetwork, water supply, sewerage and draina
urban transport and an environment system, thesteinsaid, cannot be done locally and need to
tackled in an integrated manner by an appropriat& ananagement structure. Hence, the ste
government is implementing a Rs 28,000-crore maséer that includes the Rs 5,000-crore 162-km ou
ring road (ORR), a Rs 2,000-crore sewerage infiesire plan and a Rs 500-crore elevated expr
highway, which are all under various stages of graent.

The Hyderabad district is situated on 17020" of tleethern longitude and 78030' of the easte
longitude above M.S.L. and on among the world’sstdyrey and pink granites. The highest point e t
city is Banjara Hills, 2026' above M.S.L. The cantdevel falls gradually from west to east creatin
almost a trough near the Musi river which runs tigio the city. This natural feature facilitates wat
supply by gravity.

Furthermore, it is charecterized by an averageagimv between 500-600mts. Being the general sic
towards the east, the topography is rugged paatiguin the eastern part. Quite contrary, the magmnt
of the district in the east is obviously noticedhave congested settlements under the urban syster
Hyderabad. Drainage features of the district ineltide Musi River as well as Hussainsagar and M
Alam-Tank. Geographically, the district shows a@maeocks specified as cordierite genesis, horadblel
biotite and unclassified crystallines. Soils of tistrict relate to ustalfs-tropepts. Thus, in vieWits

physiographic personality as well as its existiagd use pattern, the district has been sub diviled



two sub micro — regions i.e. the West — South Hagddad urban area and the Hyderabad Municiy
Corporation.

The chief river of the district is the Musi. It &S in the Ananthagiri hills and flows almost eas
passing through the middle of Hyderabad city. Fynahe river joins as a tributary to the greateriv
Krishna near Vadapalli in the Nalgonda district.réservoir called the Osman Sagar across the ri
Musi, and another one the Himayat Sagar acrossuieEsi, a tributary to the river Musi and the&uir
dam constructed across the river Manjira, which isibutary to the river Godavari, are the sourgks
water supply to the twin cities of Hyderabad andudelerabad.

The climate of the district is fairly equitable. &hemerging of constructions, the rapi
industrialization, industrial pollution and the migss destruction of trees by M.C.H under the sehefm
road widening, make the city hotter and the climateatic. In the year 1999-2000, the maximu
temperature was 39© and the minimum was 14.2. The district recorded an actual rainfall of B4
mm as against the normal rainfall of 786.8 mm. Bgithe Southwest monsoon the average annual m
rainfall is 390.2 mm; the Northeast monsoon briags3 mm; during the winter period it is 67.0mm ar
during the hot weather period 60.1 mm.

There is no forest area in the Hyderabad DistAista consequence of the general hot and dry clim
the flora of the district shows xerophytic adamas. Since the district rapidly urbanized, theres wa
scope for developing forests. It was recorded dinging the beginning of fdcentury, the district with its
low scrubby jungles was home of leopards, bearsn&ay and occasionally tigers while in the more op
plains the antelope was found in plenty. Due tadrapbanization, the forests disappeared in tis&idi.
However, there is a famous Nehru Zoological Pareaqh over 123 hectares. This is one of the bigg
zoological gardens in the country. The main obgcthe park was to provide natural habitation te tt
various species of animals of wild and mild typsscured and reared by the zoo authorities. There
nearly 1100 animals, carnivorous as well as herbiv® and birds in large mooted enclosures. T
adjoining Mir Alam tank was convened into a chamnirive lake for the visitors. The Pre-histori
animal park, the ancient life museum, the natuistbhy museum and the lion safari park are soméef
attractions.

Hyderabad district is different from other distsiatf the state, in respect to agricultural actpgti
Most of the people of the district are engageddnagricultural activities i.e. predominantly empes,
industrial workers, businessmen etc. Thus the aneler agriculture activities is only 142 hectarBse
total geographical area of the district is 19,968tares, of which the land put to different usee Thops

raised in the district are rice on 37 acres, prouu89 tonnes.
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The major part of the population in the districpdeds on the industrial sector. There are 28 lat
and medium scale industries employing about 23@&8ons; 633 units of small-scale industries &
employing 2,600 persons operating in the distbeiring the year 1994-95 and 1999-2000, 574 factor
were registered employing 17,768 workers.

The Hyderabad Metropolitan Water and Sewerage Wenissires supply of water to the citizens ¢
the twin cities and the suburbs. The main sourtgsatected water supply to the Hyderabad citythee
Osmansagar and Himayathsagar, Manjira and Singersti The water is not found to be sufficient foz t

users. Therefore, bore wells are found in everkraow corner of the city.

Picture 4-12: Singur Dam, water supply to Hyderabad

Hyderabad is rated as Al city (GOAP and CESS, 200ith its about 7 million inhabitants. Hyderaba
ranks 4% among the largest urban areas in the world (Deapga, 2009). Out of the total population c
the district, all persons consisting 100% of tistratt population, are treated as urban populataanthe
entire district is urban, consisting of three towns., Hyderabad Municipal Corporation, Osman
University, Secunderabad cantonment Board and @plber Among these four towns, the Hyderab:
Municipal Corporation has the largest populationtHis regard, the district is rankell 5Furthermore,
the district has recorded a decennial growth r&@1o/% against the state average of 14.6%. Duheg
1961-71 decade, the Hyderabad District recordedwatt rate of 44.7%. Though the Hyderabad Distri
is the smallest one in area, it has recorded alvigty growth rate. When we recast the populatigaris
of the earlier censuses with the present jurisalictit is seen that the district has all througborded
considerably higher growth rates than the stateageeduring all the previous decades except dur
1911-21 and 1951-61. Incidentally, during the decd®61-71 the district has recorded the highe
growth rate of 44.7%. There is an increase indafsytation by 32.2%, for, as per census 2001 it wids
5.7 million. In comparison to AP, Hyderabad (MCHjsha very high population density (Ramachandric



2003 in GOAP and CESS 2007). In Hyderabad city 25f%he population are migrants as per 20(
census due to advantages for trade/business (GOWPC&SS 2007). Hyderabad is with 79.2% «
children in the age group 5-14 (Census 2001). dgreak of urbanization is generally measured inger
of percentage of the urban to the total populat@nall districts. However, the Hyderabad Distrist
purely an urban district. The trend during previalecades reveals that it recorded a higher level
urbanization than all the districts in Andhra Prdstate. The density of population of Hyderabattidt
was 17,649 persons per sg.km in 2001. At 1991, #isocorresponding figure was 14,497 for tt
Hyderabad District, which is the smallest distncthe state in terms of the area occupying or3@ of
state area. During the same period, the AndhraeBhastate increase was from 242 per sq.km in 199:
275 in 2001 recording a 13.64 percent increase.ekymhd being the state capital and industria
developed has a considerably large population fogrbi0% of the state population.

