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Abstract

While poverty levels are declining in India, cont®rover food and nutrition are increasing. In the
changing food scenario of globalising urban Inava tontradictory trends can be recognised: The firs
concerns the underprivileged urban dwellers, siijhly exposed to food insecurity and hunger. Defit
diets cause severe incidence of malnutrition paeity among women and children. The second major
trend concerns the rapidly changing food consumppiatterns and diet transition among the emerging
urban middle classes. Due to economic growth amdlifiestyle choices their demand for greater variet
of food products has never been as it is at thegpte Supermarkets and fast food outlets mushrapmin
all over the big cities are just one indicatortuft The objectives of this background study arartalyse
the food status of different socio-economic groupshe emerging mega city of Hyderabad, to gauge
their food consumption patterns, and to assesgiaotrelated health issues as well.
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1. INTRODUCTION

At the time of independence India faced two majaritional problems — one was the threat of
famine and acute starvation due to low agricultymaiduction and lack of appropriate food
distribution system, and the other was chronic gneleficiency because of low dietary intake
mainly due to poverty and low purchasing power. rPevironmental sanitation and lack of
access to safe drinking water led to high prevaefdnfections. Nutrition toll of infections was
high because of poor access to health care. Thetrgomitiated multi-sectoral, multi-pronged
programmes to combat poverty. Simultaneously esdagdods and services were provided to
people below poverty line at a subsidized raterprove their nutritional and health status.

After a steady, but slow gross domestic product PEBrowth in the initial four decades after
independence, India has become one of the fastesting economies in the world Currently
GDP growth is above 6 % (1), (for AP 2007-08 it7ig2 %)(2). But the fruits of economic
growth have not benefited everybody in the samenmarSome are left behind and the others
are not touched by the benefits of economic gro&tionomic growth has been accompanied by
rising urbanization. Indian cities are expandinghvaubstantial increases in the growth rates. An
alarming feature of the urban population growttthie proportion of the people still living in
poverty.

Globalization and urbanization are defining devetept by transforming cities to mega cities.
The mega cities are losing their original histdriaad cultural diversities. These mega cities
create certain changes in market needs, lifesaésdietary habits, thus facilitating the policies
of global liberalization policies. These policieave an impact on consumption patterns and
livelihoods. Urbanization implies not just a changehe location of the dwellings, but also a
change in lifestyles, value systems and dietarytséB).

A key feature of this remarkable period of growtistbeen the change in the nature of the
Indian diet. As the world economy becomes moregmateed and communication faster, diet
transition would have been inevitable. But is clehat, during the most recent decade,
globalization has played an enormously importanke ran the transformation of food
consumption patterns of Indian households. Thipadicularly evident in urban areas. The
change in consumer tastes and demand has critigalcations for the whole food supply

systems.



While the country is yet to overcome problems metatto undernourishment and
communicable diseases, it is increasingly facirapl@ms of overnutrition and obesity. Although
obesity rates are higher in urban high-income grabe low-income group is not totally free
from overnutrition. Research studies in India hahehlighted the possibility that
undernourishnent in childhood might be one of treglisposing factors for overnutrition, obesity
and rise in non-communicable diseases in adult(4ije Some aspects of the changing complex
relationship between economic growth, poverty, aatlitional status and diet diversification in
India can be explored.

India is passing through a transitional phase et diiversification with socio-economic
development. Considering the implications of thalde burden of disease in the country with a
paucity of data in Hyderabad among the middle ine@md the poor, the present study is taken
up. Reliable data on various attributing factorghwhe following objectives conform basis for
planning, preventing strategies.

» to assess the prevalence of problems due to ovgtiow in adults from different socio-
economic groups;

* to determine the BMI and compare between differetime groups;

» to gauge the consumption patterns and consumptbhmme for various foods and food
products;

* to assess the concept of safe food and the quaigmeters when buying foods and food
products from out side; and.

» to investigate the lifestyle practices and pattéinas have an impact on the individual

This background study looks into the food consuamppatterns and its changing impact on the
nutritional status of the poor and the middle-ineognoups. Section 2 analyes diet and nutrition
changes in India and the crucial factors that gisomfluence these changes. Section 3 provides
an insight view of the profile of the emerging mexify Hyderabad where the study is taken up.
Section 4 explains on the methodology of the st@hapter 5 provides detailed results of the
empirical research carried out in February and M&@09. Chapter 6 presents a short case study

of a slum visited and section 7 includes conclusind recommendations for further research.



2. THE NUTRITION TRANSITION IN INDIA

Economic Growth in India

Since the 1980’s India has enjoyed quite remarkabomic growth. India recognized the
importance of planned growth of the economy witinphasis on human resource development
and fostered both agricultural and industrial depeient (5). The increase in GDP growth is
mainly due to service sector and industrial growblespite higher growth rates, jobs in the
unorganized sector have not increased. Agricultmt@ch remains the major sector for rural
employment, has even lost its growth momentum. Assalt of this the pace of decline in
unemployment and the proportion of population befmwerty line has been modest. There is
inequitable distribution of income between groupshie state and the country. The relationship
between economic growth and poverty reduction isonger linear. It is estimated that 40 % of
the poor household’s share in income is only 2@grrwhile the richest 20 % households of the
country have 46 % of the national income (6).

Indian cities are expanding with substantial insesain the growth rates. Demographic trends
show that while urban average growth rate stalullire2-3% over the past decade (1991-2001),
the slum growth rate was double at 5-6%. Projestisuggest while the urban population shall

double in the next 10 years, the urban poor sloalbte in just five years (7).

A major change in the last few years is the lasgale movement of rural populations to urban
areas (8). Figures about migration in AP show 146 of the total migrants moved from rural
to urban as per Censes 2001(8). While urbanizatas had its positive effects and has
contributed to overall economic growth, it has aksd to undesirable side effects. There has
been a rapid emergence of globalization, which ag@gt contributed to macroeconomic
development. But Khadija Hag (2001) caution, “iblghlization is superimposed on a poorly
educated and poorly trained labour force with poy@tems of governance and infrastructure, it
would not lead to growth nor reduce poverty” (9ybah poverty poses the problems of housing
and shelter, water, sanitation, health, educasioaial security and livelihoods along with special
needs of vulnerable groups like women, children tiiedaged. Poor people live in slums, which
are overcrowded, often polluted and lack basiccci@menities like clean drinking water,

sanitation and health facilities. Most of the peo|wWing there are involved in informal sector



activities where there is constant threat of ewittiremoval, confiscation of goods and almost
non-existent social security cover (10).

Expenditure Patterns on Food

Access to food grains at a subsidized cost throtingh public distribution system has a
beneficial impact on consumption and expenditure food. National Sample Survey
Organization reports that there has been consiledsgtline in expenditure on food, mainly due
to low cost of cereals (provided to the poor ur@BiS) which are the major source of energy in
Indian diets. The share of food in total consumegreaditure has fallen from 64 percent to 42
percent in urban areas. The share of cereals Has feom 23 percent of consumer expenditure
to 10 percent in urban India (11). As a resultha$ there was an improvement in energy intake

with reduced expenditure.

Diet Diversification

Economic growth altered the structure of the labfmice in urban areas characterized by
increased female participation with important causces for the family diet. Whilst women
may still have prime responsibility for providiniet daily meals, the nature of these meals may
change. As incomes go up, the food basket beconumes diversified. Cereal consumption
decreases and the consumption of other foods sesed&ven though people spend a smaller
share of their income on food, they spend morebsplute terms. The consumption of ready
made meals or foods that cut the long preparaiioe df traditional dishes, are likely to be
predominant feature of the diet for families. Witte increased emergence of nuclear families,
increase in economic growth and greater integratioime global market, we may see an even
stronger upward shift in demand for convenienced$o(l?). Households start to adopt food
consumption patterns that differ from the tradiibanes. Consumers exhibit strong preferences
for meat or fish, temperate zone foods such aseapghd highly processed convenience foods
and drinks all of which are readily available ire ttmerging supermarkets and fast food outlets
(13). Substantial increases are also seen in theuagption of tea, biscuits, salted snacks,
prepared sweets, edible oils and sugar. Therelézlkne in the intake of fruit and vegetable.

Thus, consumers are no longer constrained in teeirand to purchasing local products. The
process of diet globalization is clearly assisted the globalization of the media. The
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proliferation of global entertainment through pagoulelevision programmes permits the wide-
scale advertising of global products. This adopitidra globalized diet is seen as a dynamic
process among the upper middle and high-incomesesasbut there is a paucity of studies
showing this dramatic change in the lower middiesime class and the poor.

