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Abstract 

Sanitation is linked with the livelihoods and incomes. Urban poverty is generally associated with poor quality housing, 

overcrowded, unsanitary slum settlements, ill-health related to spread of infectious diseases. The Public health management 

system aims at developing new research methods and generating the necessary scientific basis to underpin informed policy 

decisions on health systems, and more effective and efficient evidence-based strategies of health promotion, disease 

prevention, diagnosis and therapy. The strategy of this part of the Health Theme is to put the citizen first where research on 

healthcare is concerned, aiming at bringing the results of health research to the benefit of citizens in particular through 

benchmarking, comparisons and analysis of models, systems and data. The Public health management system promotes a 

systematic implementation of health services at grass root level. 
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Introduction 

Most of the urban population growth is coming up in many Indian 

towns and cities that are poor and settlements that are informal 

and unplanned, the task of reaching the unreached will become 

surmounted task for the municipal administration or urban 

authorities. Poor sanitation is one of the most accurate indicators 

of urban poverty and health problems
1
. Between 1990 and 2025, 

the total urban population is expected to grow from 300 to 700 

million
2
; this may lead to poor sanitation and poverty in urban 

areas all over the world. According to the World Health 

Organization (WHO), over 600 million urbanites live in low 

quality shelters or other areas plagued by overcrowding and 

inadequate provision of sanitation services, including potable 

water and safe waste disposal
3
. In many instances, the urban poor 

live illegally in areas “deemed unfit for habitation,” making the 

residents “officially invisible”. Urbanization in India is 

characterized by high rate of population growth in the urban 

centers and inability of civic bodies to provide basic services, 

including education and health. Sanitation is linked with the 

livelihoods and incomes. Urban poverty is generally associated 

with poor quality housing, overcrowded, unsanitary slum 

settlements, ill-health related to spread of infectious diseases, the 

threat of exposure to environmental hazards and fear of eviction 

from illegal squatter settlements in precarious locations4.  

 

Urban poverty merits attention in its own right since it presents 

some issues distinct from those addressed in the typical analysis 

of poverty 
5
. Moreover the urban poverty results in health and 

also contributes by the poor sanitation. Public Health promotes 

vital health standards among the urban poor. According to the 

World Health Organization (WHO), the definition of health is a 

state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity. Irrespective of urban 

poor location and socio-cultural status, low-income settlements 

have various similar characteristics. The urban poor often lack 

access to adequate and affordable basic water supply and 

sanitation services, lack adequate  housing and have limited or 

no access to other basic sanitary infrastructure and services such 

as solid waste, drainage, street lighting, roads and toilet 

facilities. The health status of any community is influenced by 

the interplay of health consciousness of the people, socio-

cultural, demographic, economic, educational and political 

factors. The common beliefs, traditional customs, myths, 

practices related to health and disease in turn influence the 

health seeking behaviour of autochthonous people. Thus 

sanitation is an essential component of the well-being of 

mankind and is a prerequisite for human development. 

 

There are three distinctive characteristics along which urban 

poverty and vulnerability differ from rural poverty: 

commoditization, environmental hazard, and social 

fragmentation
6
. Poverty is one of the main reasons for the poor 

sanitation and affects health standards of the urban poor. The 

urban slums are very compact and scanty in resource utilizing and 

allocation. The poor urban poor are in the clutches of the severe 

public health problems due to poor facilities. The urban poverty 

mainly relied on univariate measures of income and non-income 

dimensions of poverty. Despite evidence suggesting the 

heterogeneity of living standards within a city, rigorous 

examination of intra-city differences in well-beings lacking. 

Evidence suggests that large differences exist among the urban 

poor in modes of livelihood and access to resources
6
. The income 

levels of the urban poor are meager and uncertain due to these 

reasons the urban poor cannot spare money for good sanitation 

and for other health needs. Improvement in sanitation requires 

newer strategies and targeted interventions with follow-up 

evaluation
7
.  
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The combination of inadequate access to water and sanitation, 

poor quality housing, and overcrowding increases the health 

risks facing urban residents and the urban poor in particular. 