The sex ratio for Hyderabad district is 963 (numblefemales per 1000 males), lower than the st:
ratio of 978 females per thousand males at 2005 @eWhen compared with other districts, the sta re
for Hyderabad district is generally not favourabldefemales and this has been the phenomenon dui
earlier decades. The possible reason could beighddvel of urbanization and male migration.

Coming to the literacy rate, it is defined thatesgon who can both read and write with understand
in any language is to be taken as literate. A pgrato can merely read but cannot write, is netéite. It
is not necessary that a person who is literate ldhoave received any formal education or shouldeha
passed any minimum educational standard. The distdas 78.8% literates. This percentage of litere
population is more than the state average of 60.5é&-wise analysis of the effective literacy ratic
reveals that male literacy is 83.7% while for feesait is 73.5%. District level comparison indicatieat
Hyderabad district accounts for the highest litgnate in the state.

The work participation rate in Hyderabad distrgt29.2%, which is lower than the state average
45.8%. Again, the percentage of main workers statd&7.0% as against the state average of 38.]
Work participation rates separately for males arddies are 47.3% and 9.9% respectively. The loel le
of work participation rate in Hyderabad is attrigaitto a very high proportion of non-workers. Amon
workers, the percentage of cultivators has recodd@dat 2001 Census, while the percentage of werk
in the household industry is 3.0. The percentagagotultural laborers has been recorded as (20@it
Census. This low percentage is mainly due to twexsion of agricultural land to non-agriculturahd
with the fast growing of new housing colonies ambtine city. Subsequently, work participation rate
the “Other Workers” is 95.4%, because of largeesgadlustries that are set up in the district whaoh of

national importance and provide large-scale empénfor technical persons from within the city an
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also outside areas. The overall growth of employmier?.67%. Hyderabad's growth of employmer
coincided with the growth of population during 192001 (GOAP and CESS 2007).

The per capita income of Hyderabad has been inaggsteady, particularly during the last decad
Hyderabad is the second with higher per capita @DE5,743 preceded by Visakhapatnam with highe
as 17,504 GDDP for the year 2005-2006 (DES, Hydetalsed in GoOAP and CESS 2007.

Table 4-1: Per-Capita Income of Hyderabad District

Per-Capita Incomes(1993-94 to 2001-02) (1993-9epji
1993-94 7686
1994-95 8238
1995-96 8379
1996-97 9009
1997-98 9774
1998-99 9984
1999-2000 11403
2000-2001(R) 11881
2001-2002(P) 12567
2005-2006 15743

Source: Planning department, GOAP

The demographic and health profile of the distisctinique. The district reached below a replacem
level of fertility (1.9), the growth of the city imainly attributed to in-migration. The district 190%
urban and attracts a large proportion of peopla employment opportunities.

Around 5 percent of the boys and girls marry befegal age at marriage and mean age at maurri
for boys and girls is 25.9 and 21.7 respectivelyeiOthe years, Hyderabad has achieved signific:
improvement on various health aspects. In an oventy years period (1985 to 2005) the Crude Bir
Rate (30.6) and Crude Death Rate (10.3) decline2Dt@ and 9 respectively. Total fertility rate (TFR
was 1.9 in 2001. Infant Mortality Rates have alsoven a steady decline from 83 in 1985 to 23 in 20!
and expectation of life at birth increased from55® 62.5. The Reproductive Health Index is 978le
year 2001 (GOAP and CESS 2007).

The Hyderabad District, being fully urban and mafsits area forming the capital city of the Andhr.
Pradesh state, occupies the unique position inigiray medical services to the people. There areeso
hospitals which are since long experienced and delkeloped in the twin cities. The Osmania Gene



Hospital, the Gandhi Hospital and the Nizam’s bus& of Medical Sciences are some of the mc
important among the 317 medical institutions. Thare different categories of medical institution:
which include government hospitals, dispensariassing homes and family planning centers. The to
bed strength available is 5,651, catering to trelaef the urban population. Apart from the abcoee
specialized hospitals dealing with diseases suaaaser, T.B., mental disorders, chest diseaseslstc
exist. The Sarojini Devi Eye Hospital and E.N.T.ddtal are one of its kinds in the country. In didadi
to the above, certain institutions affiliated toaonn ayurvedic and homeopathic systems are a
functioning. The government as well as private ftatpare having family planning centers underrthe
control.

As per health care it has more private facilitiest ttcause an increasing burden to the poor dueeto
lack of primary health care centres in city (GOARIa&CESS 2007). According to the governmen
policy, there should be one sub-centre for eved@® people, one primary health centre for everp@D,
people and one community health centre for evel,Ad people. The district is far short of thes
requirements. At the same time the National HeRltlicy 2002 aims to increase the usage of pub
health facilities from the current level of lessuth20 percent to more than 75 percent by 2010.eGtlyr
in the district there are 73 government institusioh677 private; 11 teaching hospitals and oneiclist
hospital; three area hospitals; three urban hdspaad 53 urban sub centres in the distiact the
maintenance of health care (GOAP 2006). By the 880, public hospitals were losing their place
primary providers of inpatient care and peopleectlincreasingly on private services. Sixty pera&nt
people avoided the government's Health Centresaltiee lack of medicines and long distances. Narsi
homes and hospitals started coming up and thetprsector has become the major source of curat
services in urban areas. Slum settlements withencity are totally dependent on private services f

treatment. Even in city a substantial section efgbor are served by 'quacks'.



