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INTRODUCTION

Abstract

The city of Mumbai is a hub of 
commercial and financial activities 
making it the most popular destination 
of migrants seeking employment 
opportunities. Women migrants suffer 
greater vulnerability due to reduced 
economic choices and lack of social 
support in the new area of destination.  
The vulnerability to sexually transmitted 
diseases (STDs) in general, and HIV/
AIDS in particular, is the most widely 
studied topic in the field of migration 
and health research. Overwhelming 
importance is given to male migrants, 
truck drivers, or women sex workers in 
such studies. This paper however, tries 
to assess women migrants’ vulnerability 
to Reproductive Tract Infections (RTIs) 
and Sexually Transmitted Infections 
(STIs) in the slums of Mumbai. The paper 
is based on quantitative data collected 
from 585 women migrants in eight 
densely populated slums of Mumbai 
by adopting a multistage sampling 
design. Pretested questionnaires were 
dispensed in a personal interview with 
the eligible migrants (15-45 years), 
who were staying in the selected slums 
for more than six months and upto a 
maximum of 10 years. Few in-depth 
interviews were also conducted with 
selected women migrants. Assessment 
of vulnerability to RTIs/STIs suggests 
that 22 percent of women migrants 
in this study were highly vulnerable 
and a significant difference was 
observed between those coming from 
Maharashtra and outside the State. 
Considerable percentages of them also 

reported that their household work, 
sexual life and marital life were affected 
because of the symptoms  of RTIs/STIs. 
There is a need for intervention to assist 
women migrants in accessing health 
facilities for treatment of RTIs/STIs.  

Key words: Women Migrants, Inter-state 
Migrants, Intra-state Migrants, Access 
to health Facility, and Vulnerability to 
RTIs/STI.

The city of Mumbai is a hub of 
commercial and financial activities 
making it the most popular destination 
for Indian migrants seeking employment 
opportunities. Economic diversification 
and development of Mumbai resulted 
in steady growth of employment 
opportunities ensuing in a heavy influx 
of migrants and consequently a rapid 
population growth in the city and its 
suburbs. Nearly half of the population 
of Mumbai are migrants and most of 
them live in slums.

Women generally migrate with their 
husbands or any family members. As 
a dependent mover migrant women 
suffer from greater vulnerability due 
to reduced economic choices and 
lack of social support in the new area 
of destination. Being both poor and 
migrant, their problems in urban centers 
are compounded which place their 
health on a hazardous plane. Acute 
water shortage, poor hygiene and lack 
of sanitation in slums may also increase 
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chances of getting endogenous 
infections such as yeast infections and 
bacterial vaginosis.

According to the World Health 
Organization (2001) estimates, 340 
million new cases of curable STIs 
occur each year, with 151 million of 
them in South and Southeast Asia. In 
developing countries, STIs are among 
the top five disease categories for 
which adults seek health care and of 
healthy productive life lost. The public 
health importance of RTIs and STIs 
is well documented. There are four 
serious health consequences of STIs. 
These are a) blockage of the fallopian 
tubes that can lead to infertility 
and ectopic pregnancy, b) loss of 
pregnancy and increased newborn 
deaths caused by transmission of the 
infection to the infant during pregnancy 
and childbirth, c) genital cancers for 
males and females, and d) enhanced 
transmission of HIV/AIDS. They often 
cause discomfort and lost economic 
productivity (Over and Piot, 1996) and 
social consequences. Besides RTIs/STIs 
and their complications are among the 
most important causes of illness and 
death for women (WHO, 2005). The 
most serious long term sequelae that 
arise in women are pelvic inflammatory 
disease (PID), cervical cancer, infertility, 
spontaneous abortion, and ectopic 
pregnancy (Cates et al., 1990; WHO, 
2001). Treatment of these infections 
and their preventions are complicated 
by the fact that 30 to 50 percent of 
women with infections, and a smaller 
but significant proportion of men, are 

asymptomatic (WHO, 2001). 

Studies from developing countries 
that deal with health status of families 
migrating from rural to urban areas 
within the country are few. Though 
vulnerability to STIs, and in particular 
HIV/AIDS is the most commonly 
studied topic in the field of migration 
and health research, and only from the 
perspectives of male migrants, very 
limited information is available on the 
health effects of migration as perceived 
by women of reproductive age. It is 
hence important to study what makes 
migrants vulnerable to ill health. Very 
few studies have directly looked at 
the effects of migration on health and 
even fewer have studied migration 
and women’s health issues. Therefore, 
the key issue is why and how women 
migrants become vulnerable to RTIs/
STIs when they migrate to urban areas 
and what are the socio-cultural factors 
that add to their vulnerability. 

Clearly, vulnerability to RTIs/STIs and 
HIV/AIDS is rooted in the knowledge 
about RTIs/STIs and HIV/AIDS and 
safe sex practices. Vulnerability is 
also determined by the woman's as 
well as her partner’s sexual behaviour 
and practices. Particularly, in case of 
migrants, access to health facilities in 
new urban areas after migration may 
also add to their vulnerability, as they 
may not be aware of different types 
of health facilities, which they prefer 
or due to personal constraints, they 
may not visit to these health facilities 
even if they are aware. Thus in this 
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to the respondents. Information on 
abnormal vaginal discharge and RTIs/
STIs was collected separately. With 
the help of a pre-tested semi-structured 
questionnaire, data was collected. The 
survey instruments were developed in 
English and were translated into Hindi 
as the migrants were quite comfortable 
with the Hindi language. In-depth 
interviews were also conducted among 
the consenting women migrants. Some 
of the migrants found it difficult to talk in 
detail, and over several sessions, about 
sexual relations. In every case, there 
was a point beyond which they would 
not go into more detail, especially 
about sexual practices, and experience 
of pleasure or discussion about sex with 
the husband. The topics in the in-depth 
interview guides were not all covered 
with every respondent as they had a 
right to limit their participation.

