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Abstract 
Rapid urbanisation and quest for better livelihood, push-pull factor of occupations education, pol-
icy changes attract large scale rural population to urban areas. It is well documented that in spite 
of better public health facilities including tertiary care hospitals which are available in the urban 
areas but the services are underutilised by the urban poor. Aim: Hence, in this paper, it is at-
tempted to comprehend the reasons for underutilisation of available public health facilities and to 
compare the difference with non-slum areas of the major metropolitan cities of India. Methods: A 
secondary data from National Family Health Survey-III for five major metropolitan cities namely, 
Delhi, Hyderabad, Mumbai, Kolkata and Chennai is used for the analysis. Slum data which are clas-
sified by both the agencies, that is census of India and NFHS-III as slum households only consi-
dered for analysis. Results: In Mumbai slums about 90% of the households are having water 
sources from public tap or piped to yard followed by Hyderabad having better water supply and 
Chennai slum dwellers having minimum access to good water sources. About 11.4% of the house-
holds do not know where their toilet drainage is connected. There is a significant (P < 0. 001) dif-
ference in the observed proportions of toilet facilities by the cities studied. Proportions of open 
defecation is compared among five cities and it is found that Delhi and Hyderabad have similar 
proportion (P > 0.05) 75% to 79%, Kolkata and Chennai have parallel high proportion, that is 
more than 95% (P > 0.05) and Mumbai stands as median percent age as 89.6. Apart from Delhi, 
about 40% to 45% of the slum population is in the opinion of “long waiting time” in the govern-
ment hospitals, and the same trend of proportions is observed for “poor quality of service”. 
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1. Introduction 
The United Nations predicts that the world urban population will grow nearly two billion [1] by 2030. Slums are 
defined by the United Nations Organizations as “a building or group of buildings and area characterized by 
overcrowding, deterioration in sanitary conditions, or absence of facilities and amenities, which because of these 
conditions or any of them endanger the health, safety or morals of its inhabitants or the community”. 

As per the census of India, the slums are defined as “residential areas where dwellings are in any respect unfit 
for human habitation by reasons of dilapidation, overcrowding, faulty arrangements and designs of such build-
ings, narrowness or faulty arrangement of streets, lack of ventilation, light, sanitation facilities or any combina-
tion of these factors which are detrimental to safety, health and morals [2]. 

In India, unprecedented slum growth in their steep magnitude and their distribution is a big challenge to the 
civic administration. The slum population represents a poor physical, socio-economic environment and human 
health of an urban city. 

In a decade, cultivable areas of India shrink from 163,355 to 141,861 (000’) hector [3], forcing the agriculture 
labour force to seek for alternate livelihood. Rural literacy rate increases to 84.98% from 68.91% in a decade [4] 
and this elevated literacy rate is also another push factor for large scale migration to the urban areas. Lower sex 
ratio in the slum area indicates that male labour forces are more migrating to urban area than their counter part. 
The employment opportunity in the urban areas and the migration are in direct proportions. Slum dwellers ig-
nore their health due to low literacy level, lack of awareness and reluctant to lose wage. Effective Health service 
for urban poor, which is a desperate need, their unwillingness to avail the health care facility and there are some 
bottle necks from the supply side. This implies that cases of infections, malnourishment in women and children 
and deaths rates are high in slum areas. 

Apart from supplying civic amenities, sometime sudden epidemic break is a big challenge to the public health 
authorities. Government of India implemented some programs specific to slum population welfare and their 
health such as Rajiv A is Yojana, which is supporting states for activities like slum surveys, GIS mapping of 
slums and mobile clinic etc. Recently, Government of India launches the National Urban Health Mission for ad-
dressing the health needs of urban poor. All the health policy documents are too addressed the problem of slum 
health and recognise the underutilisation of the available welfare programs by slum dwellers. 

It is well documented that in spite of better public health facilities including tertiary care hospitals which are 
available in the urban areas still the services underutilised by the urban poor. Hence, in this paper, it is attempted 
to understand the reasons for underutilisation of available public health facilities and is attempted to compare the 
difference with non-slum areas of the major metropolitan cities of India, viz., Delhi, Mumbai, Kolkata, Hydera-
bad and Chennai. 

2. Data and Method 
It is a secondary data analysis; National Family Health Survey-III data for five major metropolitan cities namely, 
Delhi, Mumbai, Kolkata and Chennai was used for the analysis. These data were obtained from Measuresdhs 
USA [5]. The households were classified as slum and non-slum by two agencies, viz., NFHS and census of India. 
slum data which were classified by both the agencies, that is census of India and NFHS-III as slum households 
were only considered for analysis. Definition for slum household by the census of India is provided above in the 
introduction part [2] and the in NFHS-III slum households were identified in the eight designated cities by the 
interviewing team supervisor at the time of the fieldwork. Few variables which are more relevant for the public 
health aspects namely, source of water supply, toilet facility, health insurance, reasons for not utilising the gov-
ernment health facilities and possessing of BPL cards selected for this study. Sampling and sample size of slum 
data where explained (Health and living conditions in eight Indian cities. NFHS-3) elsewhere [6]. 