Table 4-2: Health Infrastructure in Hyderabad

S. Type of Hospitals No. of S. Type of Hospitals No. of
No Hospitals | No Hospitals
1 No. of DME Hospitals | 12 9 ALLOPATHIC
2 No. of APVVP|4 a) No. of Generil 2
Hospitals Hospitals
3 No. of Urban Health 60 b) Hospital for special Treatment
posts
4 No. of Maternity| 5 [ Maternity Hospitals | 2
Centres
5 No. of Pediatric Clinics 1200 ii T.B. Hospitals 1
(Private)
6 AYURVEDA iii Eye Hospitals 1
No. of Dispensaries 8 iv ENT Hospitals 1
No. of Doctors 23 % Institute of Mentall
Health
No. of Out Patients 2,50,212 Vi Institute of Tragicl
Diseases
7 UNANI vii Women and Children 1
Hospitals
No. of Dispensaries 16 viii | No. of  Cancer5
Hospitals
No. of Doctors 24 iX No. of Dentall
Hospitals
No. of Outpatients 4,79,096 C) No. of Beds 5651
8 HOMEOPATHY d) Doctors per lakh 11.25
No. of Dispensaries 11 e) Beds for Lakd6.91
Population
No. of Doctors 16 f) Total out patients 11,57,16
No. of Outpatients 4,27,857

Source: Hyderabad Health Action Plan, Governmewtrathra Pradesh,2005-06.
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The organization structure of the District Healtid éMedical Office is given in the table 4-4. Th

structure is designed based on functions at thddueaters level. However, the DM&HO is assisted |

two deputy DM&HOs along with other program officeiar implementation of all programs in the
district. An additional DM&HO functions under DM&HCexclusively for the Family Welfare

Programme. There are specific programme officers.



Table 4-3: District medical & health office (family welfare)

DISTRICT MEDICAL & HEALTH OFFICE (FAMILY WELFARE)

1 Dist. Medical & Health Officer ’

Additional DM &H O
FW & MCH

)

o ar Dist. Imm. Officer
Admn Officer Statlstltlt:a{/\(;) iflier 2 MCH Project Officer Dt. Dt. Ext. Med.
UIP-1 Trg. Officer
/" Suptds N A e N N
Sr Assts ) Health Edn Officer Dy. DEMO (M)
Ir. Asst Dy. Stat Officer DPHNO DPHNO Dy. DEMO (F)
Typists
\ J J \ J X J

Community Health Centres
Primary Health Centres
Urban Family Welfare Centres

P.P. Units

6



Table 4-4: Organisational structure at district lewel (health)

ORGANISATIONAL STRUCTURE AT DISTRICT LEVEL (HEALTH)

District Medical & Health Officer J

District Leprosy o
Addl. DM & HO District Malaria Officer Offcer Distrct T.8.
Officer
| | | 1
( N[ A
Adm. M.E.M.O
Officer Dy. M.E.M.O (M&F) Dy.DM&H.0 DIO
Admn SO (FW.)
| VAN | J
( N ( soulp) )
CHCs DPHNS
U.P.H.Cs T
L PHGs )L ),

Source: Functionary Manual; Family Welfare Dept., Directorate of Health;
Published by Dr. MCRHRD Institute of Andhra Pradesh



Table 4-5: Staffing pattern at the PHC

Staffing Pattern at the PHC

PHC MO

CHOI MPHEO

A

' ' ' ' '

PHN Phamacist Staff Nurse Lab Tech Driver

MPHS (M)  |«—I— | MPHS (F)

l l
¢ 1 ¢ ¢ x 1

SC SC SC SC SC SC
MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW | | MPHW
M) ) M) ) M) ) M) ") M) ") W) )

Under NRHM a lot of focus has been given to envimental health; hence different committees ¢
various levels were formed. Convergence and coatidin with other departments engaged in improvir
health and quality of life of women and childrerCIR-1l project components have been designed wih 1
clear understanding that they will be implementedcliose convergence and coordination with oth
departments and agencies like the Woman Developraedt Child Welfare, APRP (Velugu, Rura
Development) Department, Tribal Welfare Departnetot

The district level committees are interested in iooimg and review of projects implemented by
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most social and developmental departments at wteadilevel. Similarly, the district collector the
ex-officio chairperson of the district RCH socieBistrict level convergence workshops involving all
connected departments are held from time to timensure proper convergence of all departments an
seeks cooperation in smooth implementation of ptaetivities. The health department convergences
with rural development departments in oral rehydratherapy/acute respiratory infection(ORT/ARI)
campaigns for promotion of use of smokeless chddiathe rural people which can considerably help

in prevention of Acute Respiratory Infections ifieints among the rural poor.

D.E.O
Project
Director
(D.R.D.A) ‘ Collector
District
Level
NGOs / \ 2pp
Project
D.M& Director
HO (IcDS)

Figure 4-3: Convergence Action Plan at district legl

School teachers are being involved in school hgaltgrammes. Especially their assistance is taéen
health examination of students within schools tntification of any health problems and supparts

treatment aspects.

Convergence with Women and Child Welfare Department. Anganwadi workers are responsible fo
the identification of children with malnutrition dmaintaining growth chart and supplementary natrit
to children. They are helping ANM with the immurtiba of children and with community mobilization.
They are involved in other maternal and child Heaare interventions like creating awareness ¢
adolescent health issues, age at marriage, natatid prevention of anemia.

In addition to the above mentioned departments’peaation of other departments like rural watel

supply department, revenue departments and muhienghorities are obtained in prevention anc



control of gastro-enteritis and diarrhoeas in tistridt.

Convergence with in the Health Department.The district level committee consists of District
Medical and Halth Officer (DM &.HO) and other pragn officers under his control. The district
coordinator .and superintendent of hospitals urter control of Andhra Vydya Vidhana Parishad
(APVVP) meet once in every two months to plan, iempént and monitor the RCH-II program in the
district for the necessary coordination at theratistevel.

The decentralization of the health sector to thadeaof the state from central level has tw
perspectives; one to make lower governments resgen®r better services and also to see the loc
needs and preferences; the second focuses onipetrdo of local democracy and implementation of
public policy (Jos Mooij and Sheela Prasad). In the Department of Health Medical and Famil
Welfare consists of various directorates. The thnmegortant ones are: the Directorate of Health; TI
Commissioner Family Welfare and the Andhra Vydyahéna Parishad (APVVP). Primary health ca
will be taken by the Directorate of Health (Do Hyhich implements vertical programmes; Th
Commissioner of Family Welfare looks after familyjapning, pre and post national care ar
immunizations. The APVVP is responsible for theas®tary care of hospitals in the districts and &k st
district level (area hospitals and community heakhtres). The Directorate of Health Care empldlys
doctors; neither APVVP nor the Commissioner of Hgelfare has its own medical staff. The doctol
working for APVVP are the persons on deputationmir®oH; the Commissioner Family Welfare
implements its programmes through personnel of Qim4 Mooij and Sheela Prasad 2000).