Finally, 600 households were selected 
following the sampling procedure but 
interviews were successfully completed 
in 552 households and the overall 
response rate of households was 92 
percent. With regard to the number 
of individual migrants interviewed, 
a total of 585 women migrants were 
interviewed (513 married and 72 
unmarried) in the 552 households. A 
total of 24 in-depth interviews were 
conducted with migrants of different 
socio-economic and reproductive 
health status.

The primary household and individual 
data were analyzed by the use of 

paper an attempt is made to assess the 
vulnerability of women migrants to RTIs/
STIs in a slum setting. It discusses the 
factors influencing the chances of getting 
RTIs/STIs, assessment of vulnerability to 
RTIs/STIs and it’s after effects among  
women migrants.

This paper is based on empirical data 
gathered in eight densely populated 
slums of Mumbai. A study on women 
migrants was conducted in Mumbai in 
2008 to fulfil the requisite of doctoral 
work by the first author. The primary 
data on RTIs/STIs and treatment 
seeking behaviour that is used for the 
present study was collected as a part 
of the above mentioned larger study on 
women migrants by using multistage 
sampling design. Based on the Census 
2001, slums located in Chembur, 
Mumbai were selected due to higher 
concentration of slum population.

Both married and unmarried women 
migrants in these slums aged 15-45 
with a minimum duration of six months 
and a maximum 10 years of stay in 
Mumbai were selected to respond to 
a semi structured interview schedule. 
For the married respondents a separate 
section on the husband’s characteristics 
was administered, where information 
on husband’s education, occupation, 
substance use, extra-marital 
relationships and husband’s sexual 
health related questions were asked 

DATA AND METHODOLOGY
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Owing to the political sensibility of 
north Indian migrants in Mumbai for 
the last five years, it was clear that a 
number of ethical issues would arise 
while implementing the study in slums 
on one hand and on the other, because 
of the sensitive sexual and reproductive 
experiences and health problems, 
which were to be addressed in the 
study. Since slums were very compact in 
terms of housing, any misunderstanding 
regarding the aims and objectives 

ETHICAL CONSIDERATIONS

Statistical Package for the Social 
Sciences (15.0 version). The study 
included many items, however only 
certain pertinent variables were 
considered in the analysis and 
discussion. Uni-variate and bi-variate 
analysis captures the incidence, intensity 
and association of alcohol consumption 
by the husband and sexual violence 
within marriage. In addition, chi-square 
test and logistic regression analysis 
was carried out. Household and 
individual level variables considered 
for the study include socioeconomic 
and demographic characteristics 
(education, current work status, 
marital duration, media exposure 
and household standard of living of 
women migrants), life cycle indicators, 
husband’s risk behaviour (consumption 
of alcohol), and women migrants’ status 
and autonomy. The qualitative data 
was analyzed with the help of ATLAS.ti 
software (5.0 version). 

of the study could lead to refusals by 
eligible women migrants or their family 
members. Therefore, the community 
leaders and women's organizations in 
the selected slums were approached, 
and were asked to provide their help 
and support for the study. It helped to 
build the rapport in the community. 
Individuals were fully informed about 
the nature of the study and were given 
an opportunity to ask questions and 
clarify doubts. Confidentiality of the 
information provided was also assured 
to the women migrants.  Verbal consent 
was taken from the women migrants 
before starting the interview. They were 
also informed that participation in the 
study was voluntary and they were 
free to answer, or not to answer any  
particular question.

Women migrants were asked about 
personal matters that may have evoked 
emotional responses, particularly in 
encountering events that included 
violence and sexual coercion; however, 
the psychological risks to subjects were 
minimal and were balanced by the 
opportunity to discuss such experiences 
in a sympathetic manner and in a non-
judgmental ways by the researcher. In 
addition, privacy was maintained in the 
course of the interview either at women 
migrants’ house or at a safe space in  
the community.
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a. Community profile

The study was conducted in eight 
slums of Chembur namely Patil Wadi, 
Shivneri, Ganesh Wadi, Arvind Patil 
Wadi, Bhim Wadi, Bhujbal Wadi, New 
Gautam Nagar and Sathe Nagar. All 
these slums were notified slums when 
the study was conducted. The first four 
slums i.e. Patil Wadi, Shivneri, Ganesh 
Wadi and Arvind Patil Wadi were 
small slums in terms of population and 
had a combined population of about 
8,000 people; the next three slums 
i.e. Bhim Wadi, Bhujal Wadi and 
New Gautam Nagar had a combined 
population of about 22,000 and the 
last slum i.e. Sathe Nagar was a large 
slum having a population of about 
16,000. Most of the people who reside 
in these slums were from Maharashtra 
and from northern states like Bihar and  
Uttar Pradesh.