The 1990s by contrast, saw a significant chandkearpattern of food consumption. There was
a marked increase in the consumption of animalymtsd especially fats, whereas the increase in
the consumption of vegetable products was relativ@dest. Among vegetable products, there
were large increases in the consumption of wheatctsy roots, vegetable oil, sugar and other
sweeteners and fruits, whereas the consumptioncef pulses and cereals has declined. The
1990s were associated with the consumption of fagmitly larger amounts of energy-dense
foods in the form of fats, oils and starchy rodfghilst starchy roots represent a staple, the
considerable increase in the 1990s captures thieased consumption of potatoes, a food with
strong associations with energy-dense food prodsatsh as fries and potato chips. It is
important to note that the use of wheat in the @iethanging as well to more commercialized
bread products similar to those found in Europe thedUSA. Traditionally wheat represented a
key staple in North India whereas in the South Ao€ rice products tended to dominate the
habitual diet. With economic growth, dietary prefgces in souhern India are moving away from
rice towards wheat. There is a general declinehéndonsumption of traditional foods such as
millets like ragi, jowar and bajra. The National thNiion Monitoring Bureau Reports (14, 18)
indicate that the urban food consumption pattehwsvsa reversal of trend of cereal and pulse
intake of the rural group. The average pulse copsiom in the urban population is higher than
the pooled rural data while that of cereals is lowéere is a clear socio economic gradient in
the consumption patterns of cereals and pulseshigier income levels being associated with
lower intake of cereals and higher intake pulseskfats and oils. An important social aspect of
the globalization of the diet is that, once thalitianal food consumption habits have been
displaced by the new consumption patterns, the géhdrecomes largely irreversible. This
process of change where the availability of conmece food will lead to a rapid loss in the
ability of households to prepare the traditionalds. Popkin (1993) stated that future generation
might start to consider the energy dense diet e thaditional diet and move away from the
original foods (13).



Diet Diversification and the Double Burden of Disea

The process of diet transformation has far-rearhtonsequences for public health. The
adoption of a more varied and nutritionally balahodiet generally leads to substantial
improvement in public health indicators. On the ¢raad, the availability of a much broader
range of food products enables consumers to ovexdbm limitations of the traditional local
diets in terms of availability of resources. Alsioe process of standardization that is put in place
by large food distributors and supermarket chaarsensure higher levels of food hygiene. Both
these aspects would be associated with an impraveiméealth indicators.

The incidence of moderate and severe malnutrinoimdia for children between the ages of 1-
5 years has fallen markedly across all states.fibuees for severe and moderate malnutrition

have fallen for India and Andhra Pradesh since 1891 date represented in table 1(14-18).

Table 1: Percent Distribution of Children (aged 1-5years) by Nutritional Grade in Rural

Areas

State Period Normal Mild Moderate Severe
1975-79 6.1 32.4 46.1 154

Andhra 1991-92 9.1 39.2 41.9 8.9
Pradesh 2000-01 11.5 48.6 35.8 4.1
2004-05 111 45 41.5 2.3

1975-79 5.9 31.6 47.5 15
All India 1991-92 7.2 36.3 45.1 111
2000-01 9.0 43.3 41.3 6.4

2004-05 13 44.2 38.2 4.5

It is due to the marked increase in the consumptbmmilk, animal protein, fruits and
vegetables that can explain the reduced incidehceatnutrition. While the gains of the past
have been impressive, a great deal more needs dor before the problems of poverty and
malnutrition in the country are fully eliminated.

On the other hand, the increased consumptiongif balorific and more energy dense food

could lead to an increased obesity and of dietedlaliseases like diabetes, coronary heart
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disease and certain types of cancer. It seems abviwat dietary patterns are contributing to a
clear change in the trends of chronic diseasendial(19). Shetty (2002) remarks that “there is
clear evidence of a demographic, epidemiologicdl rautrition transition in India that is fuelling
the epidemic of chronic diseases and obesity, quaatily in the urban areas”. Popkins et al.
(2001) carried out an analysis of diet trends amgitional status in India and China. Whilst the
incidence of undernourishment by their estimategeidining the incidences of obesity, diabetes
and hypertension are rising (20).

An unhealthy diet also pose social costs in terfraggregate public health indicators that are
not considered by individual consumers. The worsgrf the health indicators would bring
about a larger health care expenditure. In additibay could have severe negative economic
implications for instance in terms of a lower protikity of the workforce and in the worst-case
scenario this could jeopardize the very potentalgrowth of the economy. It is well established

that there is a close link between nutrition anabpictivity, particularly in agrarian societies.

3. CURRENT TRENDS IN THE MEGA CITY OF HYDERABAD (8, 21)

With a population of about 7.5 millions, the emeggmega city of Hyderabad is the capital of
the Indian state of Andhra Pradesh. The city ofétgbad was founded on the banks of the Musi
River in 1591. Today the city is well connectediorlly and internationally. There are good
employment opportunities in and around Hyderabdar@ad range of fields including IT, ITES,
biotechnology, pharmaceuticals, textiles, food pssing, safety and security and defense. Apart
from that a large a number of people is also erdjame other activities, like trade,

manufacturing, construction and transport, etc.

Migration

Given it advantages of being a major trade andnegsi center, Hyderabad attracts a large
number of migrants, from poor labourer to well bithed industrialists and businessmen, not
only from other parts of the state but also frorheotstates of India. About 25% of the total

population of the Hyderabad Urban Authority in 20&%® migrants to the city. Of the total

number of migrants, about one-quarter stated thHa teason for migration was



work/employment or business. The other reasonedstaere education, after marriage, moved
with family, moved after birth.

Basisc Amenities

The slum /non-slum breakdown in the reports of Humavelopment Report 2007 and NFHS-3,
follows the census designation of slums, slum aesaslefined in the census include (1) all
specified areas in a town or city notified as ‘Sluny the state/local Government and UT

Administration under any Act including a Slum A@) All areas recognized as ‘slum’ by the

state/local government and UT Administration, Hagsand Slum Boards, which may have not
been formally notified as slum under any act anda(8ompact area of at least 300 population or
about 60-70 households of poorly built congestatrgents, in an unhygienic environment
usually with inadequate infrastructure and lackiimg proper sanitary and drinking water

facilities.

With the effect of the real estate boom, and cgueet soaring prices of land, housing and
house rents, the affordability of housing has beféected for the middle class and lower income
house holds.

The increasing influx of migrants and floating plgtion along with inadequate road
infrastructure and public transport system in additto the increasing number of private
vehicles have worsened traffic problems.

The increasing number of extremely polluted indaktireas in fertilizers, pharmaceutically,
bulk drugs, pesticides, dye and dye intermediatiegijles, paper and pulp and sugar are the

rising cause of air and water pollution.

Education

Based on 2001 census data, the school attendaede kyderabad district was 79.2 %.

There are 820 government schools in the city. @$¢267 schools have their own buildings and
211 are functioning in rented buildings. A largemier (342) are operating in the community
hall most of them are single room structures builtslum areas. They have neither proper
lighting nor ventilation and no drinking water atwdlet facilities. It is common in these localities
for students of all the elementary these classed o a single room hall in cramped conditions.

These schools get undeclared holidays whenever thany cultural activity in the locality (22).
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A survey conducted in 2004 by one NGO (23) of 3&iosls serving around 68,000 students
in the old city of Hyderabad found that about 69%students dropped out in 2002-03, 410
teacher posts were remaining vacant, 259 schodisibalrinking water facility, 270 schools did
not have electricity, 121 had no toilets, 74 waractioning in rented building, 137 buildings

were not in good condition and most of those schbat only 2 rooms.

Health Care

Health care facilities in the city, particularlyetharge number of secondary and tertiary level
hospitals, serve not only the people living in ardund the city but also people from more
remote parts of A.P. But the rapid expansion ofthezare facilities particularly in the private
sector is a cause for concern because of the singedurden of health care expenditure on
individual households, especially, the poor. Anottisadvantage is the inadequacy of services
at the primary health centers and government haspit the city.

Slum dwellers are only slightly worse off than rdam dwellers with respect to almost all
health, nutrition and population indicators. Thealtdertility rate is slightly higher in slum (1.9
children per woman) than in non-slums (1.7). Thet@xeptive prevalence rate is slightly lower
in slums (65 %) than non-slums (67 %).

The same proportion of mother in slums and non-sl(8i %) had at least three antenatal case
visits for their most recent birth, but the constimp of iron folic Acid (IFA) tablets for at least
90 days was much lower for women who were pregwéhttheir last child in slums (47 %) than
in non-slums (54 %). In slums 79 % received posinedre within two days of birth. Children
aged 12-23 months in slums (53 %) have receivedhallrecommended vaccinations against
childhood diseases.

The situation with respect to the nutrition of dnédn and adults is quite mixed. Children in
slum are stunted (low height for age), wasted {leeight for height) and also more under weight
(low weight for age). 21 % of women in slums ar@@imally thin. Nonetheless, it is striking
that even in slum areas of Hyderabad, about otieré®e women (31 %) and one in five men (22

%) are overweight or obese.



The prevalence of anemia among young childrengisen in slum areas (59%) than non-slum
areas (53 %). The prevalence of anemia among aidudiso higher in slum areas than in non-
slum areas (55 % vs.49 % for women and 13 % v8b 1@ men) (21).

Disease Profile

One recent study (24) based on information cadlédr 5 years from 2001 September 2006 in
addition to monthly data for 2005 and 2006 for 3gedses from the Ronald Ross Institute of
Tropical Diseases, Hyderabad, popularly known asféiver hospital, which is a major referral
hospital for infectious diseases for the poor awl-income families in the city, shows that the
member of inpatients has been more than 11,00 gear, with the number going up to 15,703
in 2005. A developmental feature is the lower nundfedeath over the last 5 years, though the
number has that fallen below 100.