In view of financial viability, quality of care ipublic hospitals and guidance of the World Ban
health sector reforms are introduced in Andhra &hdOf these, the Andhra Pradesh Vaidya Vidhe
Parishad (APVVP) emerged in 1986 as an autonommaiution for the management of secondary lev
hospitals and to grant financial and administratiueonomy to secondary level hospitals. Anothesrref
was launched by the Andhra Pradesh First ReferealltH System (which was launched in turn by tf
World Bank Aid). The aims of the project includéroduction of user charges depending on the cost
medical intervention at secondary hospitals andt shiallocations from tertiary to secondary leve
hospitals. The economic value of people is takéo consideration in the provision of health sezsic
Further, another project supported by the World KBdwad been evolved namely A.P. Econom
Restructuring Project (APERP) to include reformstle areas like education, nutrition, irrigatior
communications and state administration. As a nefof the health sector this project aims to imprthes
quality and effectiveness of health services, & kBaspecial focus on accessibility to poorly serv
population and is integrating primary health carth first referral hospitals that are already untiee

APFRHS project. The Primary Health Care Projectsaahup gradation of primary health care facilitie
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by renovating buildings, enhancing community pgvaton and including health care delivery throug
the private sector (GOAP and CES 2007).

The Human Development Index is 0.717 for the pefi0@5-06; Hyderabad rank§ h AP while the
state average is 0.537 (CESS and GOAP 2007).



5 Hyderabad in the Context of Global Change: Empirich &
Evidence Based Understanding

As discussed in the methodological section, an eoabiexercise is carried out in four areas of tt
Greater Municipal Corporation of Hyderabad (GHMQ)hese are (a) long standing settlemer
(Hyderabad Old City - Nizam’s era), (b) middleclassttlements of Hyderabad (Gandhi Nagar
represents independence era), (c) lower middle daklements (Industrial area — Pattancheruvul) (@n

recent settlements (Cyberabad - represents poesbeto liberalization era). The major findings otth

empirical results are as follows.
5.1 Household Characteristics of the Study Population

The study population is composed of 51.0% malegasmat 49% female population (table 5-1). The a
category shows that 3.4% are less than 5 yeard 618% are between 6-14 years; 76.9% are aged 1-
and the elderly, i.e. 60 years and above accounB.i of the study population. Marital status loé t
study population shows nearly half of them (51.68@ married, 44.4% are unmarried and 4.2% ¢
widowed or separated.

Religion wise, Hindu populace comprises 63.0%, Musli26.5% and Christian 10.5%. The soci
category of the population reveals that around aqueater of the total population belong to the lowe
order: scheduled castes (21.5%) and scheduled tf#8%). One-third of the people belong to backiwe
castes (31%) and general caste (27.5%) groupsunélrd7% of the people do not fall under any caste.
caste is a subcomponent of Hindus; often the atflagious groups do not wish to be associated witl
caste category. At the same it has to be notedfé¢hatof those originally being Hindus, subsequent
have converted to another religion but they stolwd prefer to be associated with a caste.

Educational status of the study population revéas nearly 14 out of every 100 persons are nc
literate; on the contrary 31 out of every 100 pesstave studied up to graduation or above. TI
contradictory situation indicates the diverse catggf population in the state capital of Hyderab@d
the remaining literates almost 10% have primargll®f education, i.e. 1-5 years of formal schoalini

29% have 6-10 years of formal schooling and ardib¥d completed 11-12 years of formal schooling.
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Table 5-1: Household characteristics of the studygpulation

Characters Percent Characters Percent
Sex Religion
= Male 51.0 * Hindu 63.0
= Female 49.0 =  Muslim 26.5
»  Christian 10.5
Age (Years) Caste
= <5 3.4 = Schedule Caste 21.5
= 6-14 16.6 = Backward Caste 31.0
= 15-59 76.9 » General Caste 27.5
= 60+ 3.1 = Schedule Tribe 2.5
= Not applicable 17.5
Education (Years of Formal Main Occupation
Schooling) 14.2 = Household worker 21.4
= Illiterate 10.3 = Labour/ Unskilled worker 10.3
= 1-5th 29.4 = Skilled worker 9.9
= 6-10th 14.5 »= Businessmen 4.1
= 11-12th 18.6 =  Professional 6.6
= 13-15th 12.9 = Office work 7.1
= 16+ = Dependents 40.7
Marital Status Migrated to City
»= Never Married 44.4 = Non-migrants 24.5
»  Currently Married 51.6 = Migrated 75.5
=  Widowed/ Separated/ 4.2 » Number of vyears ago
Divorced migrated (Mean) 14.34 years
Wealth Index Standard of Living Index
= Low 18.0 (Health perspective)
=  Medium 56.0 = Low 33.3
»= High 26.0 = Medium 65.7
= High 1.0
Total Households - 200 Total Population - 789

Source: own survey

When we look at the occupational status of the ystpdpulation, a majority of the population is
economically dependents (62.1%); 21.4% work in bbo&ls and 40.7% are elderly and students. Of
remaining, 10.3% are occupied in unskilled work%l@re skilled workers; 4% are engaged in busine
6.6% in professional and 7.1% in office related kvor

Hyderabad has been one of the fastest growingsditiehe country, mainly being an attractive cit
for in-migrants. The study population reflectedtttiee-fourths (75.5%) of the habitants are in+angs.
Caution is required for understanding the definitad migration. The interpretation of the definrtiof
migration by the respondents reveals that everhiwsehold have migrated over 2 or 3 generations &
the household members call themselves to be mgr&mne of the main reasons for migration is tk
economic deprivation at the place of origin. Theetheasons articulated by the people are: seafch
livelihood (23.0%), better opportunities (24.5%pn/job (23.0%), marriage and other reasons (1% T



wealth index shows 26.0% populace are high incoemple, 56.0% are middle income groups and 18.(
belong to the low income groups.

Hyderabad, being the #3argest urban area in the world reflects thas ibhe the fastest growing
cities in the world. Paradoxically, a substantitgentage of people in the city are prone to enwirental
hazards as 14.5% are non-literate and furtherm®% df females and 18% of men belong to the Ic

wealth index group.
5.2 Basic amenities

5.2.1 Particulars related to housing conditions

These particulars found while 74.5% populace armdi in Pucca houses, 23% are living in kutct

houses and 2.0 persons living in huts (table 5-2).