Some of these slums were located very 
near to the Deonar dumping ground. 
Large parts of the waste generated 
in the city are dumped in this ground 
thus making the surroundings of 
these slums polluted and filthy. Water 
logging during the monsoon season 
is a common problem in these slums. 
Though all these slums were notified 
slums, people living in this area have 
minimal access to facilities provided 
by the BMC. Most of the houses are 
single roomed and overcrowded with 
poor ventilation. People live in very 

FINDINGS unhygienic conditions with no potable 
drinking water. The community toilets 
do not have running water supply and 
people carry water and the toilets are not  
cleaned regularly.

With regard to Government health 
facility, the nearest Urban Health 
Centre (UHC) is in Shivaji Nagar. There 
were many private practitioners inside 
these slums and many people visit 
them for their health problems. These 
private practitioners have small clinics 
without any basic facilities but they 
cater to most people mainly because 
of convenient timings and proximity. 
Many of these private practitioners do 
not hold any legitimate degrees, and it 
was also observed during the survey 
that some auyurveda and homeopathic 
medicine practitioners also prescribe 
allopathic medicines. Some people also 
go to Inlaks, Shatabdi and Rajawadi 
hospitals which are located in Chembur. 
Community members informed that Non-
Governmental Organisations(NGOs) 
namely Apnalaya & Lok Seva Sangam 
run clinics in these areas. These slums 
were overcrowded with many lanes 
and alleyways; unplanned ad-hoc 
structures and many small shops like tea 
and paan (betel nut) shops, beer bars, 
country liquor outlets, illegal gambling 
joints and easy accessibility of sexual 
recreation were also available. Thus, 
in all eight selected slums almost every 
type of alcohol was available within 
the slums or in nearby areas. Most 
commonly consumed alcohol by the 
slum dwellers in the study area is local 
illicit alcohol, which is cheaper also.
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b.Household characteristics and 
possessions

More than half of the households 
owned the structures in which they 
reside. Among those who owned the 
structures about 30 percent of the 
households actually have occupied 
the open spaces earlier and built 
their own houses which later on were 
allotted to them by Govt. officials. For 
those households who are residing in 
rented houses the amount deposited 
as caution money ranges between 
5,000 to 30,000 rupees. The monthly 
rent of the house in the selected slums 
varies between 500 to 2,000 rupees  
per month.

More than half of all households live 
in semi-pucca houses (floor is concrete, 
walls are either concrete or made by 
using iron scraps, tin sheets and roof 
of asbestos or tin sheets), followed by 
pucca households (floor, walls and 
roofs are concrete). About three-fifths 
of all households have only one room 
which is used for living as well as for 
cooking and one corner of the same 
room is also used for cleaning clothes 
and taking baths especially by the 
women members of the household. The 
surveyed households have an average 
of 4.4 members. Little less than three-
fourth of the households consist of a 
nuclear family.

All the households have electricity and 
majority of households (67%) reported 
that the main cooking fuel is LPG 
(Liquefied petroleum gas), followed by 

kerosene (31%). As far as ownership 
of household assets is concerned, 
almost all households have electric 
fans, a majority of the households have 
television (86%) and nearly half of the 
households owned a radio. These two 
important forms of communication are 
owned by a considerable number of 
households. A very small proportion 
of all households possess different 
means of transport. The ration card 
is an important document for slum 
dwellers as it helps in procuring food 
items and fuel at a subsidized rate 
and also serves the purpose of an 
identity card and proof of address 
for official purposes. Findings suggest 
that 53% of all households have ration 
cards. The mean monthly income of 
the households is Rs.6,895 (standard 
deviation Rs.2,938). 

c. Characteristics of women migrants

The age pattern of women migrants 
shows that about one-tenth of them are 
below age 20 at the time of survey and 
a higher proportion of women migrants 
(42%) are found in the age group of 
25-29 years. Educational distribution 
of women migrants suggests that  a 
little less than one-fifth of all women 
migrants have no education. A little less 
than one-third of them have completed 
their high school. The majority of the 
women migrants (87.7%) are married 
at the time of survey. The three 
major religions among these women 
migrants were Hindu (55%, followed 
by Buddhist/Neo Buddhist (22%) and 
Muslim (21%). Caste-wise distribution 
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Housing Characteristics Percent Number of Households

Ownership of residence

Own house 57.8 319

Rented house 42.2 233

Type of house

Kachcha 0.9 5

Semi-Pucca 53.3 294

Pucca 45.8 253

Floor area (in sq. feet)