Slum dwellers are more disadvantaged in terms of maternal 

health services compared to households residing in non-slum 

urban areas
8
. Households in urban neighborhoods lacking 

drinking water and sanitation face a daily assault of health 

threats. Public health infrastructure is far from satisfactory as 

delivery of services is hampered by several policy and 

management constraints
9
. In urban areas managerial challenges 

are many to ensure availability, accessibility, affordability and 

equity delivering health services to meet the urban poor 

effectively and efficiently. The character of urban growth is 

often informal and takes place predominantly in urban areas or 

at city fringes. This result in a high number of people exposed to 

severe health and environmental risks because they are 

unnerved by the city’s sanitation systems. 

 

Responding to the basic services and health needs of this vast 

urban poor population is indeed a challenging task. Due to poor 

housing, lack of hygiene and access to basic services, the urban 

poor suffer from an extremely low health status and restricted 

access to healthcare services. Despite natural proximity to 

healthcare, the utilization and reach is very low among the 

urban poor due to various factors such as sub-optimal facilities, 

unsuitable timings, high costs, low awareness of 

services/programmes, and weak community-provider linkages. 

Urban poverty is characterized by food insecurity, extremely 

poor living conditions and a lack of job security (more work for 

unorganized sector). Thus the urban poor are vulnerable in 

multiple ways. Their dependence on the informal sector makes 

their income highly insecure. Events such as serious illness 

typically lead to financial shock for the household. The 

ecological conditions in which they live, and the poor access to 

water, sanitation and safe drinking water, increase their physical 

vulnerability. 

 

Sanitation envisages promotion of health of the people by 

providing clean environment and breaking the cycle of disease. 

It depends on various factors that include hygiene status of the 

urban poor people, types of resources available, innovative and 

appropriate technologies according to the requirement of the 

community, socioeconomic development of the country, cultural 

factors related to environmental sanitation, political 

commitment, capacity building of the concerned sectors, social 

factors including behavioral pattern of the community, 

legislative measures adopted, and others. India is still lagging 

far behind many countries in the field of environmental 

sanitation
10

. 

 

When sanitation conditions are poor, water quality 

improvements may have minimal impact regardless of amount 

of water contamination. If each transmission pathway alone is 

sufficient to maintain diarrheal disease, single-pathway 

interventions will have minimal benefit, and ultimately an 

intervention will be successful only if all sufficient pathways are 

eliminated. However, when one pathway is critical to 

maintaining the disease, public health efforts should focus on 

this critical pathway
11

.Building sanitation systems that are 

responsive to community needs, particularly for the poor 

requires politically difficult and administratively demanding 

choices. Health is a priority goal in its own right, as well as a 

central input into economic development and poverty reduction. 

Health and socio-economic development follow each other.  

 

The poor sanitation impacts affect low income groups and the 

poor disproportionately. In the case of air pollution, for 

example, the poor, who form the bulk of the urban population, 

often suffer the highest exposures, since many of them 

(including infants, the old and the infirm) live and work road-

side, where air pollution levels are typically higher than farther 

away. And because the poor are in marginal health, and lack 

adequate nutrition and medical care, the poor are also the most 

affected by, and least capable of, coping with the impacts of air 

pollution, because of synergies between pollution, poverty and 

nutritional deficiency12 and poor access to health care. 

 

Methodology 

Study Setting: For the purpose of the study, four slums were 

selected from Jagdalpur Municipality, in Chhattisgarh state. 

There are more than 100 slums were established in the town and 

the town is growing widely. People are coming from different 

places from adjacent states and within the state. Due to 

population growth in the town urban sanitation and other 

problems related to health are increasing considerably.  The 

researcher interviewed 100 people from 4 slums from each slum 

25 people were selected for the purpose of the study. Data from 

both secondary and primary sources are collected for the study. 