Table 5-2: Basic amenities: particulars related tdvousing conditions

Particulars Percentage |
Type of house

Hut 2.0

Kutcha 23.5

Pucca 74.5
House on Land that is

Authorized 89.5

Un-authorized 10.5
Main source of lighting for house

Proper connected electricity 96.0

Illegally connection 4.0
Mean no. of rooms per household 3
Having a separate room for kitchen 57.5
Having one window for room 75.5
Having adequate natural lighting 79.5
Having adequate fresh air flow into the house | 83.0
Total no. of households 200

Source: own data

Populace living in kutcha houses and in huts in \thimerable segments, reflect their poor financi
background. Further the 89.55 houses are builtrauthorized land and 10.5% on unauthorized lar
Source of electricity for the houses for 96% of pogulation is through legal connections. Howevés,

of houses are connected with illegal connectionfserOfacing the risk of short circuits and relate
problems have a direct or indirect bearing on heakthile the mean number of the rooms per houses
the study population is 3, 57.5% houses are wiplausge kitchen, 75.5% houses are with one windaw |

room, and 79.5% houses are with adequate ligh88¢0% of houses have adequate fresh air inflo
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Houses having no separate room for kitchen arelhighurious for the health in view of indoor
pollution.The inhabitants face related health issag asthma and allergies due to heat, whereasmwo
and children are more exposed. Few of the narmtionliving patterns reflect the level of affordapi

versus quality of the house in which one lives:

“The house rents in the city have increased rapi$yper rules the rent of a house has to be iserkanly
by 5% annually. Who is there to control? The owrecgease the rent erratically. We are left withapdion
either to increase as per ht demand or vacateaingetand comprise for a smaller unit”

“We cannot afford to pay the rent for a proper o we live in unauthorized land. Even here vee ar

required to pay rent to the leader”

5.2.2 Availability and Quantity of Drinking Water

Table 5-3 shows that 84.5% are provided with pipeder as the main source of water, 12.5% &
dependent on mineral water and 3.0% are dependentater tanker supplied by the government
certain places. 18.0% of the respondents statddtlibg are supplied with water every day as agai
82.0%, which do not get water daily from GHMC. Maies adopted to purify water for drinking purpos
include straining by cloth (38%), use of mechaniftiéér (4.0%), boiling (2.0%) and use of electri
purifiers (7.0%). About 9.0% of households remaithaut any measure.

80% of respondents held that they are provided widkquate water supply in other words 20
responded that the water supply they have is refuzate for their needs. When asked about the guilit
water, 86.5% said that the water they get is petabld 13.5% said it is not. Reasons given by pdople
the lack of quality (not potable) are: chemical teomnation (5.5%), fluoride contamination (0.5%)
sewerage contamination (3.0%) and unbleached (8f5%spondents). Our present findings neverthele
correlate with other studies. Only 18% of peoplé adggly water supply from GHMC. It is alarming tc
find 82.5% still not getting water supply daily03o are dependent on tank water. 20% of peopledstill
not have adequate supply of water. 56.5% are nmliga with water in summer season. 10% are r

supplied with safe water.



Table 5-3: Basic amenities: availability and qualiy of drinking water

Particulars Percentage |
Source of drinking water

Piped water 84.5

Mineral water 12.5

Tank water 3.0
Frequency of supply

Daily 18.0

Not daily 82.0
Water safe of drinking 91.0
No supply in summer 43.5
Quality of water

Potable 86.5

No Potable 13.5
Measure adopted to purify drinking water

Strain by cloth 38.0

Water filter 4.0

Boiling 2.0

Electric purifier 7.0

Nothing 8.5
Adequate supply of water 80.0
Total no. of households 200

Source: own data

5.2.3 Particulars Related to Sanitation Facilities in aatbund the House

82% of households have proper drainage faciliterskitchens; 91.0% have drainage facilities for tt
wash rooms (table 5-4). It is a concern that neanky-fifth of the households do not have a closgiteb
of drainage facility for the kitchen and almost ang every ten households do not have a closeeétauitl
drainage to the wash room. It discloses the lackasic sanitation facilities in the city and isexigus
concern. The civil works department of state hasinmnideately initate measures to constru

closeddrainage facilites in all the colonies.
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Table 5-4: Basic amenities: particulars related t@anitation facilities in and around the house

Particulars Percentage |
Having proper drainage facility

Kitchen 74.0

Wash room 91.0
Type of drainage facility

Open canal 16.5

Closed sewerage 82.0

Closed but leaking 1.5
Method of disposal of household garbage

Collected by any agency 52.0

Dumps in garbage bin 37.0

Dumps out side house 11.0
Garbage in the colony

Yes 69.0

No 31.0
Household toilet facility

Own toilet 88.0

Shared toilet 11.5

Others 0.5
Total no. of households 200

Source: own data

As to the type of drainage facility, 16.5% is thgh open canal. 82.0% of the households interview
have a closed drainage system but 1.5% with leakagthe closed drainage facility, therefore becani
a breeding ground for parasitic infections. Thepdgal of household garbage is with 52.0% collebted
some agency, in 37.0% public dustbin are used dn@ld are disposing their garbage outside of t
house, which pollutes the surrounding environmtil, it is strange to know that 69% people stateat
there is still garbage in their area even thoughddita finds 89% of households using some or ¢&286
private agency and 37% public dust bin) garbagpodial. Common toilets/ shared toilet facilities a
used by 11.5% and other sort of toilet facilitiese ased by 0.5%, which might be a source of seve
infections, such as urinary infections.

Open canals in Hyderabad are a big question fe& phomotion of health. Diseases like
dengue,malaria and viral fevers spread in openlsaAaneerpet and Barkathpura are notorious for t
leakages in the sewerage on the main roads of Hddritself. Many of the fast foods centres a
situated near by the leakages. Neither food inspector the GHMC people are bothered for the hea
and hygiene of public.



5.2.4 Pollution

Air pollution in places like Panjagutta or Ameerpgtcausing severe health hazards due to vehict
pollution. Vehicular pollution is the major souroé air pollution. The common pollutants are sulpht
dioxide (SO2) nitrogen oxide (N02), suspended paldr matter (SPM), hydrocarbons (HCs), carbc
monoxide (CO), lead (Pb) etc. The focus group disians and in-depth interviews, carried out in tl
city, revealed that often people return home wigladache, soar throat, burning of eyes and heada
Also problems are coupled with an increase in nusmbevehicles and driving irregularities on roads.
Another issue, coming up during discussions, ageptioblems related to noise. This was particulal
mentioned by elderly persons. One emotive expresses “It has become fashion for the youth to pl:
music loudly. Many times | feel a loss of pulse ang heart stops.” Another aggressive outburst w

“These days none care for others. On roads weroghing but the horns of the vehicles.”