less than 50 1.8 10

50-100 43.1 238

100-200 52.9 292

Above 200 2.2 12

Number of rooms in household

1 56.9 314

2 41.7 230

More than 2 1.4 8

Average number of persons per room

Up to 2 36.2 200

3-4 37.3 206

5-6 20.3 112

More than 6 6.2 34

More number of persons per room 2

Electricity

Yes 99.5 549

No 0.5 3

Cooking fuel

Kerosene 31.0 171

LPG 67.0 370

Others 2.0 11

Total 100 552

Table 1: Percent distribution of household by housing characteristics
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of women migrants suggests that more 
than two-fifth (44%) of all migrants 
belongs to Other Backward Class in 
this sample followed by those who are 
Non OBC/SC/ST (30%). For married 
migrants, the mean age at marriage 
is 20 years (with standard deviation 
of 3.6 years) and the mean years of 
spousal age gap is four years (with a 
standard deviation of 2.8 years). About 
one-fourth of all women migrants were 
economically active in last 12 months 
before the survey and majority of them 
(80 percent) work outside their home. 
Findings suggest that among those who 
have attained any vocational training 
programme, more than two-fifth of them 
has worked during last 12 months. 
The occupational pattern presents that 
more than one-fourth of them (27%) are 
domestics workers, followed by service 
workers (19%) and 13 percent of them 
are rag pickers. The majority of them 
have received help from someone to 
find the work/job. About 43 percent of 
them reported that on an average they 
work for 5 to 7 hours in a day. A vast 
majority of them (83%) reported that 
they are paid by only cash. Little less 
than three-fifths of them have monthly 
incomes which range between 2000 to 
4000 rupees.

d. Access to health facilities and 
preference for place of treatment 
among women migrants

In India, heterogeneity is observed in 
all aspects of health seeking, including 
beliefs and the ways various systems 
of medicines are used. Further, studies 
on migrants advocate that migration, 

particularly rural-urban, can have both 
positive as well as negative effects 
on migrants’ health. The positive 
impact may come from the fact that 
health facilities in urban areas are 
generally considered better in terms of 
availability, range, and accessibility, 
which may improve their health. On 
the other hand, it may be that they do 
not have the necessary information 
and skills to access the modern health 
facilities in urban areas after migration. 
It is also possible that after a few 
years of stay in urban areas, they are 
adapted to the urban environment and 
can make use of modern health facilities  
more frequently.

In this study, information was collected 
from women migrants about their 
awareness of different health facilities 
that are available in their own 
community. All of them were aware 
of the health facility at the place of 
migration. Data shows that little more 
than one-third of the women migrants 
were aware of local healers, two-fifth of 
them knew about nearby Government 
clinics or hospitals and most of them 
knew about private clinics. However, 
these private clinics were mainly the 
small clinics of private practitioners 
located in slums with hardly any basic 
facility. All women migrants were 
asked about their preference for places 
of treatment for two types of health 
problems i) common problems like 
cold, cough, fever and diarrhoea, and 
ii) problems like diseases/infections in 
their genitals. For common problems 
like cold, cough, fever, and diarrhoea 
all migrants reported visiting some or 
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other facility and the majority of them 
(72 percent) preferred to visit private 
doctors/clinics. However, one-tenth of 
them reported that they would not visit 
any of the facilities even if they had 
some disease/problem in their genitals. 
During field work, it was found that 
most of the women migrants reported 
that they would visit only a women 
doctor if they have diseases/infections 
in their genitals.

e. Self-reported symptoms RTIs/STIs 
among women migrants

About 17 percent of all women migrants 
reported that they had ever suffered 
from any symptoms of RTIs/STIs by 
the time of the survey. Data on specific 
symptom of RTIs/STIs ever experienced 
by these women migrants show that 
nine percent reported itching/irritation 
over vulva, five percent reported lower 
back ache, seven percent reported pain 
in the lower abdomen and around six 
percent reported pain during sexual 
intercourse. About seven percent of 
them have experienced one symptom 
and five percent have experienced 
more than two symptoms by the time of 
the survey. It has found that about 13 
percent of all migrants had experienced 
some symptoms of RTIs/STIs during the 
reference period i.e. during the last six 
months prior to the survey of the women 
migrants who have ever suffered from 
any symptoms of RTIs/STIs, nearly one-
fourth of them have not experienced 
it during last six months prior to  
the survey.

f. Factors influencing the chances 
of getting RTIs/STIs among women 
migrants 

A multivariate (logistic regression) 
analysis was done to find out the factors 
determining the chances of getting any 
RTIs/STIs among women migrants. For 
this analysis the dependent variable was 
‘experience of any of the symptoms of 
RTIs/STIs during the reference period’ 
and it was coded as 0 ‘not suffered’, 
and 1 ‘yes suffered’. The independent 
variables, which showed some 
association in a Chi-square test, were 
considered for the analysis. It includes 
all women migrants. 

Findings from multivariate analysis 
presented in Table 2 suggest that women 
migrants from high economic and living 
conditions (OR=0.283, p<0.01) and 
having a high access to health facility 
(OR=0.356, p<0.01) decreases the 
chance of having any RTIs/STIs during 
the reference period. In the case of 
married migrants (OR=7.391, p<0.05) 
the chance of having any RTIs/STIs 
is high as compared to unmarried 
migrants. The analysis also shows 
that long duration migrants compared 
to short duration migrants, and inter-
state migrants compared to intra-state 
migrants are more likely to suffer from 
RTIs/STIs, but the results were not 
significant. Similarly, higher educational 
level, having exposure to mass media, 
and high autonomy in decision making 
were also not significantly associated 
with the chance of having any  
RTIs/STIs.
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The multivariate analysis suggests that 
married migrants are seven times more 
likely to suffer from any symptom of 
RTIs/STIs than unmarried migrants. 
Several studies from India have shown 
that married women are at higher risk 
of acquiring STD and HIV (Jaiswal 
and Bhusan, 1994; Sharma, 1994; 
Jaiswal and Singh, 1998). Further, 
women are more vulnerable to infection 
because of gender-based power 
inequalities (Blanc, 2001), quality of 
married life, the extent, and nature of 
domestic violence, sexual behaviour 
within marriage, husband’s risky sexual 
behaviour, and finally the opportunities 
to negotiate condom use within  
marital sex. 