Chi-square test was used to test the proportions among five cities. Data were analysed using SPSS 11.0 Statis-
tical package. 



P. Marimuthuu et al. 
 

 
95 

3. Results 
From Table 1, it evident that better water supply is available for Mumbai slums about 90% of the households 
are having water sources from public tap or piped to yard followed by Hyderabad. From the above table it ap-
pears that Chennai slum dwellers having minimum access to good water sources. Majority of slum population is 
depending on the public water supply/hand pumps. Other category includes Protected well, unprotected well, 
Tanker truck, Cart with small tank, Bottled water. Observed difference of proportions in each city by source of 
water supply are significantly different (P < 0.001). 

From Table 2, higher proportion of Mumbai and Kolkata slum households possess toilets with “Flush to 
piped sewer System” at the same time those who go for open defecation is also in higher proportion from these 
two cities. In general majority of the households are not having toilet facility and they mostly go for open defe-
cation. About 11.4% of the households do not know where their toilet drainage is connected. “Other” category 
includes that Flush-don’t know where, Pit latrine-ventilated improved pit (VIP), Pit latrine-with slab, Pit latrine- 
without slab/open pit and dry toilet. There is a significant (P < 0. 001) difference in the observed proportion by 
each city. Proportions of the open defecation is compared [7] among the five cities it is found that Delhi and 
Hyderabad have similar proportions (P > 0.05) 75% to 79%, Kolkata and Chennai have parallel high proportion, 
that is more than 95% to 100% (P > 0.05) and Mumbai stand as medianper cent of 89.6. 
In Table 3, it is shown that least proportion (25.8%) of Delhi slum dwellers expressed that “Facility time is not 
convenient” to them and highest proportion of (61.3%) form Mumbai slums also stated the same reason for not 
utilising the public health facility. Apart from Delhi, about 40 to 45 per cent of the slum population is in the opi-
nion of “long waiting time” in the government hospitals. Same trend of proportions are observed for “poor quality 
of service” except for Delhi and Chennai. Another important reason for underutilisation of public health facility 
is “absence of health personnel” in the hospital and the least per cent is observed in Chennai. Others category 
includes Payment required, Medicine not provided reasons. Proportions of different reasons for not utilising the 
government health facilities by five cities are statistically significant (P < 0.001). 
 
Table 1. Sources of water supply by five metropolitan cities.                                                       

 
Piped into dwelling Piped to yard/plot Public tap/standpipe Tube well or borehole Other sources 

n1 % Slum n2 % Slum n3 % Slum n4 % Slum n5 % Slum 

Delhi 8801 26.52% 605 39.01% 1830 81.09% 796 54.65% 1179 25.78% 

Kolkata 2022 25.91% 2169 48.96% 3094 67.74 & 1464 32.45% 216 84.72% 

Mumbai 5336 41.96% 1471 90.21% 453 90.51% 6 100.00% 3 100.00% 

Hyderabad 3175 44.16% 3809 37.28% 806 62.90% 22 11.00% 144 86.81% 

Chennai 552 16.85% 991 31.18% 1847 70.76% 292 44.52% 1529 40.35% 

P-value P = 0.000 P = 0.000 P = 0.000 P = 0.000 P = 0.000 
*Mumbai for computing χ2-test last two categories (“tub well” and “other”) merged. 
 
Table 2. Distribution of available Toilet facility by five metropolitan cities.                                               

 
Flush-to piped 
sewer system 

Flush-to Septic 
tank 

Flush-to pit  
latrine 

Flush-to  
somewhere else 

No facility/uses 
bush/field Other sources 

 n1 % Slum n2 % Slum n3 % Slum n4 % Slum n5 % Slum n6 % Slum 

Delhi 8987 23.93% 1399 26.80% 55 67.27% 1605 87.66% 876 74.54% 278 58.99% 

Kolkata 4109 56.02% 3732 39.82% 762 37.01% 84 84.52% 80 100.00% 198 60.10% 

Mumbai 6852 53.08% 177 77.40% 11 36.36% 114 100.00% 77 89.61% 30 80.00% 

Hyderabad 5620 43.58% 1416 29.66% 210 59.52% 348 65.23% 94 79.79% 235 65.96% 

Chennai 1939 33.47% 516 31.78% 15 46.67% 2478 56.90% 107 95.33% 156 79.49% 

P-value P = 0.000 P = 0.000 P = 0.000 P = 0.000 P = 0.000 P = 0.000 
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Table 3. Opinion about Government Health Facility by five metropolitan cities.                                           