5.2.5 Life Style Particulars Related to Food Habits

Three out of four persons (74.8 %) have changed fired habits after coming to Hyderabad (table)5-&
Regarding breakfast, 46% of interviewees said ithstead of traditional meal they are taking specif
breakfast (such as Idli, Dosa, Upma, Vada), 16.0%tesl to western breakfast (baked bread, buttdr &
egg) and 2.5% to junk food (samosa/ bajji/ fasti&)o

Unlike a shift in the type of breakfast consumptipna majority of the people, a shift from a prexgo
type of lunch is reported by only 6.5% of housebol@ihe majority preferred to eat home cooke
traditional food for lunch, those who shifted rdlien fast foods centres or hotels. Nearly fourafuen
persons (39%) developed taste for spicy or oilydfdmom hotels (33%). Interestingly, a margine
percentage of city inhabitants became consciolrealth, hence preferred to have either fruits bligiit
diet for dinner (6%).
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Table 5-5: Life style - particulars related to foodhabits

Particulars Percentage |
Percent perceived to have Migrated to Hyderabad 75.5
Food habits changed due to migration 74.8
Breakfast 64.0
» Instead of traditional meal shifted to specific food
taken for breakfast 46.0
=  Shifted to western breakfast 16.0
=  Shifted to junk food 2.5
Lunch 6.5
= Shifted to fast food/ hotel food 6.5
Dinner 39.0
=  Shifted to spicy/ oily food from hotels 33.0
=  Healthy food 6.0
Food taken between meals 59.0
»= Fast food 38.5
= Beverages 19.0
» Healthy habits/Fruits 1.5
Skips Breakfast due to pressure of time 87.5
= At least once a week 53.5
= 2 or more times a week 34.0
Meals not taken at regular timings 49.0
Total no. of households 200

Source: own survey

The consumption of addictive beverages became @ptable practice to three fourths of the urb:
inhabitants. 76% of interviewees prefer tea ore®fh the mornings and in many instances this cepla
breakfast. These practices are increasing healkis in the urban life. Further, the study reveadleat
87.5% of respondents miss their breakfasts. 53Gpoisat least once, 34% at least twice or monees
in a week. This is mostly due to work pressure wmhto reach the work place (57%). Around one
fourth expressed lack of time (23.5%), 2.0% dowant to have food in the morning; 2.5% cannot affo
to have breakfast due to lack of money, 2.5% offeron fast for religious reasons. Further studynébu
that more than half of the persons (53%) who skgakfast are working for earnings, 31.0% for nol
earning, 2.5% are students and 1.0% belong toldeely

59% are having beverages between the meals dimeitourban life styles/work, which is a typica
urban feature and has a bearing on health. Onttiex band, only 1.5% is taking fruits/healthy fooc
between the meals which shows their poor statide(f5). More so, fruits /salads act as antioxisian
which are essential for people who expose themsedlvehe sun and do more strenuous work. In fa
more awareness in this regard is needed. EarBgpeaconventional wisdom, people used to havésfri
available in the season. Now poor people cannotatb buy fruits, children want them as juice loeyt
prefer to go for juices like “maza” fruit juice alable in the market. Women are mainly busy withith

work and neglect their health. Further only 11.5%taking salads, 4.5% greens and 23% butter mik &



oil free items in their dinner. These are healtlpds essential for urban life. 94.0% are havi
rice/chapathy but not mercenarily with healthy aildree foods.

Having food at irregular timings is a practice afessociated with life style. 59.0% of the intevwees
responded that they do take food between the m88l§% are taking fast foods, 19.0% are takir
beverages and on the contrary 1.5% preferred takesithy food such as fruits. When asked for tl
reasons for not having food at regular intervalspbe gave the following reasons: 68.4% said thay th
do not have time for taking food, 26.5% are pragsdrwith official work or meetings. On the conyrar
8.2% openly admitted that their earnings are n@gadte for them to afford a meal regularly. On tl
other extreme 7.2% people wished to deliberatebicataking food as they prefered to maintain boc
weight and give importance to beauty. Nearly onett(B82.7%) attended night shifts hence the work ¢
not permit them to have food at regular interv@lee out of ten women (11.2%) preferred to have fo
along with the spouse hence they wait until thebhod returns home, often he reaches home not &
fixed time. Again 11.2% of the women tend to takeecof either children or elderly at home and often
not maintain regular timings to have food. In oiftfof the households the members often are hia a
to take food at regular intervals due to domesistudoances, a reflection of mental health stafudhe

urbanites. The following comments elicit the sitoat

“Both of us need to work and return home late. Mglhland never understands the situation. He ofeends
me for everything”

“Man is the head of the family. Just because sheseshould she ignore her responsibilities as a wifa
mother? | shall not tolerate if she questions me”

“We have come al the way from the village to eard elear debts made in the village. He doesn’trimurte

a penny. He takes alcohol every day. How far dagar the expenses of the house? | am tired of him.”

Further, the study attempted to understand whetheris able to have adequate quantity of food &s
needs. While the majority (82.5%) admitted thatdhantity of food intake is adequate, among tholse w
expressed inadequacy startling variations are wbddny age and economic dependency. Among th
were the group of the elderlies (40.5%) followedll3y5 % of youth perusing studies and 16.5% of nc

earning persons particularly women, mentianed

5.2.6 Seasonal Adaptation to Food

Food is a basic necessity for survival and hedlthditionally as well as with the advances in rtignal
science it is accepted that the type of food iretekrequired to go along with a season and thatrim

determines the health of an individual. Hence &engtt is made to find out about related particulars
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asking them about seasonal food-habits/food dnp@aple traditionally used as an adaptation to exdre
weather or seasonal changes and its impacts omhhd&¥spondents from the sampled househo
mentioned that prior to migrating or settling irethity they followed traditional wisdom: In summel
children and elderly were usually served with hbutteilk, coconut water, lemon water, Ragijav
(porridge), or Barley water. Children were servathwprouted cereals/pulses and water-based sudb
as water melon etc. The youth is also advised ke batter milk.In many households these were usi
practices. They are advised to avoid oil based fdadng meals. Even among the non-vegetari
households, during summer certain meat producte werhibited, preferably vegetarian based food w
cooked. In the rainy seasons, the vulnerable psrsbrthe household, particularly children and dider
were served with warm food. Special care was takgarding drinking water; efforts were made tcefilt
before consumption. Cool drinks were avoided; @effood was served. The elderly people were sen
jower roti and they increased the consumption d§,nputnalu (fried pulses). Often warm beverages
homemade herbal concoctions were served againsttimfections. The youth was advised to avo
taking food from hotels. The consumption of chickeas avoided as it was believed that during monsc
season there is a possibility of having viral itif@es with in-take of country chicken. In the winte
children and elderly were usually served with joweti, ragi java (porridge), oil based food and i
general food was served hot. Food items like iearrrand chilled food was avoided.

