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URBANIZATION, URBAN POVERTY AND HEALTH VULNERABILITY 

Background 

The process of urbanization has led to an increase in the proportion of country’s 
population residing in towns or cities. Urban centers present tremendous opportunities for 
all people as places of transformation, where a broad range of economic activities and 
opportunities prevail and where services (health, education, art) can be availed. 
Unfortunately, the urban poor do not share many of the benefits of urban development.  
 
The Indian urban scenario has been aptly summarized by a demographer as the 2-3-4-5 
syndrome.1 In the last decade, as India grew at an average annual growth of 2 percent, 
urban India grew at 3 per cent, mega cities at 4 per cent and slum populations rose by 5 
per cent.2 If such a trend continues unabated, we will have only slums and no cities. 

Magnitude of Urban Poverty 

Urban future is a source of concern for experts in different circles. Uncontrolled inward 
migration, natural growth of population and increased density is showing on the unplanned 
development of cities. Over the 1991-2001 decade, the rural population in India grew by 18 
per cent, whereas the urban population showed a growth of 31 per cent.3    

The scale of urban poverty remains a subject of debate. Conservative official estimates 
put the figures at 61 millions (27 per cent of total urban population) 4 to independent 
estimates at over 80 millions (37 per cent of the population).2   
 
The 38th round of the NSS shows that 38.97 percent of urban households had per capita 
income of Rs.125.0 or less, while the urban poverty line was Rs.111.23. Poverty levels 
were more than 89 percent in slums of Calcutta, 73 percent in slums of Bangalore, 68 
percent in slums of Indore. 5 
 
What is a ‘slum’? 
Urban poverty is understood and focused on slums. The category ‘slum’ however 
excludes some of the poorest settlements. In the present terminology, ‘slum’ has several 
meanings: squatter settlements, private sub-divisions, traditional inner city quarters, 
urban villages or any settlement which does not conform to state defined norms.5 This 
definition may vary from one state to another. Therefore, an area categorized as a ‘slum’ 
in one state may not be called a slum in another.  
 
This phenomenon of changing norms and policies as per considerations of different 
interest groups leads to gross under-estimation of urban poverty. Smaller and less 
established slums are often not covered. Temporary settlements of construction site 
workers are completely missed out. Pavement dwellers (among the poorest) are also 
omitted in the estimates.  At times, underestimation of urban poverty is also seen in 



notified slums where ‘hidden’ populations exist like rental groups, populations on the 
slum edges. This is especially true of those cities experiencing rapid urbanization. 
Accounting for all these populations would yield higher estimates for urban poverty – a 
picture much closer to the reality. 

In view of the aforementioned situation, the census / published data of the country need to 
be read with caution.  
 
Thus categorizing slums as areas of urban poverty is not a conclusive or an effective 
manner for reaching the vulnerable sections in a city. 
 

SUGGESTED APPROACH TO ASSESSING HEALTH VULNERABILITY 
AMONG URBAN POOR IN A MID SIZE CITY 

 
A. Identify all available lists of slums. Examples of such lists are: 

§ Municipal lists 
§ Slum Clearance and Rehabilitation Act list 
§ Slum lists from the District Collector’s/Magistrate’s office. 
§ List at Mayor’s office 

 
B. Develop criteria for assessing neediness/vulnerability in terms of health with a 

group of filed personnel; of Public Sector Departments (Health, Municipal, 
ICDS). 

Example:  
 

LEVEL OF VULNERABILITY SELECTED CRITERIA 
 Extremely 

vulnerable 
(Most needy 
quarter/25%) 

Moderately 
vulnerable 
(Moderately 
needy 
quarter/25%) 

Mildly 
vulnerable 
(Least needy 
quarter/25%) 

Not 
vulnerable 
(Adequately 
served 
25%) 

WATER SUPPLY No access 
within 200m 

Public 
facility 
within 100-
200m 

Public 
facility 
within 100m 

Majority of 
the families 
have 
individual 
taps 

HEALTH 
FACILITY(GOVT.) 

Not 
accessible 
with a 
transport cost 
of minimum 
Rs 15.00 
return 

Accessible 
within 3-5km 
but not used 

Available 
nearby but 
limited use 

Easy access 
to and use 
of facility 



PRESENCE/CAPACITY 
OF CBOs 

No CBO Weak or 
dysfunctional 
CBO 

CBO 
functional 
with limited 
activities 

CBO 
proactive 
with a wide 
range of 
activities 
and strong 
linkages 
with govt. 
departments 

 
C. Visit bastis of different levels of development (from a general perception of the 

group above) to have a first hand understanding. 
 
D. Organize a workshop with about 20-30 people who have a an understanding of 

slums e.g. NGO workers, AWWs, CBO leaders/representatives, field 
functionaries of the Municipal Corporation (especially of the Community 
Development Dept.) and Health Dept.  