 When looking into the chances of getting 
RTIs/STIs among married migrants it 
would be relevant to give some insights 
regarding ever experience of any STIs 
by their husbands as the majority of 
them (88 percent) reported that their 
husbands are also migrants in the city. 
In the present study, married migrants 
were asked whether their husbands had 
ever suffered from any STIs or any other 
problem related to their sexual health, 
which could have some bearing on their 
own health. It was found that around 
eight percent of married migrants 
reported that their husbands have ever 
experienced STIs and four percent 
of them were unable to say whether 
their husbands have ever suffered from 
such problems or not. However, it is 
worthwhile to keep in mind that women 
migrants hardly discuss health problems 
with their husbands. Even if their 

husbands might be suffering from such 
problems, they may not be aware of 
this due to poor communication. Earlier 
studies conducted among males in the 
low income communities of Mumbai 
reveal high prevalence of STIs among 
males, especially among those who are 
migrants (Verma, et. al., 2003). But the 
prevalence there seems to be low as 
information on husband’s suffering from 
any STIs was collected from the women 
migrants.

During an in-depth interview, one 
married migrant aged 38 years from 
a low income family, having education 
up to 5th standard with problems of 
itching and boils reported that sexual 
intercourse with her husband was the 
cause of her problem, though most of 
the others could not clearly relate it to 
sexual intercourse. In her words: 
 
 “My husband has this problem 
of itching and boils. As, I told you earlier 
that he visits other women (commercial 
sex workers), I think when he has sex 
with them he gets these boils… I can’t 
stop him visiting there and I too can’t 
refuse him when he asks for it (sex). 
Now, I have this problem, I think I have 
got this problem from him only.”

The analysis of data clearly suggests 
that risk factors of getting RTIs/STIs 
among married migrants are: age of 
marriage below 18 years, alcohol use 
by the husband, experience of sexual 
violence within marriage, husbands 
suffered from any STIs, low access to 
health facilities and low economic 
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Characteristics Categories Odds Ratio

Age 15-24 --

25-34 1.551

35 and above 1.947

Education Illiterate --

Literate but below middle 1.024

Middle completed 1.129

High school and above 0.631

Religion Others --

Hindu 0.645

Muslim 0.547

Caste OBC --

SC/ST 0.927

Others 1.356

Marital status Unmarried --

Married 7.391*

Duration of migration Short duration --

Long duration 1.309

Place of birth Intra-State --

Inter-State 1.049

Work status (in last 12 months) Not working --

Working 1.033

Exposure to mass media No exposure --

Having exposure 0.698

Decision making No decision --

Partial decision 0.560

High decision 0.782

Access to Health Facility Index Low --

Medium 0.518

High 0.356**

Assets and Living Condition Index Low --

Medium 0.621

High 0.283**

Table 2: Logistics regression analysis for assessing the association between 
background characteristics of women migrants and chances of getting RTIs/STIs

Note: 1. For each characteristic, the first category is the reference category in the analysis. 
         2. Single asterisk (*) p<0.05, two asterisk (**) p<0.01 and Three asterisk (***) p<0.001
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and living condition.  An attempt is 
also made to classify migrant women’s 
vulnerability to RTIs/STIs based on the 
above mentioned risk factors. For this, 
married migrant women were classified 
into four groups which are as follows:

Based on the above classification, 
findings on vulnerability of married 
migrants are presented in Figure 1. It 
shows that out of 513 married women 

migrants, 37 percent are not vulnerable 
to RTIs/STIs whereas 22 percent are 
highly vulnerable and 19 percent of 
them have suffered from any of the 
symptoms of RTIs/STIs.

g. After effects of the symptoms of RTIs/
STIs among women migrants

Since findings suggest that some women 
migrants have experienced symptoms 
of RTIs/STIs while other have not, so 
a few questions were asked regarding 
their after effect of such problems to 
those migrants who have suffered 
from it. They were asked whether such 

Groups Name Definition

1 Not vulnerable
Married migrants who 
have none of the six 

risk factors

2 Least vulnerable
Married migrants 

showing at least one 
risk factor 

3 Highly vulnerable
Married migrants 

showing two or more 
risk factors

4 Having suffered 
from RTIs/STIs

Married migrants who 
have suffered from any 
symptoms of RTIs/STIs 

Figure 1: Percent distribution of married migrants 
by their level of vulnerability to RTIs/STIs
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problems have affected their household 
work, their sexual life, and married life. 
The unmarried migrants were asked 
only about the first category i.e. the 
household work, as the remaining two 
were not applicable for them. One-third 
of them reported that their household 
work got affected because of the 
symptoms of RTIs/STIs. Similarly, more 
than one-fourth reported their sexual 
life and about 14 percent reported their 
marital life to be affected because of 
the symptoms of RTIs/STIs.  