Further when asked whether they have been congrtbmtraditional wisdom of seasonal food habit
many have altered; often away from seasonally tingrfood habits to the consumption of junk foolfs.
earlier times, seasonally in-take of certain Idcaits, vegetables and certain natural herbs derfvem
local markets.. Even poor and lower middle classilfas could afford these food items as they we
locally available in plenty. Due to migration toban areas many households have less purcha:
capacity. However, the present stddynd good traditional habits as taking jower iatwinter season,
ragi water in all seasons and barley water ancebuatilk in summer. Furthermore, habits of consumir
locally available seasonal fruits like munjalu andlons were found.. Of the total study populatiotyo
15% could continue to take seasonal best praabicEsd in-take as against 64% were not able tthéur
practice the tradition of consuming season-basedsavhen they moved to Hyderabad. Some of th

reflections are as follows:

“Here we have come to earn some money and sawioe for our daughter’s marriage. How can we spend
on luxurious food? In the village fruits are avhi&in courtyard. We cannot afford this.”

“Costs of living are so high, how can we afforddke fruits or salads. To spend on education iScaity”
“During our childhood we could not get an opportuid have chocolates, burgers, cakes. | do not wan

child be deprived of little pleasures”.



“l cannot spend time for cooking like a housewiftence | buy food from shops. Whatever is available

within our reach of pocket | buy”.

Again with changes in the market economy, attracfood items are made available in plenty in urbi
areas. These food items, not always healthy, hagerbe life style habits in urban areas. Hence, bc
adaptations to new changes as taking of cool drifials$ foods as snacks though seem to satiate ithge n
that is not conducive to good health. The oil baisgd in commercial shops and fast food centre$ is
poor quality. Especially children now are left tanket care due to working parental situation. Oa t
other hand poor control of food and sanitation depants on the market foods propel people at t
mercy of poor quality to consume ready-made foaallable on the markets.

Naturally, the human body is to a large extent &dago the affects of extreme weather condition
Earlier man used to have adaptation in a naturagl avad also that these adaptation didn't affect t
nature. Today’s adaptive mechanisms are contrigutinglobal warming,e. g. with the use of electric
appliances such as fans, air-conditioners andgesfitors to beat the heat. In fact, global warnmsngot
only increasing the temperature of summer days, dayt heat in other seasons are becoming scorch
irritable, and intolerable for human health. Thbhasy urban life demands such adaptations that g
people immediate relief. But again, the use of tedraool drinks that are preserved in plastic bsttl
polythene covers/plastic glasses of tea servedshfbod centres are again causing pollution. High
time to go for traditional/alternative mechanisimgttare conducive to human health and environment.

5.2.7 Life Style — Addictions

A majority of the household members of all age g=(90.7%) are addicted to watching television%®.8
take pawn and 6.0% take gutka; 19.1% are for sngo&imd 12.4% consume alcohol. Almost one-thil
(29.0%) have realized that their addictions argéudisng their daily routine and has impacts on tiea
(36.0%).

4.5 % are facing health problems with their thr&@hewing pawn and gutka leads to oral canc
Gutka also consists of a kind of element that ilc@bes the body and mind of people. At a pointirokt
there was an attempt by the government to ban duikat was futile. Hyderabad is famous for gutk
consumers. They not only chew these pawns and gitég as well spit irresistibly on roads also fror
moving vehicles and thereby causing lot of pollatio

90.7% claimed that they themselves accept TV watrhs being an addiction. Watching Watchir
TV for a long time may affect the health of eyesy avork gets disturbed and people habituate tago |
to bed, get up late and thus it overall affectsftoal intake times and evokes the skipping of biaestk
and causes irregularities of the times for foodket This aggravates stress and tension of the lifba
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5.2.8 Auvailability, Accessibility and Utilization of Hahl Care Facilities

The present study found that availability of hedHbilities is not an issue for urban areas. 93 &%
households mentioned that at least one healthtfaailsually a private facility, is located in theirea.
The mean distance from a residence to a healthtyaisi 1.8 kms. 6.5% of respondents have to trav
more than two to three km to reach a facility. taegtingly 5.0% do not know where to go during iiae
More than half of the households (54.5%) goes teape clinics/hospitals if they fall ill. Nearly ea
fourth of them (27%) go to public health clinicsépdals, 12.5% go to quacks/self medication. Desgit
exhaustive planning of health services it is depngsto realize that still one out of every teniwnduals
are depending on quacks for health care. Dependencprivate clinics/hospitals indicates the le:
availability, accessibility and credibility of publhealth services. Often people in urban areagogo
private clinics/ hospitals for saving time and kpectation of courteous behaviour of service prersd
In the process at times people have been comprmugnpiiality of medical treatment. Some of the

comments related to it are

“Going to public hospital means spending a wholg afavaiting and | cannot afford to spend so muuoiet

Even if we decided to spend time, ultimately oned® buy medicines by oneself. Rather | preferate

clinic’

"The doctors are indifferent at government hospithlurses are rude. | prefer private hospitals”

“For surgeries one can go to government hospitslg aosts much, but for fevers or other problems i

better to visit private doctors as it is converiient

At the same time it does not mean that all canrdffivate health care, which is more expensivés 7:
said that they are meeting their expenses fromn fagiings and the remaining have to borrow mondy.
those, 50% are borrowing from relatives and frieraohsl 14.2% are dependent on private lenders. 2.
are taking loans from institutions and one out wérg 100 persons are required to dispose th
property/assets to meet the medical expensesrihaesond their affordability.

During the past one year, 63.5% responded thabomaore persons in the household suffered frc
one of the following diseases: typhoid, malariaingice, gastroenteritis, breathing problems, albsrg
and fever. It suggests two-thirds of the commusiiffered from water-borne and air-borne diseades;
the more it suggests the need for environmentdthheare. Some of the breathing problems and a#lerg
are perhaps related to environmental pollutionfaution related to chemicals/dust in the city c
Hyderabad. Other diseases that are not traceckisttidy may be due to causal factors in the uriban

styles.