 
 
Carry out the following in this workshop: 

D.1. Review, discuss and finalize criteria with the group. Criteria could be such as 
to determine the most needy half of all slums from the less needy; or better still 
distinguish the most needy one-third, the less needy one-third and the lest needy 
one third. 
 
D.2. Conduct a discussion with the above group (by way of a group work dividing 
the groups across different parts of the city) and divide the slums against the 
criteria. 
 
D.3. Ask the group to mark the slums on the map using appropriate colours to 
distinguish. 
 
D.4. Ask groups to identify missed pockets of urban poor populations and mark 
them on the map. 
 
D.5. Identify more volunteers who have a good understanding of urban poor, who 
would be able to add value to the exercise.  

 
E. Conduct a cross-validation meeting with the identified group of people and amend 

the classified list accordingly. 
 
F. Develop a mechanism to further rank the needy/health vulnerable slums on a scale 

of increasing deprivation. This will help identify the most needy among the 
vulnerable slums and thus target resources still better.  
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ANNEX 
 
Experiences from the health vulnerability assessment in Indore 
 
  A health vulnerability assessment study was undertaken to: 

a. Identify and geographically map the vulnerable populations in Indore, from the 
health perspective. 

b. Identify the key internal and external factors that predispose certain urban 
populations to health vulnerability. 

 
‘Vulnerability’ would be defined as a situation where the people are more prone to 
facing negative situations and there is a higher likelihood of succumbing to them. In 
reference to health, it implies a situation with / leading to increased morbidity and 
mortality indicators. Factors which contribute to such a state may or may not be within 
the group’s control.  
 
Over time, a city sees a range of changes in terms of facilities, services, infrastructure, 
economy and other things. These changes benefit some and are detrimental to others. For 
example, when a slum in the midst of a city is relocated to the outskirts for beautifying an 
area, the inhabitants are deprived of the facilities available in its initial location. Shifting 
an AWC, for example, along with the slum dwellers is not a norm. 
 
Thus, there are many factors which intensify the health vulnerability, of the poor to 
varying degrees (see Table 1). Some key factors have been identified through the course 
of this study. They are – 

• Economic conditions - nature of occupation, access to fair credit 
• Social conditions – alcoholism, gender equity, education  
• Living environment – water and drainage systems, sanitation facilities  
• Access and usage of public health services – ICDS and DHFW 
• Health and disease – prevalence 
• Organized community collective effort 

 
Economic conditions – A regular flow of income ensures advancement in basic living 
standards and security. Many a times, slums are relocated to areas from where reaching a 
possible source of income in itself is a costly affair.  A majority of the urban poor is on 
daily wages. This implies uncertainty. This factor thus is a strong determinant of 
vulnerability. 
 
People who do not earn sufficiently to meet their daily needs, or are just about able to do 
it, need to access credit during any unplanned or a major event. Funds could be borrowed 
at varying rates of interest depending on their source. At times, assets are given in 
mortgage. But there are also groups who do not own assets and end up giving a family 
member more or less in bondage. Access to fair credit is thus a critical factor in assessing 
health vulnerability. 
 



Social conditions – A growth on the HDI of a society would reflect, to a certain extent, 
on the social indicators and vice versa. 
Education has an established linkage with health practices. It continues to keep people 
unaware of their rights and schemes offered by the government. Therefore this has been 
taken as an indicator for vulnerability. 
Certain ethnic groups show a higher disposition on vulnerability, presenting 
comparatively higher mortality and morbidity rates. For instance, IMR in tribal 
populations is 180 compared to 145 as the state average.  
 
Environmental conditions / Infrastructure – Absence of sanitation facilities or adequate 
sources of water renders people vulnerable. Lack of hygiene consciousness is 
predominant and directly impedes the health of the people living there. Uncovered 
drainage lines often get clogged to create breeding ground for bacteria as well as 
mosquitoes. 
 
Access and usage of public health services – Access to a public health service delivery 
point is one criteria, but not comprehensive in itself as a majority of the urban poor are 
reluctant to use such services (due to the time taken there and the lack of personal touch 
among other reasons).  
The presence of an ICDS centre in the slum is a positive factor as several RCH services 
are then available in immediate vicinity. But due to the irregularity in the service delivery 
at the AWC and also limited targeting, several vulnerable pockets in the slum are left out.  
Therefore accessibility and utilization of public health service impact the vulnerability of 
different slum groups.  
 
Health and disease – High rate of occurrence of infectious diseases and/or low 
immunization are indicators of health vulnerability. Low incidence of mortality and 
prompt treatment would be the positive end of this indicator. 
 
Organized community collective effort – The presence of a strong community based 
organization functions as a support system within the community. Slums in which CBOs 
have worked on health have an added benefit, but the existence of a collective effort on 
any issue implies an active and progressive community. 
 