Of the 34 diseases, 14 diseases are the majorscatiseorbidity and mortality. Some of these
are diarrhea, malaria, enteric fever and viral pigéever, which account for more than 90 % of
the morbidity and an even higher share of deatlexriiea and viral pyrexia/fever are the two
major causes of hospitalization of the poor in ¢hg. It may be noted that both these diseases
are related to lack to clean drinking water, poanittion and low resistance. Though the
number of cases of rabies and tetanus are feweedifeases are fatal, accounting for over one-
half of all death cases. Diphtheria is known toenaeen controlled through immunization but
has resurfaced. The number of cases is increaarigyear and has crossed 800 in the first nine
months of 2006. After tetanus and rabies, diphéhexithe third important cause of mortality
followed by diarrhea.

The changing nature of urban lifestyles itselfdiéa new set of illnesses among the urban
population. The spread of now variants of disedies chikunganya and epidemics such as
HIV/AIDS are mostly concentrated in urban areasiodhra Pradesh.

The number of outpatients visiting the hospital aB® been continuously increasing. What is
disturbing is that even while the number of newagstis rising, the number of visits by the old
patients (repeated visits) is also increasing. Tihdicates that even if the patients are not
admitted to the hospital, they are not getting fireen health, problems and are thus forced to
visit the hospital frequently. The disease pattbus indicates the inadequate provision of clean

drinking water and environmental sanitation in in@re than 1,000 slums of Greater Hyderabad.
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4. METHODOLOGY
Study Setting and Respondents

The study was conducted among adult males andldsnmaged 20-65 years residing in
slums/bastis of Hyderabad. Four areas were randsetgcted from the geographic zones of the
city. The areas selected were 1) Jeedimetla, walkelarge number of low and lower middle
income industrial workers reside; 2) Motinagar, Ameet, where mostly migrated population
groups live, working as employees in the nearbyceftomplexes; 3) Himayatnagar, a highly
polarized and fragmented city-quarter, where thpaich of urbanization and globalization is
evident; 4) Moosarambagh, an unrecognized (illeghlin settlement where most of the poor

women work as domestic helpers.

Research Methods

Both the qualitative and qualitative research méthwere used for data collection. For
obtaining the quantitative data, a pre-tested kedge, attitudes, belief and practices (KABP)
guestionnaire consisting of approximately 50 cleseded multiple-choice questions was used.
This questionnaire aimed to elicit information amebgraphic characteristics (age, occupational
status, education, number of children, type of farype of house) of respondents, household
assets, type of fuel, food purchasing charactesistrequency of consumption of various foods,
types of oil used, medical problems, and physictVigy and life style patterns.

For the qualitative data, focus group discussi@GDs) were conducted. FGDs are a well-
established method of getting participant’s un@erding of and perspectives on certain issues.
They usually constitute 5-6 people selected foir themogeneity on some factor important to
the research, such as age or sex. Discussionsfameséd’ on the topic of interest to the
researcher. In preparation for FGDs, a ‘theme gumbich listed the themes/topics around
which the discussion would focus, was evolved franreview of literature, preliminary
discussions with the other team members and frenrebults of the earlier studies. The broad
areas of discussions included

* access to subsidized food household,
* expenditure for food items,

* reasons for selecting a particulars place for paselof foods,

11



* quality parameters when buying foods from outside,
* changes in the family food consumption pattern,

» healthcare services and its effectiveness.

Sample Size
Quantitative data (using KABP gquestionnaire) walected from 523 individuals randomly

selected from the slums/Bastis. Two focus groupudisions were conducted with 4-5 women in
each group. Care was taken not to include those panticipate in the KABP questionnaire
survey for the FGDs.

Data Collection

Quantitative data was collected by the KABP guestaire in the personal interview made in
the residences of the respondents after obtairongemt from them. The FGDs were conducted
in Telugu and Hindi (the local languages). Therentliscussion was recorded using an audio
device with the permission of the respondents.

To assess the nutritional status of the adulttrapometrical measurements of height and
weight were also carried out.

Data Analysis
The data from KABP questionnaires were coded amered into Microsoft excel 2007 before

carrying out statistical analysis viz., frequenagtibutions, cross tabulations, chi-square tests
using SPSS package (Version 15.0).
The recorded discussions were transcribed on thaftier the discussion and written down in

English and shall be compiled into related catesgoin the results.
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5. ECONOMIC CHALLENGES AND NUTRITION OUTCOME
The socioeconomic status data on ownership of hayse of house, number of rooms, type of
family, caste, education, occupation and incomehef family was analyzed individually to

retrieve more meaningful data on each aspect.

Demographic Profile

A total of 157 females and 366 males were intere@wl he socioeconomic parameters of the
respondents of KAPB study are listed below.

» More than one-half of the respondents owned a house

* Of the respondents 196 lived in two-rooms houseldidhad a single room house.

*» 489 of them had an independent house, which caulal iouse of one or two rooms.

» About three-quarters lived as nuclear familiess lbecause of situational reality that there
could be an increase in the number of nuclear famiAnother major reason provided by
the respondent for having a nuclear family is thghlrate of migration from rural to the
urban area. This increasing number of nuclear famdould increase the demand for basic
amenities in the city.

» Majority of the households (HHs) interviewed weradtis (81.5%) and 15.1% were of
muslim faith.

* A large-scale migration from Coastal Andhra, nbwmlring districts and villages of
Hyderabad and from other states of India. Of thelystgroup 7.3 %( 38) households
belonged to Hyderabad, 5.7 %( 30) households neigritom the other states of India. A
majority of 87% (455) households migrated to Hybachfrom the other parts of Andhra
Pradesh.

13
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Table 2: Characteristics of the Respondents of th€APB Questionnaire

PARAMETER NO. OF
RESPONDENTS (%

Ownership
Own House 270 (51.6)
Rent 253 (48.4)
Type of House
Apartment 31 (5.9)
Independent 489 (93.5)
Pucca House 2 (0.4)
Tenement 1 (0.2)
Number of Rooms
1 Room 185 (35.4)
2 Rooms 196 (37.5)
3 Rooms 74 (14.1)
4 to 8 Rooms 68 (13.0)
Family type
Joint 111 (21.2)
Nuclear 407 (77.8)
Single mother 4 (0.8)
Single 1 (0.2
Mother Tongue
Telugu 416 (79.5)
Hindi 20 (3.5)
Urdu_ 73 (14)
Tamil 4 (0.8)
Kannada 9 (1.7)
Malayalam 1(0.2)
Religion
Hindu 426 (81.5)
Muslim 79 (15.1)
Christian 18 (3.4)

Type of fuel used for Cooking

Liquid Petroleum Gas/LPG/Cooking gas
Kerosene

Charcoal/wood

392 (75%)
85 (16.3%)
44 (8.4)




Figure 1: Social Status of Respondents
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Social Status of Respondents

From the figure 1 it is clear that majority of tlkossho were interviewed belonged to the
backward class (47.7 %) and 40.2 % of them belotgdde other communities.

Living Space
It is seen that the living area of the rooms inseehas the family income increased, with an

exception among the Rs.3,000 to <5,000 which isctkghin the graph below.

Figure 2: Mean Living Space among the Different Inome Categories
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Household Size

Of the 523 families surveyed, 385 families (73.p%ve children below 14 years. Among the
385 families, 166 (31.7 %) of them have a singléd¢cii63 (31.2 %) have two children, 43 (8.2
%) have three children and 13 (2.5 %) have mora tbar children. Of the 385 families who
have children, 87 households are joint-family hgvir87 children, 296 households are nuclear
families having 488 children and two households raentained by single mothers have three
children. The larger the family size, the greatetthe burden of demand for food, and basic
amenities per person within the family. Meeting thereased needs of a large family with a
limited income is very challenging making them mutgnerable to poverty. The intra-familial

distribution of food will be inadequate along widther needs.

Education

Information on the education of both, the childi@md the adults (men and women) of the
households have been obtained. 108 (20.7 %) memb#re households who are > 6 yrs of age
can read and write, 370 (70.7 %) members are eetlicat to & class, 365 (69.8 %) up to 10
class, 178 (34 %) up to $Zlass and 129 (24.7 %) up to college. The higleest of education
in the households ranged from bachelors to masteds even up to technical courses like

engineering.

Income Sources

The number of regular income sources distributzdss the different income categories and
the corresponding number of dependable individialthe family is tabulated in the tables
below. 162 households in the Rs. 3,000-< 5,000gcayeand 70 households in Rs. 5,000-
<7,000-income category depended on one regulamiacsource. 76 households in Rs.3,000-
<5,000 category and 25 households in Rs.5,000-87&iegory had two regular income
sources. There is a number of 12 households in eadhe above income categories who
depended on three regular income sources.