The data was both qualitative and quantitative in nature. The 

secondary data was collected from the Government agencies, 

civil societies those who were engaged in promotion of Public 

Health and Sanitation. Extensive primary data were generated 

through the process of consultation at the grass roots and other 

sources. 

 

Sampling Frame: For the purpose of identification of 

respondents, the investigator followed purposive sampling 

method wherein the respondents were identified with the help of 

other respondents. Only after ascertaining that the respondents 

fit into the sampling frame they were selected. 

 

Table-1 

Sampling Frame 

Name of the slum # of Respondents Population  

(Approx) 

Santhinagar 25 1000 

Darampura Goan 25 5000 

Naya Munda 25 1200 

Kachora 25 1400 

Total 100 8600 
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Objectives of the study: Poor sanitation is one of the most 

accurate indicators of urban poverty and health problems. The 

urban poor live in cramped housing structures with a multitude 

of health hazards such as mold, rats, and potential toxicity from 

lead paint, all of which can induce infections, diseases, and 

injuries. Basing on this situation the study was carried out in 

Bastar region in Chhattisgarh to realize the following objectives: 

i. To assess the socio, economic and political conditions related 

to sanitation, ii. To study the factors involved for poor sanitation 

and other health problems, iii. To study the type of sanitation 

problems and mitigating techniques, iv. To investigate into the 

type and level of poor sanitation and measurements taken-up by 

the Jagdalpur Nagarnigam, v.To suggest various ways and 

means for improving the sanitation and health standards. 

 

Results and Discussion 

Findings: Social Characteristics: It can be seen from the table 

that a majority of the subjects (64.0%) were male and the rest 

were female. A majority of the respondents i.e. 65.0 per cent 

was in the most productive age group between 25 and 35 years. 

Respondents (35.0%) in the age group of above 35 were also 

found. It was found that 57.5 per cent had completed high 

school education.  On the other, 34.0per cent were illiterate. 

Rest of the respondents were intermediate (10+) (3.5%), and 

graduates (5.0%) in that order. 

 

Table-2 

Social Characteristics 

Variable Per cent  (n=100) 

Gender 

Female 36.0 

 Male 64.0 

Age (in years)  

<  25 35.5 

 25-35 29.5 

 35-45 21.0 

 45-55 12.0 

> 55 2.0 

Education 

Illiterate 34.0 

1-10
th

 57.5 

Intermediate (10+) 3.5 

Degree 5.0 

 

Family Details: Marital status and Size of the Family: It can 

be seen from the table that a majority of the respondents 

(78.0%) were married and the remaining (21.0%) were 

unmarried.  As regards the family size 54.5per cent of the 

respondents were having 4 persons in the family and little over 

one-fifths (23.5%) were having 3 persons. A few (10.5%) were 

having 5 persons in the family, however. 

 

Table- 3 

Marital status and Size of the Family 

Variable Per cent  (n=100) 

Marital status 

Married 78.0 

Unmarried 21.0 

Divorced 1.0 

Size of the family  

One 1.5 

Two 9.0 

Three 23.5 

Four 54.5 

Five 10.5 

Six 1.0 

 

Occupations: Occupation and Income of the Respondents: 

The above table revealed that more than one-fourth of the 

respondents were Dailylabour (38.5%) in the Jagadalpur town 

and some others were engaged in construction work (9.0%) and 

Auto Drivers (8.0%). A sizeable number of the female 

respondents were found to be home makers (30.0). As regards 

the earning levels, a majority of the respondents (45.5%) were 

earning between Rs 2000/- to 5000/- per month and two fifths 

were earning less than 2000/-. The rest were from different 

earning levels.  