5.2.9 Preventive health care

Less than half of the population goes for preventimealth check-ups. Even among those, who go
preventive general health check-ups, there is tindisre differential by age and sex: 40% of me@%3
of children, and 27% of women go for checkups. 238 that their employers take care of the
preventive health. For the rest this is not appliea

In principle, the employers are responsible for liealth care of the workforce. Care is not just tt
reimbursement of medical expenses, it is also prtexe It is depressing to know that 83% of popolat
do not foresee that they may go unwell. This alsgggest their lack of understanding on preventivathe
care. Further workforce not only means that empmeygo outside the home and work in an office
elsewhere. Work also includes domestic work anthtpkare of household members. Lack of adequi
rest leads to physical and psychological burdehghts cumulated and if affecting health, one bgsaty
the price; perhaps as costly as one’s life. Hemoasional daily care /checks are advised. Onlyfiftine-
(21%) of the adults take self care by going forakwyoga and are eating healthy. Only 26% of ¢kitd
are involved in physical activity, suggesting aaraling signal about the health status of the futt
generation. It illustrates that the fastest growrity is in a paradox of development without th
demographic dividend.
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Policy Implications

Despite reaching below replacement level of feytilthe growth of population in Hyderabad i
largely attributed to in-migration. Measures toveng in-migration are necessary, otherwise

Hyderabad may experience huge slum dwellers likenbki and Kolkata.

One-fourth of the populace live in kutcha or hutgy often get affected by extreme climati
conditions; roof leakages during rains, floodse faccidents during summer etc. Some houses
built near sewage canals and occupied on unaudtbtands that might flood even when sme
rainfalls occur. Care by the government authorisaseeded, particularly on rehabilitation policy
People living near open canals prone to foul ollat pollutes air and causes respiratory probler
Canals promote mosquito breeding, in turn causdarimaOther waterborne disease like typhoi
jaundice, gastro enteritis are rooted in poor sainih and housing.

Supply of water in terms of quality and equity sldobe the prime focus as adequate and s:
drinking water prevents many diseases.

One-fourth of the households (26%) do not have @ralpainage facility for kitchens and 9% fo
washrooms. These figures are no less to pollutenk@onment to a great even. Even in localitie
where a drainage facility exits, often leakages fiomtling into streets is a common experience

the citizens. Manholes often are hazards to thdigpdbe to negligent repair works and half don
works. Open drainage systems and drainages cassasds as dengue and viral fevers. Mer
inclusion of environmental cleansing measures iog@mmes and allocation of untied fund
under NRHM to cities is of no use unless effectiveasures are taken for implementation.

A policy should be formulated to take action agtionsvners of houses and commercic
establishment as well as maintaining authoritiesra#fds with regard to the leakages in tf
drainages.

Measures for the provision of toilets for each loaad improvement of the public toilet systel
and proper maintenance are suggested. City pulet systems are horribly maintained except

some areas maintained by private facilities. Pedjpl@ividuals, civil society and government
need to be taught in regard to four aspects: l)r&mwental protection by proper disposal c
domestic, commercial and industrial waste, proimpituse of plastic, minimal use of water pe
capita ;2) Nutritive care with proper breakfasthdn and supper, more intake of fresh wate
buttermilk, salads, required proteins and fppd ficlvitamin c. Less intake of beverages as t
/coffee is recommended; 3) Penalizing people taguida, pawn and alcohol, smoking by dire

or indirect taxes; 4) Increasing the role of logavernments/ MLA’s/leaders in getting thing:



done regarding environment, amenities and sanatitso civilians should seek local leaders
solve the environmental health disturbing problems.

In view of above issues the state should make abesgulations. Particularly on prohibition o
the use of polythene by taking responsibility tonpte industries that manufacture eco-friend
covers for domestic and commercial use.

Hyderabad that is estimated by recent census 20&0 i still in process) is nearly 1.2 millior
vehicles are in use and out of these 70 thousareawdorickshaws. Very often pedestrians a
involved in accidents. When it rains, traffic prebis are multiplied due to improper roads. Mol
so encroachment of roads by small vendors is angitablem. As per rules, roads have to
repaired in the month of December and January leertetis constant repair work. Ameerpe
Borabanda, Himayath Nagar, Mehdipatnam, Secundérsia@ion road, at times Uppal road at
places with more traffic jam. The very few subways hardly used by the public to lessen tt
burden of up way traffic. Moreover these subways @anclean and show sanitation problem
People also preceive trespassing through thess aeainsafe. The government too does f
ensure cleanliness or safety.

Traffic and traffic pollution problems may be mingad by constant checking of vehicles,an
regulation of traffic during peak hours.

A regulation against sale and manufacture of ligisomeed urgently. On the contrary, th
government recently issued licenses to many ouibetsale of liquor for want of exchequer. Ol
the contrary it is not in the interest of publiahb.

Alternative campaigns in favour of the promotiontbé Gandhian principle of eradication o
liuor need to be taken up by conscious citizens.

A regulation is needed to design the work loadhaf private and the IT sector in view of th
changing disease profile of the middle classes &hbey often suffer from certain non
communicable diseases as diabetes, cardiac araesier due to stress at work even at the age
40 years.

Provision of adequate health facilities is a priymatep towards provision of health car
accessibility.

Unqualified quacks are to be severely punished medsures are needed to curtail them frc
practicing as health care providers.

Public-private partnership in health care is anothigiative in view of raising medical and healtt
expenditure that is not within reach even for aparpmiddle class populace. Hence measure
regulate the prices of health care delivery isa@pplied in all private hospitals.
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It is sad to find that preventive health care bypkayers is only 27%. Care for occupatione
hazards for factory workers, though exists privatanagement, is selfish and even publ
personnel that are recruited as factory inspee@orrupt in several cases; construction worke
are grossly at loss due to illness/injury and déaventive care is a gender issue too as mz
women do not go for checkups even after clinicagdbsis. Social education and counselling
suggested by several social organizations and fshgroups.

Efforts to create an enabling environment in thentext of socioeconomic, institutional
development is the need of the hour.

Enhancing the multisectoral approach through ustibal governance structure is required.
Urban planning also should aim at sustainable memagt of sanitation and water supply
promote equity in provision of services energy cddincy in transport and buildings, optims
planning solutions in terms of locations, distaneesl spaces which will reduce noise and ¢
pollutions.

Policy implications to increase public expendituréealth are needed to ensure a healthy future
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