The number of income sources was compared agamstumber of dependable individuals to
understand the extent of economic burden of thesdimnids. There are 147 households with

single source of income and three dependable mambethe house. 96 families’ with four
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dependable individuals had a single source of ircobhere are 45 and 29 households with two

and three dependable members, respectively withregalar income sources. There are 14

households with more than four dependable indivglweho relied on three regular income

sources. There are two households whose membeessitetents and hence not included in the

distribution. This analysis shows that there igraricial burden in the households where the

number of income sources was less and dependalibeng were more. During the FGDs, the

members expressed “we take loans with high ratest@rfest to sustain the financial burden.”

Table 3: Distribution of Number of Regular Income $urces across Income Categories

Number of Regular

Number of Households in Different Income Categorie$Rs)

Income sources < 3,000 3,000 - < 5,000 5,000 - < 7,000 7,000 05000 10,000 - < 15,000 >15,000
1 55 162 70 33 15 8
14 76 25 12 5
3 3 12 12 2 1
>3 - 2 2 1 1

Source: Own survey, 2009.

Table 4: Number of Regular Income Sources with Comsponding Dependable Members

Number of Regular

Number of Dependable Individuals Among The Families

Income sources 1 2 3 4 >4 Total
1 16 60 147 96 28 347
2 15 45 29 19 24 132
3 5 7 2 5 14 33
>3 1 - 3 2 3 9

Source: Own survey, 2009.

Occupation

The occupations in the households include salagleghloyees, daily wage earners, self-

employed and others represented in table 5. Tlaisdlemployees had fixed regular income

source that ensured consistency in their spendittgnn. The daily wage earners’ potential to be

employed consistently is very low. Hence the pedaldminimum assured income is not
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guaranteed. The self-employed have higher incomergédon in the household than the other
groups.
Table 5: Occupation

Occupation category Number Percentage
Salaried employees 252 48.2
Daily wage earners 101 19.3

Self employed 115 22
Others 55 10.5

The salaried classes were engaged in occupati@aschr drivers, small-time employers,
company workers, computers operators, electricigogernment employees, domestic helpers,
office attendees, etc. The daily wage earners Mi&ee constructions laborers, carpenters,
painters, packaging employees, municipal sweegerd, domestic helpers. The auto drivers,
kirana store shop keepers, internet center owmpetsy traders, vegetable fruit vendors, book
sellers, labor contractors, tailors, rag pickergeneategorized under self employed. The last
section of others consists of individuals, who weoeisewives, and households who got rental

income and students.

The salaried were 48.2,%, daily wage earners %9 .8elf-employed 22 % and the others were
10.5 % shown in table 5.

The salaried class had a regular monthly incorhés fielped them to plan their budget for the
various requirements in the family through soméhefrespondents mentioned that their salaries

were not being sufficient due to the inflation oicps in the market.

The daily wage earners had a very irregular pattémonthly income. It was dependent on the
member of days of work they got per month. During group discussion, it was found that on
average they got work for 20 days in a month. Rueregular flow of income, they were unable

to plan their budget and most often ended up imgakoans at very high rates of interest.

The self-employed were marginally better than daly wage earners. Some of the self-

employed had a high monthly income, but individualpbs like rag pickers, fruit and vegetable
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vendors and other petty traders had relatively Ioeome, which was not sufficient for the
family.

Average Monthly Household Income

The households interviewed randomly representedcategories of income levels. This
representation is helpful in comparing differentgmaeters and draw conclusions. Majority of
them are in Rs. 3,000 - <5,000 income bracket amallsaumber of them in the higher income.
The table and graph below show the number of fespatales and total number in the different

income levels.

Table 6: Distribution of Respondents among the Diffrent Income Levels.

Income Categoriess Number of Number of Total Number and
(InRs.) Menand % | Women and % Percent

3,000 44 (12.0 28 (17.8) 72 (13.8)
3,000 to < 5,000 175 (47.08) 77 (49) 252 (48.2
5,000 to < 7,000 78 (21.3) 32 (20.4) 110 (21.0)
7,000 to < 10,000 37 (101 7 (4.5) 44 (8.4)
10,000 to < 15,000 20 (5.5) 10 (6.4) 30 (5.7)
> 15,000 12 (3.3 3(0.9) 15 (2.9

Source: Own survey, 2009.

Figure.3. Average Monthly Income of the Surveyed Haseholds

0 <3,000 @ 3,000-5,000 0 5,000-<7,000
0 7,000-<10,000 @ 10,000-<15,000 @ >15,000
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Household Assets

From the table below it is clear that 91.9 % of tihial number possessed a cell phone, 89.9 %
of them owned a television, 62.1 % had a pressawkear, and 41.2 % owned a motorcycle. Each
of the assets was given a score and the totalsearee divided into quartiles. The first quartile
had a score of <5, second quartile with 5-8 scdtes] quartile with 8-10 scores and the last
guartile with >10 scores. The greater the scoreen®rthe number of assets. There are 131
households in <5 score, 109 households in 5-8 s@&@f¥ehouseholds in 8-10 score and 189
households in >10 score. This shows that a majofithe households had most of the assets.
This analysis proves that a considerable amourth&f income is being spent on acquiring
durables over a period of time to improve livingrdorts. Increasing mechanization of life can
augment sedentary lifestyles.

Table 7: Particulars of the Assets Owned by the Haeholds

Type of Asset Number Percent
1. Radio 34 6.5
2. Television 462 89.9
3. Refrigerator 162 31.1
4, Microwave 4 0.8
5. Pressure Cooker 325 62.1
6. Washing machine 28 5.4
7. Water filter 199 38.1
8. Bicycle 183 35.0
9. Two Wheeler 215 41.2
10. Car 8 15
11. Cell Phone 480 91.9
12. Computer 45 8.6
13. Internet 15 2.9

Source: Own survey, 20009.

Type of Cooking Fuel

The type of cooking fuel used by the respondentaliulated in table 2. About three-quarters
of the study group used LPG, 16.3 % of the respatsdesed kerosene in their homes. The LPG
to a majority of the users was sanctioned free dst einder the public distribution system
scheme. The individual obtains the refill of thdimger by paying Rs. 310/cylinder. Each
cylinder is utilized on an average for 45 days.sTd¢ost of the cylinder is another burden on their
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monthly income. In some of the households the L®@sed for cooking and kerosene stove is
used for heating water for bathing in winter. Théemilies who used kerosene stoves also used
wood/charcoal for heating purposes. Kerosene ishased at the PDS by the members of the
HHs who are allotted a regular quota of 10 litekr&erosene for subsidized cost. This quota is

most often not totally availed due non-availabibfykerosene at the PDS.

Access to Subsidized Food

The allotment of ration card to a family is of twypes. Pink colored ration card is given to
high-income families. The use of the card by thismrilies is very poor. The White care is
allotted to the low-income families and the podnisTcard should ensure access to food grains
and other foodstuffs at subsidized costs. UndeiPlb& scheme, the identified poor households
with a white card are provided with 20 kg of fooigs (rice) at highly subsidized price (Rs.
2/kg). In addition, they have an extra quantityfedd grains (wheat) increased food basket
consisting of edible oil sugar etc. The figure belshows that 77.4 % of the households had a
ration card. Of these three-quarters of them usectard for procuring the food grains from the
PDS.

Figure 4: Issue and Usage of Ration Cards

AVAILABILITY USAGE

76.5

22.6
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A

group discussion was held among the women whaesspd the following views and their

problems about PDS.

Non-availability of food grains at the fair pricdagps. One of the problems of PDS is the
diversion of food grain to the open market. Varistisdies show that one third of the grains
supplied to PDS looked into the open market in whesersal public distribution system
(UPDS) programme. The leakage level had increased1t % in the targeted public
distribution system (TPDS) programme because tiee gap between TPDS and the open
market was wider (25). Even the urban poor commgusihot aware of what they are entitled

in the PDS. As a result, the fair price shop owmdesated them.

Another problem that they expressed was the laguothasing power of the poor. The food
grains are supplied to them once in a fortnightisitdifficult for the families who are
financially poor to buy food grains for two weeks one go. The poor do not have the
purchasing power to buy 20 kg of food grains atreet This resulted in many not availing the
PDS and the unutilized food grains are being déceto the open market.

The women also expressed that the quality ofdbe fjrains provided to them at the fair price

shops was bad.

The number of hungry people in India far outsttipsse that live in any other country in the

world, says the UN World Food Programme (WFP) repgoepared jointly with the MS

Swaminathan Research Foundation. Coming down heawilTPDS as a programme that has

fai

led to serve intended goals. The report sayisast only led to greater food insecurity for the

poor. It attributes the failure of the PDS to ceptron and inefficiency besides, faulty

information and wrong assessment of household ctaarstics and the amount of grain

entitlement (26).
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Source of procurement of foodstuffs

Table 8: Places of Purchase of Foodstuffs

Food stuffs Kirana Supermarket [MobileVendor | Rythu Market | RationShop | Others
No.Percent | No.Percent  |No.Percen No.Percent No.Percent | No.Percent
Grain/pulses 275 (52.6) - - 5(1) 232 (44.4) 10 (2)
Grocery/Fruits| 290 (55.5) - 69 (13.2) 156 (29.8) - 1.5(8)
Milk 435 (83.2) - - - 88 (16.8)
Oil 286 (54.7) - - 237 (45.3) -
Meat/Fish - - - - - 476 (91)
Egg 452 (86.4 - 37 (7.1%) - -
Sugar (53.5) 28( - - 243 (46.5) -
Spices/pickles| 400 (76.5) - 13 (2.5) - - 108 (20.7)
Sweets/biscuits 247 (47.2) - (14.3) 75 - - 200 (38.R)
Coffee/Tea 475 (90.8 - - - 47 (9)
Soft drinks 426 (81.5 - - - 90 (17.2)

Source: Own Survey, 2009.