Table 1: Ranking on vulnerability 
 

Points  Vulnerability Criteria 
0 1 2 3 

Education Minimal levels of education 
with majority of the children 
not going to schools  

Alcoholism High level of alcohol abuse. 

Social 
Conditions 

Gender 
equations 

Gender insensitivity, with high 
domestic violence incidence 

Two of the conditions 
enumerated in previous 
column  

One of the 
conditions 
enumerated in 
previous column  

None of the 3 
conditions existent, 
reasonable social 
conditions present 

Access to 
employment 
opportunities 
and nature of 
work 

Extremely limited because of 
distances 
Uncertain flow of income as 
daily wage workers 

Irregular and 
unsystematic patterns, 
but better off than 
earlier category  
 

Working in small 
shops or a semi-
skilled labourers 

Working as domestic 
servants, semi-skilled 
jobs or as workers in 
factories 
 
 

Access to 
fair credit 

None with – high rates of 
interest or by mortgaging and 
selling assets – High rates of 
indebtedness 

Close to previous 
description 

Few organized 
systems – 
through 
community 
saving group, 
banks or 
moneylenders 

Through community 
saving groups, banks, 
employer, money 
lenders at low rates 

Poverty 
Levels 

Proportion 
of 
population 
BPL 

>75% BPL 50 – 75% BPL 25 – 50% BPL <25% BPL 



Toilets No facility, use open fields Public toilets unusable 
 

Public toilets 
functional 
 

Majority families 
have private toilets.  

Infrastructure 

Drainage No facility, clogged facility 
causing harm 

Clogged 
drains/ineffective 

Open semi-
functional drains 

Underground/covered 
drainage. 

Water Supply No access within 200m Public facility within 
100-200m 

Public facility 
within 100m 

Majority families 
have individual taps 

Health facility (Govt. 
facility) 

Not accessible with a transport 
cost of minimum Rs 15 return 

Accessible within 3 – 5 
km. but not used  

Available nearby, 
but limited use 

Easy access to and use 
of facility 

ICDS services (Anganwadi 
center) 

No AWC AWC present   

Health & morbidity status High incidence of diarrhoea, 
fevers, pneumonia; no/very 
low immunization coverage 

High incidence of 
diarrhoea, fevers, 
pneumonia; low 
immunization coverage 

Marginally better 
than previous 
category 

Lower incidence of 
diseases; reasonably 
prompt treated; 
immunization 
coverage high 

Presence/capacity of CBO No CBO Weak or dysfunctional 
CBO 

CBO functional, 
with limited 
activities 

CBO proactive with a 
wide range of 
activities and strong 
linkages with Govt. 
Depts. 

 
 



A group of local people, oriented with the conditions of the urban slums in Indore were 
gradually organized by word of mouth. Through a participative effort with this group a 
comprehensive list of 638 sites (Oxfam, 1999)6 and another of 525 slum locations  
(CECOEDECON, 2002), the slums were visualized against the different criteria. About 
105 slums that were assessed as vulnerable on the health angle were short listed. These 
were further categorized into four groups on the basis of their similarity in living 
conditions, poverty, environmental and health facilities.  
 
These four categories were then analyzed in detail on the above grading system and the 
following table (Table 2) is a production of this exercise. 
Table 2: Ranking Health Vulnerability in Slums 

 
Slums that fall within these four categories have been identified as the vulnerable slums. 
But within these also, the degrees of vulnerability vary and therefore Category A (most 
vulnerable) to Category D (vulnerable and in need of intervention, but comparatively 
better rating than earlier three categories).  
 
A group of twenty people representing CBOs, slum representatives, NGO field workers, 
field functionaries of Public sector Departments and urban poverty specialists reviewed 
the grading criteria which had emerged through the earlier consultations with CBOs, 
AWWs and slum residents. These were refined and converted into ranking criteria (Table 
2). The group then used these ranking criteria to group clusters of slums (not individual 
slums) into these four categories. Subsequently the health vulnerable ranking was 
presented to larger groups of public sector functionaries, CBO and NGO representatives 
and amended with their inputs. 

  Health Vulnerability based slum groups/categories 
 Vulnerability criteria Category A Category B Category C Category D 
1 Social conditions 

(education, alcohol 
abuse, gender inequity) 

0 0 1 2 

2. Poverty (employment 
opportunity, regularity 
of livelihood, access to 
fair credit, proportion 
BPL) 

0 0 2 2 

3. Infrastructure (drainage 
& sanitation) 

0 0 0 2 

4. Water Supply 0 1 1 3 
5. Govt. Health Facility 0 1 2 3 
6. ICDS services 0 0 1 1 
7. Health & morbidity 

status 
0 0 2 2 

8. Presence & capacity of 
CBO 

0 1 2 2 

 TOTAL 0 3 9 17 