During an in-depth interview one 
married migrant with a problem of pain 
during sexual intercourse admitted that 
because of her problem her sexual as 
well as marital life was affected. In  
her words:
 “I get pain every time we have 
sex. When I tell my husband that it 
hurts, he says what is the problem, for 
everyone it hurts, do not give me such 
excuses for not to perform your duties… 
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He sometimes threatens me that he will 
go to other women or slaps me…”
 —Intra-state migrant, 27 
years old, educated up to middle, low  
income household

Another married migrant reported 
that her sexual health as well as her 
husband’s, was affected due to extra-
marital relationship. According to her, 

 “He has the problem of ‘garmi’ 
and after intercourse I also get burning 
sensation and boils. Yes, I know about 
it (sexually transmitted infections). I 
know that he has relations with another 
woman. I have undergone an operation 
(sterilized) and when I came to know 
about his other relationship, I asked him 
to use a condom. He does not listen to 
me and then beats me heavily. He told 
she (that woman) is not a sex worker 
and I should stop interfering in this 
matter.”
 —Intra-state long duration 
migrant, aged 34, educated up to 
middle, better economic condition

A married migrant while discussing 
about her health problem and marital 
life reported how she faced difficulty in 
conceiving and its effect on her marital 
life. In her words:
 
 “We both have problems of 
‘garmi’. I was not able to conceive 
because of hot body constitution. We 
regularly took the medicines for three 
months that the doctor prescribed 
and spent around Rs. 20,000 for the 
treatment. After completion of the 

course, I conceived and now I have a 
daughter. At one point of time, I lost all 
hopes but here the treatment is good. 
Except my husband, no one supported 
me in the family.”
 —Inter-state married migrant 
aged 25, with high school education 
She also narrated how her migration 
to Mumbai has helped her in seeking 
proper treatment for her problem. She 
said that despite of regular unprotected 
sexual contact with her husband for 
three years after marriage she did not 
conceive. She sought the care of faith 
healers in the village, but there was no 
result, for which she faced violence from 
her in-laws. Even her in-laws were trying 
to arrange a second marriage for her 
husband. However, her husband was 
concerned about her health and was 
very supportive. She came to Mumbai 
with her husband for treatment. When 
she went for treatment in Mumbai, the 
doctor diagnosed that both of them had 
problems and prescribed medicines  
for both. 

Conclusion

This study shows the extent of 
migrant women’s vulnerability to the 
reproductive and sexual health. About 
one-fourth of migrant women suffered 
from RTI and STIs in the selected 
slums of Mumbai and many more are 
vulnerable. Due to the private nature 
of such diseases and social norms 
not encouraging discussion within the 
family, women suffer a lot.  This study 
shows that migrant women married at 
the age below 18 years, alcohol use 
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by husbands, sexual violence within 
marriage, husbands who have suffered 
from any STIs, low access to health 
facilities and low economic and living 
condition are the important risk factors 
of reproductive and sexual health of the 
migrant women. It is a very important 
aspect of a women’s life, which is 
socially structured and economically 
determined, affects women as a whole. 

Much of the misery described by the 
migrant women in this study are related 
to their sufferings within marital life. 
There is need for intervention to assist 
women and their husbands to improve 
their marital relationships, have the 
potential for enhancing the quality 
of marital life and reducing sexual 
health risk. Efforts should be made 
towards the development of a broad 
set of reproductive and sexual health 
services, which can contribute not only 
to the early diagnosis and to treatment 
of RTIs/STIs among women in general 
and women migrants in particular, 
but also allow them to have a greater 
control over their sexual behaviour and 
reproductive health.

Further research based on the interview 
of husbands of the women can provide 
greater insight about the mechanism 
of the occurrence of RTIs/STIs among 
women in general and migrant women 
in particular.
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S
exual harassment in public places
is more common in Mumbai than
you would think.

As many as 56% of  women in
the city, who had been harassed in public
places, said they had faced “intentional
touching, groping and brushing past” 
and 44 % of  them said they had been
subjected to lewd or vulgar comments.

These findings are part of  an exclusive
Hindustan Times-GfK Mode survey, con-
ducted as a preface to the HT Leadership 
Summit later this week.

The corresponding all-India figure in
both categories of  harassment in public
places is 49%. In Delhi, it is 29% and 50%
respectively.

As many as 74 % of  Mumbai’s women
said they felt “safer” if  accompanied by
men when they were in public places.

However, the city still manages to
uphold its relative safety in comparison
with the national capital, the survey find-
ings suggest. Only 11% of  the women
respondents from Mumbai admitted to
having faced sexual harassment in public
places, compared to 44% in Delhi.

How Mumbai women responded to
it told its own story: nearly half  (45%)
of  women who faced harassment said 
they ‘ignored and moved on’ and 43%
said they ‘got angry but did not com-
plaint.’ Only 12% said they ‘confronted
the aggressor.’

The city’s public transport – local
buses, trains, taxis and rickshaws – was
the site of  most incidents of  sexual har-
assment faced by the women respondents:
37%.

This bears out results of  earlier
surveys, most notably the HT-Akshara
survey of  December 2011, which, too, 
concluded that sexual harassment was
most prevalent in Mumbai’s public trans-
port system.

Women in Mumbai have cause to com-
plain, as statistics released recently by
the non-profit organisation Praja reiter-
ate. There has been a sharp increase in
cases of  rape and molestation filed in the
last two years in the city – a spike of  57%
in 2011-12 and 43% in 2012-13.

The report on the state of  policing,
law and order in the city also revealed
that the police control room and helpline
numbers – 100 and 103 respectively– had
been used by only 40% of  those who had
faced or witnessed crimes, and that the
police control room was short of  staff  
by 52%.