The food purchasing characteristics of the houskshwiajorly revolved around the kirana stores
(small scale general store) and the ration shoip giéce shop). 52.6 % of the respondents
purchased food grains and pulses in the kiranastand 44.4 % of them purchased in the ration
shop. The family members purchased a particulamuamaf food in kirana stores only when it is

not available at the ration shop. Five householdshased their grains in the rythu market apart

from the ration shop due to the cost being less ih&irana stores.

Grocery was again purchased mainly in the kiraoeeg55.5 %). Vegetables and fruits were
purchased from the mobile vendors (13.2 %) althcaigew of them went to the rythu market
(29.8 %) on their way back home to buy them. A $ipaicentage of them (1.5 %) purchased
from the vegetable and fruit shops where the pneee slightly higher than in rythu market or

from the mobile vendor.

Milk consumption by the household members is fotmde low. The majority used a small

guantity for preparing tea and the rest used fttingecurd which afterwards was made into
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buttermilk. 83.2 % of them purchased the milk frtiva kirana store, 16.8 % obtained it from the

milk vendors.

Oil was again purchased from kirana store andaingrice shops. A majority of then (54.7 %)
purchased oil from the kirana store. The reasoaswas expressed where that “ we usually go
twice or three times to the fair price shop to pase our food requirements when we have
money, but there is inevitably no stock and singeraoney will be spent, so we buy the food

items in the kirana store.” 45.3 % of them purclasiéin the fair price shop.

There were 9 % (47) of the respondents who claitodsk vegetarians. The non-vegetarians 91

% purchased meal/chicken/fish in the butcher’s shop

The total number of subjects who consumed eggsA88sLess than 10 % of the families did
not consume eggs at all. 86.4 % and 7 % of theli@spurchased eggs in the kirana store and

by the market, respectively.

About one-half of the respondents purchased sugdhe kirana store, the other one-half

purchased it from the ration shop.

Pickles are regularly consumed in Andhra Pradé&blere were two families who expressed
that they do not consume pickles. A good obsermatiade here was that the families who
migrated from the other states also consumed m@ckégularly, although it was not their
traditional consumption pattern, but was acquireg do their stay in Hyderabad. 76.5 %
purchased the packed pickles from the kirana st@iewould cost them Rs. 5-10 per packet, 2.5
% of them purchased pickles from the mobile vendloo came to their homes on a cycle and

20.7 % of them prepared the pickle at home andepved it for long term use.

One family expressed that they did not consumeuiiss and sweets. 47.2 % (247) purchased
biscuits and sweets in the kirana store, 14.3 % pubschased the sweets and biscuits from the

mobile vendors and 38.2 % (200) from the bakerg sweet shop.

One family did not have tea or coffee. The larggamty purchased the tea power from the
kirana stores and consumed tea that is preparechag¢. A few of them also expressed that they

had tea during the work hours from the roadsidestal or at the Iranian restaurant (low cost
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restaurant). There were 9 % (47) members of theditwlds, who did not prepare tea at home

but consumed tea outside either at the roadsidstadar at a low cost restaurant.

There were 81.5 % (426) of them purchased thedsofks from the kirana store and 17.2 %

(90) of them purchased from the bakeries.

There was one household, which consisted of stadevtto consumed prepared food at the

mess.

Food Expenditure

The statistical analysis of the data showed thatamount of money spent on food items per
week increased as the income of the family incrda$bhe mean values of the money spent on

food per week among the various income levelsegpeesented in figure 5.

Figure 5: Average Money Spent On Food per Week amarthe Income Classes
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An important observation made from the analysighefsurvey is that, the percentage of the total
income spent on food decreased with the increaieeifiamily monthly income. The details are

presented in the table below.
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Table 9: Household Expenditure on Food per Week

n

) Money spent on food Percent of the total famil
Family Income Number of )
- per week (RS) income per week spent ¢
(Rs) families
(Mean £SD) food
<3,000 72 341.7 £119.6 11.4
5,000 - < 7,000 252 457.5 + 143.5 11.5
7,000 - < 10,000 110 603.6 + 218.1 10.1
10,000 - < 15,000 44 742 + 301.7 8.7
15,000 - < 20,000 b 955 + 368.1 55

Source: Own Survey, 2009

Food Purchasing Characteristics

Table 10: Quality Parameters when Buying Food

Quality parameter Very Important Important  Notlisportant | Not Important
at all
Freshness/purity 259 (49.5) 233 (4416) 31 (5.9) -
Price 275 (52.6) | 231 (44.2) 17 (3.2) -
Label 63 (130) 145 (27.7 134 (25.6) 176 (33.7)
Decorative Package - 146 (27.9) 191 (36.5) 1865)35.
Nutrient content 217 (41.5) 194 (37.1) 59(11.1) (Ba.3)
Calorie richness 213 (40.7)| 195 (37B) 62 (11.9) (18B1)
Region provenance 70 (13.4) 151 (28]9) 106 (20.3 96 (B7.5)
Seasonal Supply 193 (36.9) 142 (27(2) 107 (20.5 1(18.5)
Shelf life 237 (45.3) 228 (43.6 29 (5.5) 29 (5.5)
Genetically unmodified - - 30 (5.7) 493 (94.3)

Source: Own Survey, 20009.
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All the respondents were aware of the quality peters when buying foods. Most of them
purchased goods from the kirana store and faireiwops, where they were not packed foods
with a quality symbol. About one-half of them lodkéor freshness and purity and said it was
very important, the other one-half said freshneas wnportant. In the focus group discussion
(FGD), a 32 year old woman expressed that theyllyswurn food items back to the vendor if
they were not fresh and take something else inangd

Price was very important for 96.8 %, because efrtteficient monthly household income.
“The food items are checked for freshness, but tiegga for the minimum possible cost,” one
woman remarked during the group discussions. Tlepy also ridiculed that the fair price
shops always sells sub-standard food stuff.

Food label was not important at all for 59.3 % loé households, because they purchase food
items, which are sold loose. Label and food pacigq@ias present when they bought foods like
soft drinks, biscuits, milk, oil, tea powder aneégooked dehydrated noodles (magi brand). They
also expressed that they are not interested inrdidee packaging, because that would cost them
additional amount of money.

Nutrient content and calorie richness was impdrtara large number of households although
they did not have clarity of information on thesegmeters.

Seasonal supply was not looked for food grainsdouely looked for fruits and vegetables.
This attribute was important to 64.1% of the hoadd$y because the seasonally available food
items were cheaper and thus formed a part of tegirlar meals more often.

The household members were aware of what it mieafishelf life” and “expiry date”, but did
not apply to them when they purchased goods atithra store or the fair price shop.

Of all the respondents, 94.3 % reported that these not aware of the concept of genetically
modified foods. They expressed that they knew ablgut pesticides and that they should wash
the fruits and vegetables before consuming or capki

Nobody of the respondents was aware of organid.foo
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Consumption Patterns

Type of diet:
Of the total respondents surveyed 8 % (42) weretaegns, 11.1 % (58) were non-vegetarians

and 80.9% (423) were having a mixed diet where ttmmysumed egg and fleshy foods.

Meal frequency:

First, the households were explained about whiatedins by full meals and what it means by
snacks. After having clarity on the concept of fukkals, it was found that 4.2 % (22) had one
meal, 49.9 % (261) had two meals and 45.9% (240swmed three full meals a day. The
individuals who had one meal, had it either in t@ning at brunch time or at dinner. The rest
of the meal times they consumed snacks like samesifs, biscuits or a bun with tea. Those,
who had two meals, mostly skipped breakfast butllach and dinner. The rest had all the three
meals breakfast, lunch and dinner. It is obserhatl there was no subject in the monthly family

income of Rs. < 3000 that had one meal a day.

Breakfast:The traditional breakfast of Andhra Pradesh cdsi$ preparations like chapatti or
phulka, idly, dosa, upma, jowar/bajra roti or mokthe time it could be rice also. A majority of
them 45.5 % (238) skipped breakfast, 47.2 % (24d) fice-based breakfast and 2.5 % (13) had
wheat based and 4.8 % (25) consumed a mixed dieting the group discussions the
respondents expressed that “most of the time we badakfast consisting of idly or dosa which
we purchase from a vendor who sells these itemms fis bicycle.” Some of the respondents
even consumed bread dipped in tea for breakfagteS them consumed leftover rice from the

previous day’s dinner.