 

Facility timing not 
convenient 

Waiting time too 
long 

Health personnel often 
absent Poor quality of care Others 

n1 % Slum n2 % Slum n3 % Slum n4 % Slum n5 % Slum 

Delhi 1465 25.80% 5304 34.50% 206 36.89% 3391 37..36% 204 54.41% 

Kolkata 1663 47.02% 3920 46.51% 169 32.54% 3734 42.05% 385 26.75% 

Mumbai 863 61.30% 2032 44.64% 119 52.94% 2251 47.80% 156 48.72% 

Hyderabad 1252 40.26% 2079 46.51% 483 44.31% 2933 40.64% 196 14.29% 

Chennai 930 43.01% 1125 41.60% 81 19.75% 1372 36.23% 181 34.25% 

P-value P = 0.000 P = 0.000 P = 0.000 P = 0.000 P = 0.000 

 
Above Figure 1 is self-explanatory for those who are covered by some health insurance schemes, it ranges 

from 14% to 24%, about one-fourth of slum population in Mumbai is covered by some health insurance scheme 
and least proportion observed from Delhi. Further analysis it is noted that those who are covered by some health 
scheme majority of them are supported by ESIS scheme (data not shown). Data have three categories that is “yes” 
“No” and “Don’t know” and the proportion from these five cities are statistically significant (P < 0.001). 

Possessing the Below Poverty Line card is requirement for availing the government subsidised/welfare pro-
grams, by the poor people. It is noted that about 9.4% of themonly having this BPL cards in these five cities. 

4. Discussion 
Ample opportunities for health care, education and employment are available in the urban areas, but the newly 
migrated urban poor are reluctant to utilise the government facilities. The reason is that they are mainly migrated 
for their livelihood and they do not concentrate the available scheme or they do not know the places where to go 
and avail the services offered by the government. In Delhi slums, 86.50% of slum dwellers, the major source of 
drinking water is either tap or hand pump [8]. In another study from Delhi slums [9], it is reported that tap water 
is 41.2%, ground water is 56.1%, and other sources are 50.8% [9]. 

A study by Anita Khokhar, et al. [10] list the reasons for availing the government health facility which is easy 
available (45.3%), effective treatment (12.5%), low cost (67.3%), better service (4.4%), faith in system (6.9%), 
cordial behaviour (0%) and others (0%). And they also reveal that 87.3% of users in the opinion waiting time in 
the government health facility are more than 2 hours. In another study from Pune Slums [11], it is reported that 
35.1% of the slum dwellers avail the services of government health facilities while the satisfaction level is high-
er with private doctors (81.6%) and the main reason for the dissatisfaction with government health facilities is 
long waiting time (35.8%). 

Upendra Bhojani et al. [12] from Bangalore, have demonstrated socioeconomic gradient with people living 
below the poverty line at significantly greater odds of reporting chronic conditions than people living above the 
poverty line (OR = 3, 95%; CI = 1.5, 5.8). Private healthcare providers manage over 80% of patients. They also 
show that an increase in income is positively associated with the use of private facilities. They also shown that 
an increase in income is positively associated with the use of private health facilities. A study on access to health 
service comprising of four cities [13], it uncovers that majority (68%) of the respondents who are replied to the 
questionnaire say that there are only private health facilities in the slums. A small proportion about four percent 
says that there are government facilities. Most (80%) of those who consult a doctor prefer private facilities, of 
which about half visited private clinics, and 30% go to private hospitals and around 17% go to government hos-
pitals. Almost no respondent choose to visit government dispensary for his or her conditions. 

Archana S. Nimbalkar et al. [14] compare the health seeking behaviour between rural and slum samples and 
they report that antenatal care, hospital delivery, neonatal follow-up, health seeking, essential newborn care and 
exclusive breastfeeding are also lower in urban slums, as compared to villages. Health care and socioeconomic 
status of neonates in slums of smaller cities is poorer than in surrounding villages. BBL Sharma et al. [15] have 
demonstrated that more than 90 per cent of the population and almost all the poor are not covered by any health 
insurance scheme. Health care needs of these disadvantaged groups are primarily met through direct out-of 
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Figure 1. Members of the Households (%) covered by a health scheme or 
Health Insurance by Five cities.                                       

 
pocket expenditure on services provided by the public and private sectors. 

There are some Health supporting/insurance schemes available for the poor people by Government, they are 
Rashtiya Swasthiya Bima Yojana (RSBY), Employment State Insurance Scheme (ESIS), Aam Aadmi Bima 
Yojana (AABY), Janashree Bima Yojana (JBY), Universal Health Insurance Scheme (UHIS). But for availing 
benefits from these (most) schemes one should have the BPL card, it may note that, from this study we found 
that only 9.5% of the slum dweller are having the BPL card. 
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