“If  we can work out a comprehensive
plan for women’s safety, Mumbai will set
an example. But it’s important to include
the perspective of  all classes of  women
in this,” said Jyoti Mhapsekar, veteran
activist of  the Stree Mukti Sanghatana
and member of  the delegation which 
submitted the petition today.

makemumbai
saferfor
women
LET’S ACT NOW
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HT has been relentlessly campaign-
ing for women’s safety and high-
lighting instances of harassment
and crimes in public spaces such as
buses, trains and on the street

Making the city’s development plan more women-friendly
Six months after it was first

mooted that Mumbai’s proposed
Development Plan 2014-34 should

incorporate a gender perspective, the
idea seems set to become a reality. 

A meeting has been called in early
January 2014, where a slew of  reput-
ed women’s groups will discuss the
DP-related documents in detail and
make suggestions/recommendations
on how Mumbai can be more women-
friendly.

If  the DP 2014-34 integrates the sug-
gestions to make space allocation and 
usage more women-friendly, it will be a 
first, but it’s a long haul.

“Planning has never been seen
through a gender lens, so some star-
tlingly simple issues elude our plan-
ners,” said Nandita Shah, co-director
of  Akshara, a non-profit women’s col-
lective, which has been asked to coordi-
nate the discussions with other women’s
groups in the city.

As a result, the women’s groups will
have to start from scratch. The prepara-
tory studies document – a 400-page paper
– does not even have the gender-wise

break-up of  the city’s population, said
Amita Bhide, of  the School of  Habitat 
Studies, Tata Institute of  Social Sciences
(TISS).

“This is the time to talk about
inclusivity and how social amenities
are planned, because they all impact
women’s safety,” she told HT.

Engendering the DP will mean work-

ing the nuts and bolts of  the plan. For 
example, the DP proposes that the aver-
age household size in Mumbai will
decline and is set to grow smaller, as
families become even more nuclear than
they are today.

This has several implications, such 
as the need for child-care and crèche
options, which should be built into

the DP and space budgeted for such 
services in residential areas across
the city.

The first approach to engender the
DP was made earlier this year, and a 
request submitted to municipal com-
missioner Sitaram Kunte. In the letter, 
signed by 24 women’s organisations
and representatives, Kunte was told:

“Women use and benefit from the city
in different ways from men. We want
women’s access to the city as work-
ers, students, and home makers to be
incorporated fully in any plan being
developed for the city. The current
assessment of  use of  the city by differ-
ent groups must recognise the unequal
access that women have to the city.”

Wake up call:
CM promises...
CONTINUED FROM PAGE 1

The petition is the start of  a long cam-
paign to evolve a comprehensive plan to
improve safety. We will conduct more 
safety audits across different areas of
the city, publish ideas from planners
and experts, and track authorities
such as the Brihanmumbai Municipal 
Corporation, the Mumbai Police and
the state government in their work 
towards this end.

For, as the petition states, “Being
safe means not having a fear of  assault
or harassment. Being safe means not
thinking twice before getting out of  the
house - whether it is in the day or at
night, not wondering whether to ask a 
friend to accompany you or think  twice
whether to walk down a deserted road
or to use a taxi. Being safe means that 
you are not groped in a bus or train.
It means that you can walk without
hearing whistles or comments on your
body. It encompasses the freedom to
wander or sit by the wayside to have
a cup of  tea”.

Dear Sir, 

As an Indian citizen I am concerned about
the safety of  women in Mumbai. As a Chief
Minister, you have the power to ensure that 
women in Mumbai feel safe, and Mumbai
becomes an example for the rest of  (states
in) the country for how to ensure a safer city. 

The recent incident of  the 23 year old pho-
tojournalist who was gangraped at Shakti
Mills has brought into focus how women feel
unsafe in Mumbai. Many call Mumbai a safe
city for women, but the truth is that there are 
thousands of  women who feel unsafe. 

It is not only a matter of  identifying 272
unsafe areas, or of  installing lights or increas-
ing the police force or changing the mindset
of  men. We need an Action Plan which is com-
prehensive and which brings together all the
departments and bodies of  the government
and citizens groups together. 

As citizens of  Mumbai, we have felt safe in
our city as compared to other cities in India.
But our experiences say that feeling safe and
being safe are different. The Hindustan

Times Akshara survey shows that 95 % of
4225 women interviewed experienced some 
sort of  sexual harassment. Sixty five percent
had experienced physical harassment like 
touching and groping. Fifty six percent had
faced harassment at least 2-5 times in a year. 

Being safe means not having a fear of
assault or harassment. Being safe means not
thinking twice before getting out of  the house
— whether it is in the day or at night, not won-
dering whether to ask a friend to accompany 
you or thinking twice whether to walk down a 
deserted road or whether to use a taxi. Being
safe means that you are not groped in a bus 
or train. It means that you can walk without
hearing whistles or comments on your body.
It encompasses the freedom to wander or sit
by the wayside to have a cup of  tea. And it is
only when all women, the homeless women
on the street as well as those walking across
a dark parking lot to their cars, feel safe, can
we say the city is truly safe for all its citizens. 

If  the women (one half) of  city’s population
are constrained in their mobility then it will
reflect on their work, choice of  career and
incomes. Their families as well as the city
are deprived of  their full potential.