Lunch: Rice is the staple food of the people of southan#9.8 % of them consumed rice for
lunch. Lunch was had with dhal (pulse preparatiM@getable curry (most often the seasonal
vegetable) and curd or buttermilk. With curd ribeyt had pickle. A few of families expressed
that on some days they would have the rice wittklpi@and skip the pulse and vegetable

preparations.
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Dinner:is generally prepared fresh. 91.8 % (480) of #spondents had rice-based dinner, 3.1 %
(16) had wheat based dinner and 5.2 % (27) of thadhmixed diet. The rest 4.2 % were those
who had one meal.

Frequency of Consumption of Food Preparations

The frequency of consumption of foods (curd, Buraw vegetables, soft drinks, ice cream,
fast foods, deep fries, deep frozen foods and cuame foods) is demonstrated in the graph
below.

Figure 6: Frequency of Consumption of Food Preparabns
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Although 61.6 % (322) consumed curd twice day thangty was very less or the curd is
diluted with water to make buttermilk.

There were five respondents who did not consumisfat all. A majority of them 42.4 %

(222) consumed fruit at least once in a week and 33(174) had fruit twice a day. There are a
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small number 8.4 % (44) who had one fruit in a dBgnana was the most common fruit
consumed by the members, as it was the cheapéstSome consumed banana and guava in a
day. Some of them had orange, banana and guava.oites these fruits were relatively cheaper
than fruits like apples, pomegranate and chikoo.

The concept of eating raw vegetables like cucumtenrot, tomato regularly was very less.
Raw vegetables were consumed less than once ahye6®.4 % (363) of the households. A
small percentage did not consume raw vegetabledl ar consumed them once a day. Most
often onions were consumed raw.

The consumption of soft drinks has increasediuegteven among the middle income classes
and the poor. About one-half of them had soft dsit least once in a week and 11.5 %
consumed every day. About one-third of the respotsdead soft drinks less than once a week
and 4.2 % (22) of them did not take them at all.

Children mostly consumed ice cream. Grated icpeatips different sweetened colors called as
ice gola were more commonly consumed of them. 88.205) consumed ice cream at least
once a week, 35.6 % of them had less than onceweek although 6.5 % of them had ice
creams everyday. The ice cream eaten by theserahildere not branded products. They
purchased it from mobile vendors.

Likewise one-half of the children had chocolatek53% had at least once in a week, 14 % had
less than once in a week.

Preliminary discussions were carried out to makentiembers of the household understand the
about the foods that are called as fast foods ll@fi@respondents, 55.3 % (289) did not eat fast
foods and 31.5 % (165) have less than once in &wee

Three-quarters of the interviewed persons did abteep fried foods, although some of them
consumed everyday. Preparing deep fried foods wés an festivals or when there is a rare
occasion to celebrate among the family members.

A large majority of the households did not havepd&ezen foods and also did not consume
convenience food items. Of those who said that #@mysumed convenience foods, had only
“magi”, which are a precooked dehydrated noodles.

Chicken was consumed by 44.4 % (232) of the houdshas it was cheaper than mutton.
Mutton was consumed by 29.4 % (154). 15.9 % of thmmsumed fish. These households
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belonged to those migratory groups from the coastds of Andhra Pradesh where fish is a part
of their regular meal. This is shown in figure 7.

Most of them 75.1 % consumed fleshy foods once ekwand 12.6 % of them ate twice a
week. A small percent (3.1 %) of them had less thiace a week and 1% of them had fleshy

foods everyday.

Figure.7. Percentage of Household Consumption of €&hy Foods
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The oils that were majorly used were groundnu(26l.7 %), sunflower oil (36.1 %) and palm
oil (25.2 %). These oils used were mostly refindchong the others 30.2 % and 30.8 % used

unrefined and mixed oils respectively. This is d&g in figures 8 and 9.

Figure 8: Type of Oil Preferred
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Figure 9: Quality of Oil Preferred

E Refined O Non-refined O Mixed

Majority of the households interviewed used onspean of sugar, about 10 % of them used
half teaspoon of sugar. Individuals who had a na&gicoblem used artificial sweetener (4.2 %),
which was advised by their doctors.

Frequency of Eating Out
From figure 10 it is understood that majority oénin 51.6% (270) ate outside their house less

than once a month and 27.3% of them ate out omeerdh.
Figure 10: Percentage of Respondents Eating Out
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Among those interviewed 96.9 % (507) did not weéstern food outlets, 20.5 % of did not
visit local dhabas and hotels, 74.2 % (388) didwsit regular restaurants and 20.1 % (105) did
not eat at the street food vendors. The majorityegspondents was not entitled not eat outside
because of insufficient monetary income. Howevel P8 (403) of them could visit and eat food
at the local dhabas/hotels, as the meals and stia@iesare cheaper.

When asked about their favorite dish a majorityhefm said that they liked non-vegetarian
dishes, like chicken biryani, chicken curry, chickiey, chicken tandoori, and a few of them
preferred mutton biryani and egg curry.

Of the total respondents, 81.3 % (425) of them &mdt realize any major changes in their
food consumption pattern during last 10 years. Almne-fifth, however, opined that changes
have taken place in their diets. Some of thesegdmare

* reduced use of chili powder;

» change type of cooking oll;

* more cooking oil;

* increasing frequency of fleshy food consumption;

» changing eating times;

 regular consumption of vegetables, but in lessitjues;
* increase in consumption of noodles;

* Reduced consumption of millet like ragi, jowarjraa

» more wheat consumption like chapatti

* Regular consumption of deep fried items and currys

* more usage of iodised salt;
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Health Aspects
Table 11 shows the age and anthropometric measutsmithe respondents.

Table 11: Anthropometrical Measurements of the Respndents.

Parameter Men (mean = SD) Women (mean + SD) Totainean + SD)
Number 366 (70%) 157 (30%) 523

Age (years) 36.63 £ 10.03 37.64 £9.74 37.33+9.83
Height (Cms) 165.31 £ 6.64 162.48 £ 7.03 164.4587
Weight (Kg) 61.78 + 8.89 59.76 + 10.12 61.18 +9.32
BMI 22.67 +3.49 22.68 + 3.89 22.36 £ 3.86

Source: Own Survey, 20009.
The recorded measurements were used to calculatbatly mass index (BMI) and were
compared with the reference standards to clashigytotal number of individuals into four

categories.

Table 12: Reference Body Mass Index in Adults (WHQ echnical Report Series 854)

INTERPRETATION BMI Class
Underweight <16 -18.49
Normal 18.5 —24.99
Over weight 25—-29.99
Obese 30 - 39.99

Source: WHO, Technical Report, Series 854 and own survey, 2009.

After the analysis, figure 11 highlights the intexfation of the nutritional status of the adult
males and females and across the different incoabess
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Figure 11: Nutritional Status of Males and Females

g

O Underweight® Normal [0 Overweight [ Obese|

From figure 11 it is evident that majority of resplents, both males (69.1 %) and females
(61.8 %) were normal weight. Simultaneously thera smaller percentage (10.2 % females, 7.9
% males) that was underweight and a larger pergenf28.0 % females, 22.9 % males) is
overweight and obese. These percentages of undgrwvand overweight clearly show the
double burden of disease in India and in Hyderayadng the poor. In the 1970s to 1980s, India
predominantly had high rates of malnutrition resgjtfrom lack and insufficiency of food. With
developmental programs being introduced on a lacgde, India now is facing reduced number
of undernourishment cases and an over escalatimiperuof overnutrition cases. The same scene
is also being observed among the poor and the lowdatle-income groups.

When the BMI are compared between men and womes,abserved, that the men showed
lower percentage of underweight, overweight andseltban the women in the present study.
The association (chi-square value 44.32 and P €10.0etween income and prevalence of
overweight and obesity for females were found tedry significant but not significant in males.

The BMI categories were also observed for pooled @red women distributed against
different income groups. This comparison also slibthiat as the income increased, there was a

substantial increase in the prevalence of overweigt obese among both men and women. The
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number of underweight individuals reduced as ttemnme increased. This showed significant
(chi-square value 44.52 and P < 0.001) associagtween income and the BMI categories. This

is clearly depicted in the graph below.

Figure 12: Distribution of Individuals across BMI Categories by Socio Economic Status

Percent of Subjec

Underweight Normal overweight Obese

BMI Categories

H <3000 W 3000 - <5000 5000 - <7000 7000 - <10000M 10000 - <150008 >15000
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Figure 13: Prevalence of Communicable Diseases ahdestyle Patterns

The households were questioned on the prevalencert#in non-communicable diseases and
certain unhealthy lifestyles like alcoholism, heawyoking and betel nut abuse.

From the figure 13, it is understood that one-fitththe persons interviewed suffer from
hypertension, 5 % from coronary heart diseases 7afd from diabetes. All these diseases
probably are due to overweight and obesity. It dalso be due to changed lifestyle and dietary
practices. The prevalence rates are steadily isgrgawhich become a major public health
problem.

The rates of prevalence of alcoholism, heavy sngpkimd betel nut indicate that a good part of
the family’'s monthly income is being spent on syxhctices. This expenditure adds to the

burden the family income that is low.