 

Table-4 

Occupation and Income of the Respondents 

Variables Per cent  (n=200) 

Occupation 

Petty Business 5.5 

Auto Drivers 8.0 

Daily Labor 38.5 

Construction Worker 9.0 

Home Maker 30.0 

Private Employee 9.0 

Income (in Rupees Per Month)  

Less than 2000 41.0 

2001 to 5000 45.5 

5001 to 7000 9.5 

above 7000 4.0 

 

Amenities: Details of Housing and facilities: The table states 

that 72.5 per cent of the respondents were living in their own 

houses and 27.5 per cent were residing in rented houses. It was 

noted that the respondents live in different types of houses such 

as Reinforced Cemented Concrete Structures (RCCS) (65.0%) 

and 25.5 per cent of the respondents were living in tiled and 9.5 

per cent were living in huts respectively. 
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Table- 5 

Nature and type of Housing 

Variable Per cent  (n=100) 

Nature of tenement 

Own 72.5 

Rented 27.5 

Type of House 

Reinforced Cemented  Concrete 

Structures (RCC) 
65.0 

Tiled 25.5 

Hutment 9.5 

 
Facilities in the Home: The data accentuated that a majority of 

the respondents (49.0%) stated that they have two rooms (with 

Kitchen) and 37.5 per cent of the respondents expressed they 

have one room (with kitchen) in their houses. As regards the 

toilets a majority of the respondents (61.0%) opined that they 

did not have toilets and rest of the respondents (39.0%) had 

toilets in their homes. A majority of the respondents (94.0%) 

stated they have electricity facility and rest negated. 

 

Table- 6 

Nature and type of Facilities in the Home 

Variable Per cent  (n=100) 

Rooms in the Home 

One (including Kitchen)  37.5 

Two (including Kitchen) 49.0 

Three (including Kitchen) 13.5 

Toilet & Bath Room Facility 

Yes 39.0 

No 61.0 

Electricity  

Yes 94.0 

No 6.0 

 

Access to an Improved Drinking Water Source: The table 

reveals that a majority of the respondents (89.0%) were fetched 

water from Municipal tap (Public Distribute System) and rest of 

the respondents from Hand Bore Pump (9.0%) and Open well 

(2.0%) in that order. As regards the frequency of the water 

fetching 68.5 per cent of the respondents stated once a day and a 

sizeable number stated that once in two days. A little over three 

fifths (75.5%) respondents stated they fetched 50 liters potable 

water and 14.0 per cent of the respondents opined that they 

fetched 100 liters. 

 

Sanitary Measurements: Sanitary measurements were taken-

up by the local municipality to protect the public health. The 

respondents evinced their opinions regarding sanitation 

intervention. 

 

Table-7 

Drinking Water Source 

Variable Per cent  (n=100) 

Potable Water 

Municipal Tap 89.0 

Open Well 2.0 

Hand Bore Pump 9.0 

Frequency of Water supply 

Once a Day 68.5 

Once in Two days 19.5 

As and when 12.0 

Quantity of Water 

25 Liters (Insufficient) 10.5 

50 Liters (Sufficient) 75.5 

100 Liters (Excess) 14.0 

 

Table-8 

Sanitary Measurements 

Variable Per cent  (n=100) 

Availability of Garbage Bins 

Yes 21.5 

No 78.5 

Frequency of Garbage Cleaning 

Everyday  1.5 

Weekly 39.5 

Fortnight 46.0 

Monthly 13.0 

Fumigation & Bleaching 

Monthly 6.5 

Once in Two Months 15.5 

Quarterly  26.0 

Never 52.0 

 

It can be seen from the table a majority of the respondents 

(78.5%) opined they don’t have any garbage bins and rest of 

them was negated. As regards the cleaning of the garbage more 

than two fifths of the respondents (46.0%) stated fortnight and a 

sizeable number of the respondents (39.5%) opined weekly. 

More than fifty per cent of the respondents negated that the 

municipality was not fumigated and bleached and little over one 

fourths of the respondents stated the fumigation and bleaching 

were done by the municipal authorities quarterly and 15.5 per 

cent of them opined once in two months.  