As a proud and concerned Indian and
Mumbaikar, it is my sincere and urgent
request that you create and announce an
action plan that takes into account all factors
concerning the safety of  women in Mumbai.
We are ready and willing to support in anyway 
to make this a reality. 

Looking forward to your early action,
Sincerely,
[Signed by 23,760 people]

THE PETITION

To: 
PRITHVIRAJ CHAVAN, Chief  Minister of  Maharashtra

SUB: Make an Action Plan to ensure women’s safety in Mumbai

›THE PETITION IS A GOOD STEP IN THE ISSUE OF 
WOMEN’S SAFETY. WE KNOW MUMBAI AS BEING 

RELATIVELY SAFER THAN OTHER INDIAN CITIES, BUT
IT STILL THROWS UP HORROR STORIES OF VIOLENCE 
AGAINST WOMEN WITH A DISTURBING FREQUENCY. IT’S 
TIME THE ISSUE IS ADDRESSED HOLISTICALLY”
SHABANA AZMI,well-known actor and feminist

›THIS YEAR, MORE THAN 200 RAPES HAVE 
ALREADY BEEN REPORTED IN MUMBAI. 

I BELIEVE IT’S TIME THE MAHARASHTRA 
GOVERNMENT ANNOUNCED A HOLISTIC 
ACTION PLAN TO PREVENT RAPE AND SEXUAL 
HARASSMENT IN THIS CITY.”
RAHUL BOSE, actor-activist, one of the fi rst signatories of petition

Some suggestions on how the Development Plan (DP) can be made gender-inclusiveSPACES FOR EVERYONE

EDUCATION
Augment public school
system (cheapest 
option for girls)
Create more open spac-
es as sports facilities
for girls
Establish more voca-
tional training centres

HEALTH
DP should have clearly
marked facilities: munici-
pal, charitable and private
More maternity wards, 
counselling centres at
hospitals
Gyms, related facilities
for women and girls

TRANSPORT
Account for large numbers
of women commuters
Approach roads to sta-
tions, pedestrian lanes,
areas for hawkers, auto,
taxi stands and shops,
should be demarcated
Increase bus frequency

LIVELIHOOD
Recognise all informal
sectors; provide space,
basic services for them
Set up centres to train
women, upgrade skills
Recognise the need for
hostels for working
women, allocate space

COMMUNITY
SERVICES
Ensure public toilets
for women for every
km and functional
street lights
Regular safety audits
to identify unsafe 
areas/neighbourhoods

HOUSING
Encourage affordable
housing with focus
on women
More open spaces,
mixed living spaces
Avoid commercial
development/re-
vamp of slums

PUBLIC PLACES
Go beyond play-
grounds and parks
Democratise and
secure open spaces
such as lakes, man-
groves, creeks. Make 
them non-barricaded
and non-exclusive

CM’S ASSURANCES
The petition to make Mumbai safer for women, started by Akshara and Change.org – and
supported by Hindustan Times — was prompted by the horrific gang rape of a photojournalist in
Shakti Mills on August 22 and garnered nearly 24,000 votes. This is what Maharashtra chief
minister Prithviraj Chavan said in response to the petition:

“I am also deeply
concerned about the
issue of women’s 
safety in the city and
I agree with you all
[representatives of
women’s groups]
that we have to 
evolve a plan in a
comprehensive way
to address the issue”

“I am calling a
meeting of all
concerned people
and departments,
let’s have some
experts and
organisations on
board too and start
work after the
winter session of
the assembly ends”

“Mumbai is just 
the beginning.
Once we have a
comprehensive 
plan for Mumbai
and put
mechanisms in
place, we must 
extend it to other
cities across the
state too.”

ILLUSTRATION: SIDDHANT JUMDE

HT-GfK MODE 
SURVEY

As I read each of the public 
areas to you please tell me which 
of these public places do you feel 
the most unsafe,  insecure and 
uncomfortable in your city.

DO YOU 
FEEL SAFE

IN YOUR 
CITY?
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1

A selection of responses from Mumbai and
Delhi to the study

Should 
women be 
allowed to 

carry weapons 
for their 
safety?

52

60

38
38

9

2

Do
you think

CCTV cameras
have reduced

crimes in
your city?

47

47

4839

13

5
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you faced

harassment/
molestation in

a public
place?

11
56
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44

1

1

Do
you feel

safer if a male
accompanies
you to public
places? 
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25

32

68

Yes
No
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All Figures in %
Sort ofMUMBAI

DELHI
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3
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9

3
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23

Do you 
change how 

you dress based 
on the public 

place?

1
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29

47

1

Public
transport

Roads

Markets

Bus
stops

Night clubs
and discos

Metro,
local rail

All Figures in %MUMBAI DELHI

of respondents from Mumbai said that they 
witnessed an act of sexual harassment

against a woman in public places once or twice a week
12% of this subset said they had

made no attempt to stop it,
call for help, or inform the police
63% 

The Bombay 
high court had
taken suo motu
cognisance of
HT’s report on a
woman being
molested in a
local train

Unsafe on roads, trains and buses
SURVEY FINDINGS Most women don’t feel safe in the city, particularly while using public
transport, as incidents of sexual harassment and molestation have become commonplace

METHODOLOGY: Survey conducted among 800 respondents in eight Indian cities
between November 13 and 16. 50% of the respondents were women
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