Average Money Spent on Health

Table 13 shows the mean =SD of the money speriltr@ss distributed among the different
income classes. It is observed that the money spentiness is increasing with the income
increase. A possible conclusion from this obseovais that the lower income groups mostly
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went to the government hospitals and also availesl dervices of the Rajiv Arogya Sri
(government sponsored medical service for the wdateured ration card holders). In both these
sections medical services are free of cost. Adrtbeme level increased, the individuals in the
households visited the private hospitals where treglto spend money for consultation.

In the FGD, the women opined that the serviceh®igovernment hospitals are poor and most
of the time the medicines were not available areg thck guidance in the hospital.

Table 13: Money Spent on Health per Month

Monthly Income Number of Amount of money spent
Households (Mean = SD) (In Rs.)

< 3,000 72 170.4 +204.5
3000 - < 5,000 255 156.4 £170.5
5,000 - < 7,000 107 199.1 +227.4
7,000 - < 10,000 44 238.6 +241.3
10,000 - < 15,000 30 345.0 +£410.3
15,000 - < 20,000 15 363.6 £ 261.8

Source: Own Survey, 2009.

From table 13 it is also seen that the householtds Rs < 3,000 spent more money than Rs.
3,000 - < 5,000 group. This may be because ofdtesof illness being very high among the first
group. It could probably be because of malnutrigo the high rates of infection due to poor
sanitation and lack of safe drinking water.

Physical Activity and Lifestyle

Of them 89.5% (468) said that they do not do anyspal exercise other than their
regular work.

Nature of Work

From the survey 4.6 % (24) do sedentary work, 90.¢474) have moderate work and 4.8 %
(25) heavy work.
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Smoking
Of the total 366 men surveyed, 58.7 % (215) menew®n smokers, 28.4 % (104) men

smoked lass than five cigarettes a day and theBr8s¥o men smoked more than five cigarettes.
Among the total number none smoked beedis.

Alcohol

There is 45.5 % (238) of the total number who i consume alcohol. There were about 40
% of male respondents who said that they had alaotlp on weekends and at least 15.3 % (80)
of them consumed everyday.

Cigarettes and alcohol are yet another componeftiteérhousehold expenditure these would

also contribute to their burden on their income.

Television Consumption
Of the 87.4 % who owned a television, 55.1 % weadcfor at least three hours a day and 23.3
% watched less than 5 hours a week. Of them 510pi#ed that they do not eat while watching

television.

6. CASE STUDY
NAME OF THE BASTI/SLUM: LAXMAIAH HUTS,
AREA: TEEGALAGUDA, AFJAL NAGAR, MOOSARAMBAGH, HYDERABAD

Slums are usually settled on land not used byrsttoe any regular purposes (27). These could
be low-lying lands, areas near railway lines orirdrariverbanks or peri-urban areas. Each of
them has their own peculiar depreciating factotamS are almost always initially informal
settlements with no land tenure rights. Hidden emsssing pockets of urban poverty such as
limestone workers, construction site workers, woskaf local industry (leather, jute, glass) are
clusters where services usually do not reach, s dhe not part of official slum lists. Owing to
long delays in updating of official slums list irost cities, slums remain un-recognized for years
(28).
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One of such slums was visited and the status dflthm is outlined below.
Land Status
Unauthorized settlement i.e., slum not recognizeds state government land adjacent to the
Musi River. There are about 80 households with 8860 inhabitants.
Housing
Predominantly Kuchha houses with a very weak atrectno separate place for cooking and
minimal ventilation; hut size of about 10-15 scetfe
Services
(a) Toilets
No toilets available and defecation in the operalbynen, women and children.
(b) Water Supply
No water supply in the slum; people have to go afutheir area of living to fetch water at
public taps; most of them use bicycles to fetchewand store it in plastic drums.
(c) Drainage
No drains; sewage water and forms puddles of digtier; no pucca roads.
(d) Electricity
No regular electricity connections, but tapped thatized.

Employment Pattern

They are mostly migrants, but a few families adents staying in this basti for 10-12 years.
Their family income is Rs. 2,000-4,000 per monthey are mostly daily wage earners with
irregular income pattern. The women mostly work dasnestic helpers. The men work as
construction workers, carpenters, painters, arcktduivers. They are also engaged in hazardous
work like rag picking and stone chipping.

Credit

Due to the meager, irregular, salaries, they ta&as from unorganized sector at mortgage or
high rate of interest as much as 10 % per montle dimount of debt accumulated usually
exceeds their income per year.

Health Status
Most of the households have three children. Woareh children are malnourished and have

high incidence of illnesses. They have reporteésa$ child mortality. Majority of the children
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are insufficiently immunized. They have an ANM (diaxy nurse mid wife) who visits them
once in a month and distributes medicines for comitioess like fever, diarrhea fever and body
pains. She also distributes iron and folic acidatbto pregnant women. But due to lack of
awareness programs, most often the women end apitig away the iron and folic acid tablets.
They do not have a government hospital or dispgnaéthin 2-3 km radius. They have even
reported high incidence of malaria in their bastis.

Food Patterns

They generally purchase food grains and stuffsiftbe near by kirana store. Most often they
buy the perishables from the mobile vendor.

Most of them have kerosene or wood stoves for iogopurposes. Most of them consume two
meals a day. Banana is the common fruit they corséth opined that they consume seasonally
available vegetables, which are obtained at cheepstis. Children do eat snacks like chips,
muruku (a traditional deep fried snack), ice creachscolates, ice gola, and soft drinks.
Education

Majority of children go to the near by governmeanhool. There are small percentage children
who go the domestic workers’ union school free astcThere is one girl who has completed
graduation in nursing and is looking out for jolag@ments. Her father, a carpenter was very
particular in her education has succeeded in r&ls illiteracy in the adult population.

Gender Status

Sensitivity on gender issues is generally lowndeancidence of domestic violence. Men who
are alcohol abused do not work and the women tpkbeiburden.
Identity Proofs

Majority of respondents have ration cards thatutitezed for provisions. The interviewees felt
that the supply of foodstuffs at the fair price gh® not regulated properly. They are eligible for
10 liters of kerosene from the shop, but most oftes unavailable. The quality of the rations
foodstuff is bad and again they have to visit thepsfor at least 3-4 times to get their share of
stock.
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7. CONCLUSION AND RECOMMENDATIONS

Many developing countries are currently in differstages of demographic and developmental
transition. The pace of this transition has beemiqudarly marked in countries of the so-called
third world, especially in recent times. In Indiarfeaching changes affecting the lives of
millions of people are now being brought about ag pf this developmental transition. While
the country has still to overcome problems arigimg underdevelopment and poverty, it is also
facing problems related to industrialization antamization. With this unbalanced transition,
several undesirable lifestyle alterations in thenf@f diets rich in saturated fats, excess salt and
calories and low fiber, decreased physical actiaiydictions like tobacco and alcohol and the

augmentation of psychosocial stress come into pieym the present study we can conclude that

* a majority 51.6 % owned a house, 93.5 % lived innalependent house, which consisted of
one to two rooms.

» Majority of respondents belonged to the socio-ecanally backward class.

* Rural to urban migration shows a sizeable increlgrants in the city are contributing to
the increase in slum population and urban povergattng a burden on resources and
infrastructure facilities.

» Of the total 407 nuclear families, 296 householdgehon an average two children below 14
years. The Rs. 3,000-<5,000 income-class had l6@emwlds dependent on one regular
income source, 70 households on two sources ofriacand 12 households on three sources
of regular income. Apart from that, there were hbliseholds with single regular income
source and three dependable members. To satisfiinaecial demand of the family, they
acquired loans at high rates of interest.

* Many daily wage earners experienced irregular mgmticome, thereby making it impossible
to plan their budget. Moreover they had no savings.

* Among the households surveyed, a majority belorigeds. 3,000-<5,000 income category.
Their monthly income was insufficient owing to thigh cost of living in the city.

» It is observed that 189 households were in thedaattile of household assets score, which

means they possessed higher material assets.

42



About three-quarters of the surveyed householdsimdd ration cards of which 76.5%
utilized it for procuring foodstuffs from the PD&.majority of them expressed dissatisfaction
on the efficiency of the PDS to supply foodstuéfidtem at subsidized rates.

A large majority of respondents purchased food stezither from the PDS or at the local
kirana store.

The amount of money spent on food items per weekeased as the monthly income
increase. Simultaneously, the percentage of tla fainily income spent on food decreased
with the increase in the family monthly income.

All the respondents were aware of the quality patans when buying foods. The
respondents returned the foodstuffs back to thenkirstore if the quality was not satisfactory,
but had to compromise with the quality of foods$ystirchased at the PDS.

A majority of the families were ignorant about gecedly modified and organic foods.

About one-half of the households surveyed had tweals) the second half consumed three
full meals per day.

About 45 % of respondents skipped breakfast, 99&Asumed rice-based lunch and 91.8 %
had rice based dinner.

A mere 2.8 % consumed wheat based breakfast anérdifihis probably is because the cost
of wheat at the PDS is relatively higher than rice.