 

Awareness on Communicable Diseases: The researcher asked 

questions related to communicable diseases related to Sanitation 

and water. Following diseases were identified by the 

respondents and elucidated their feelings. 
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Table-9 

Awareness 

Variable Per cent  (n=100) Total 

Yes No 

Malaria 89.0 11.0 100 

Filarial 76.5 23.5 100 

Diarrhea 92.5 7.5 100 

Gastro Enteritis  7.0 93.0 100 

Dengue  63.0 37.0 100 

 

The data accentuated that majority of the respondents had 

awareness on communicable diseases (Malaria, Filaria, Diarrhea 

and Dengue) caused by the poor sanitation and unsafe drinking 

water. As regards the Gastro Enteritis, 93.0 per cent of the 

respondents were negated.  

 
Patterns of Preventive Care: The respondents shared about 

preventive methods to protect from the poor sanitary diseases. 

Following are the preventive care patters adopting by them. The 

table explained the same.  

 

Table-10 

Preventive Care 

Variable Per cent  (n=100) 

Spending on Preventive care 

Mosquito Repellants 

(Coils / Odomus / Liquid / 

indigenous techniques)  

89.0 

Bleaching  5.0 

Phenol  6.0 

 

The data reveals that, a majority of the respondents (89.0%) 

were used Mosquito Repellants (Coils / Odomus / Liquid / 

indigenous techniques) to prevent from the mosquitoes and rest 

of the respondents used Phenol (6.0%) and Bleaching (5.0%) to 

protect form poor sanitary disease.  

 

Discussion: The data revealed the evident urban slum 

characteristics and dynamics. Most of the respondents are in 

productive age group. The data accentuated that most of the 

respondents were completed primary education and a significant 

number are illiterate. In most of the families have four persons 

and a majority of the respondents’ income below RS 5000/- Per 

month. Most of the respondents living in RCC houses with two 

rooms.  

 

Similarly, the proportion of the population with access to basic 

sanitation is an indicator expressed as the percentage of people 

using improved sanitation facilities. The respondents have no 

access to improved sanitation. They are obliged to defecate in 

the open or use unsanitary facilities, with a serious risk of 

exposure to sanitation related diseases. Access and frequency of 

supply of drinking water from an improved source is 

significantly higher.  An important aspect must be considered in 

this study: the type of access to improved drinking water, most 

of them were getting water from public water distribution 

system through Municipality. Drawing water from a public 

distribution system will stimulate greater use of water for 

hygiene purposes and is proven to yield the greatest health 

benefits. 

 

A majority of the respondents stated that the municipality 

authorities unable to provide garbage management tools and 

moreover they are not bother about to clean garbage regularly. 

The respondents have awareness on communicable diseases but 

they opined that still other people needs awareness on disease 

management and prevention. Sanitation challenge is huge and 

appears to be nobody’s concern. Improved drinking water 

sources are assumed to be more likely to provide safe drinking 

water than unimproved sources. Similarly, improved sanitation 

facilities are likely to be more sanitary than unimproved ones. 

The proportion of the population using safe drinking water is 

likely to be lower than that using improved drinking water 

sources. 

 

Recommendations: i. People Participation in Sanitation 

programs should be necessitated, ii. Low-cost toilet systems 

should be given on subsidiary rates, iii. Core Groups must be 

formed to monitor and evaluate the Sanitation conditions at the 

grassroot level. iv. A toll free number must be allotted 

separately for sanitation clearance 

 

Conclusion 

Implementation of low-cost sanitation system with lower 

subsidies, greater household involvement, range of technology 

choices, options for sanitary complexes for women, rural 

drainage systems, IEC and awareness building, involvement of 

NGOs and local groups, availability of finance, human resource 

development, and emphasis on school sanitation are the 

important areas to be considered. Also appropriate forms of 

private participation and public private partnerships, evolution 

of a sound sector policy in Indian context, and emphasis on 

sustainability with political commitment are prerequisites to 

bring the change. 
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