It is observed that the consumption of fruits arebetables was poor and there was a
substantial increase in the consumption of fats aifel (used in their food preparations),
fleshy foods, ice creams, chocolates, sugar anddsofks. This shift in the consumption
patterns can be attributed to the prevalence dfi pycentage of overweight and obesity,
coexisting with 9 % of undernutrition among thep@sdents.

There is also an increase in prevalence of co-rdiids of overweight like hypertension,
cardiovascular disease and diabetes that furth@reprthe existence of double burden of
disease among the poor and the middle-income fesriti Hyderabad.

The mean amount of money spent on health purposesmpnth increased with rising
affluence. This may be due to their visits to threvgie hospitals where there are high

consultation charges.
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It is observed that about 90 % of the responddittsnot do any physical exercise, which

further explains the prevalence of non-communicdideases.

These findings can be summed up with the followsm@mmendations.

v
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The government must take poverty ending and heakthapproaches seriously and devote
more share to these issues. Millennium developnger@ls have been evolved to fight
poverty and ill health. A target driven approacheguired.

To discourage migration from the rural areas, eowoaeforms should be able to create
adequate employment opportunities in the ruralsarea

There should be greater equity in the provisioneofployment and basic services like
housing, electricity, safe water supply, sanitati@olid waste management, drainage
systems etc.

Effective monitoring and surveillance systems stomhprove access to subsidized food
items.

Urban health care should be taken up in missionental facilitate programmatic focus,
resource commitment and accountability for effedtivaddressing the health needs of the
urban poor.

Vigorous community mobilization campaigns and fotiova of youth brigades within the
community to spread the message of good healtthaaithy nutrition.

An intensive programme of health education throdgh media should be designed to

promote healthy practices and regular exercise.
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ANNEXURES

HOUSEHOLD SURVEY QUESTIONNAIRE
Kasturba Gandhi Degree & PG College for Women / Sannihita Centre of Women and Girl

Children Society / CultGeo, University of Freiburg (Germany)

Food, Consumption and Nutritional Status in Hyderalad-

An Empirical Study on Poor and Middle Income classge

Code No. Date

Questioned Person Female (1) Male

Y0 [0 | (=TT T

|. Characteristics of Home

1.Ownership (1) own house/flat  (2) on rent (3) athe

2. Classification of building:

Independent hous Apartment build Tenement
Puc Kutcha hu
3.Size: Number of rooms Size of living space (Sq ft)pax.)
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II. Demographic and Social Particulars
1. Type of Family

Joint family (1) Nuclear (2) Single mother (3pingle (4) other (5)

2. Number of people (permanently living in your hosehold)

Number of children < 14 years

Number of male adults > 14 ye:

3. Mother tongue:

female adults > 14 yeard

househddhbers > 65 years

Telugu (1) Hindi (2) Urdu (3) Tamil (4) Kaada (5) other (5)

5. b.Community

6. Education

Number of household members > 6 years who can&eaxte

Up to fifth class

Highest graduate in your household: ..............cccc

1.Sc 2.St 3.Bc 4.0theg

Up to T@&lass

Up to Txlass

college & univers
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I1l. Economic Characteristics

1. Number of regular income-sources

2. Number of dependable individuals

3. Occupations in your household:
4. Average monthly household income

Rs < 3.000 (1) Rs.3.000-<5.000 (2) Rs.5.00B80 (3) Rs 7.000-<10.000 (4)

Rs. 10.000-<15.000 (5) Rs. 15.000-<20.000 $6Rs.20.000 (7)

5. Household Assets (indicate number)

Radio Bicycle
Television Two-wheeler
Refrigerator Car
Microwave oven Cell Phone
Pressure cooker Computer
Washing Internet Access
machine

Water Purifier

6. Type of cooking fuel used in your household

Kerosene (1) LPGgas (2) Charcoal/wood (3)ther (4)
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IV. Food Purchasing and Nutrition
1. Category to which the household/individual belogs
Vegetarian (1) Non-Vegetarian (2) Mixed (3)

2. Access to subsidized food:

Ration cardholder Yes (1) No (2))...

Do you regularly go for your ration quota (Yes (1)No. (2)

3. Weekly household expenditure for food itemé&pprox

4. At which places do you/your family usually purclase which kind of food items?

Kirana | Supermarket Mobile
(Chainstore) Vendor

Rythu
Market

Other (specify)

Grain/pulses

Grocery/fruits

Milk products

Cooking oil /ghee

Meat/fish

Eggs

Sugar/salt

Spices/curries/pickle

[

Sweets/biscuits

Coffee/Tea

Soft drinks

Other
(specify)......ueuvunnnnee
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5. While shopping food items you pay attention tohte following attributes

Attribute

Very
important

Important

Not so
important

Not important
at all

Freshness/purity

Price

Label

Decorative
package

Nutrient content

Caloric richness

Regional
provenance

Seasonal supply

Shelf-life/expiry
date

Genetically-
unmodified

6. Did you heard about organic food

Yes (1) / No (2)..

If yes, do you regularly buy organic food? Yes (1No (2)....

IF NO, WY NOE? ..ttt

If yes, where do you buy? .......ccocoviiiiiicccce e,
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7. Food Frequency

1. Number of full meals per day (average)...

2. Breakfast

Rice based (1) Wheat based (2) Millet basedWBiole grain (4) Mixed (5)

Fruits (6) Other (7) Usually no breakfast (8)

3. Lunch

Rice based (1) Wheat based (2) Mixed (3) Oghe Usually no lunch (5)....

3. Dinner

Rice based (1) Wheat based (2) Mixed (3) Ofhe Usually no dinner (5)..

4. Consumption of curd/buttermilk

Once aday (1) Twice aday (2) Atleast onceweek (3) Less than once in a weel

5. Consumption of fruits

Once aday (1) Twice aday (2) Atleast oncaweek (3) Less than once in a weel

6. Variety of fruits

One (1) Two (2) More than 2 (3
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7. Consumption of raw vegetables

Once aday (1) Twice aday (2) Atleast onceweek (3) Less than once in a week (4)...

8. Frequency of consumption

Foodstuff Every day| At least once in Less than once Nil
a week in a week
Soft drinks
Ice-cream

Chocolate & other
sweets

Fast-Food (e.g.
hamburger)

Milk shakes

Deep fried food

Deep-frozen food

Convenience food
(e.g. soups, chille
food)

-

9. Consumption of non-vegetarian diet

Every day (1) At least twice a week (2) Onoseek (3) Less than once a week (4)...

10. Type of non-vegetarian dishes you prefer

Meat (1) Chicken (2) Eggs (3) Fish/seaf¢td.
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11. Oil used in cooking

Refined (1) Non-refined (2) Mixed (3).

12. Oil mostly preferred for cooking

Groundnut (1) Safola (2) Palm Oil (3) Til @uvvulu) (4) Sunflower Oil (5) Other (6)...

13. How many spoons of sugar do you usually tal@nmcup of tea/coffe

14 Do you use alternative sweeteners?

Yes (1) No (2)....

If yes, which kind of? ...

15. Frequency of eating out

Every day (1) At least once a week (2) Onceoatin(3) Less than once a month (4)...

16. Which places you prefer for eating out (ple@segk: 1 = most frequently, 2 = second etc.)

Western fast-food outlets

Local dhabas/hotels

Restaurants

Street food vendors

Other
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8. Your favourite dishes

V. Health Aspects

Your Age.... eight (kg)  Heigl  tm)

Calculate BMI:

1. Members in your household suffering from

Hypertension art problems Di jtes  Acidity
Ulcer Cancer Alcoholism Heavy Smoking
Bethel-abuse

2. Any medication for any illness mentioned above

Yes (1) / No (2)

If yes, What are they? ... e e
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3. When did you visit dentist last? (Month/yea

4. Average amount of money you/your family spendradical treatment/medicines per month

VI. Physical Activity and Lifestyle

1. Are you doing any physical exercise other thegutar work routinely?

Yes (1) No (2)

If yes, What @XEICISES? ...t e e e e
2. Duration of exercise per week

More than 3 hours (1) 2-3 hours (2) 1-2rkd@) less than one hour (4)

2. Nature of work

Sedentary (1) Physically active work (2) rmaade (3)

3. Smoking

More than 20 cigarettes/beedis (1) 10 -20 (8)10 (3) lessthan 5(4) Non-smoker (5)

4. Alcohol

Every day (1) Only on weekends (2) No alcqi3)
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5. How often do you attend parties, social gatlgsriand get-together?

At least once a week (1) Usually not more thaceca month (2) Once in three months (3)

NAI)(

6. How long do you usually spent in one week onchag television / DVDs / Video / or
working/playing on computer?

More than 20 hours (1) 10 - 20 hours (2) 1®-hours (3) less than 5 hour

7. Do you eat/snack in front of TV/Computer?

Yes (1) No(2)

8. Rank your favourite leisure activities
1.
2.

3.

Further Remarks:
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PHOTOGRAPHS

Water collected for daily usage
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Child with a packet of chips



-

Banana, the poor man's fruit
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@

Poor sanitation facility in a slum
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A typical kitchen in a hut

L

A young girl washing clothes in front of her house
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Betelnut/paan chewing, a common habit among the poor

90% of Kachha households own a television
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