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1. INTRODUCTION 

 
“I want to go back home to see my family”, says Magheram Gameti. He had been unable 
to take a single day’s break from work in the last ten months.  
 
His work was to prepare besan ke namkeen (a popular salty snack) for his employer’s retail 
namkeen shop in Ahmedabad, a bustling city of India. This involved constantly sitting 
next to a huge pan of scathing hot oil and frying the snack – for nearly fourteen hours 
every day.  
 
His workspace was a small, poorly ventilated room behind the namkeen shop. This room 
was also where he lived. Magheram didn’t grow up in this city. He came from a village in 
the adjoining state of Rajasthan. Magheram’s wife and children lived in his village and 
depended on his earnings for their survival. His employer ensured that he stayed in 
Ahmedabad by paying him only every two months. 
 
What risks does Magheram face at work? Are his living and work arrangements 
conducive for his health? What is the condition of other migrant workers like Magheram 
in the city?  
 
These are some of the questions we tried to answer through this study.  
 
1.1 Background  
 
Rajasthan is a state known for its majestic forts and ornate palaces, attracting large 
number of foreign and domestic tourists every year.  Lesser known is the fact that 
Rajasthan also sees a large outflow of people. Unlike tourists, a majority of these are the 
rural poor migrating to nearby states in search of work in order to etch out a living.  
 
Access to and ownership of small pieces of cultivable land, frequency of drought in the 
state and the lack of industrial activity have made employment opportunities scarce for 
people in rural areas of Rajasthan. This has forced large numbers of the rural population 
to migrate out to relatively prosperous rural and urban centres of the adjoining states of 
Gujarat, Maharashtra, Madhya Pradesh, Haryana and Delhi. Migration patterns are 
diverse, depending on factors such as nature of occupation, seasonality, distance of 
migrant destination from source village and access to social networks. Such seasonal or 
semi-permanent migrants are largely engaged as unskilled casual wageworkers or are in 
petty self-employment, working in the unorganised space of the Indian economy.  
 
1.2 About Aajeevika Bureau  
 
Aajeevika Bureau is a not-for-profit organisation headquartered at Udaipur in South 
Rajasthan. It is a specialised agency that provides services and solutions to rural migrants 
in an attempt to improve their migration outcomes and strengthen their livelihood. 
Migrants from southern Rajasthan (typically male members of the rural household) are 
largely engaged as wage labour in the construction and mining industry, as sari cutters in 
the textile industry of Surat, as workers in small industrial units, as porters and loaders in 
agricultural markets and industrial areas, or as workers in retail shops, small restaurants 
or small scrap (recycling) businesses. Aajeevika Bureau’s support services include 



 3 

registration of migrants and provision of photo IDs, skill training and placement for 
enhancement of livelihoods and legal and financial aid to migrants and their families.  
 
1.3 Rationale for the study 
 
Health of the migrant worker has been a concern for Aajeevika Bureau for some time 
now. A migrant worker’s health and overall well-being depend critically on his/her 
conditions of work and stay at the destination.  
 
Work conditions for most migrants at the destination are harsh involving long hours of 
work and meagre earnings with little or no job security. Migrant labour is often paid 
lower than local labour and is typically in trades that are more laborious and have a 
fluctuating demand for labour. The work is physically draining and the chances of 
accidents and other health risks are high. Most migrants are unaware of these work 
hazards before they join. Their precarious economic state and the lack of alternatives 
force them to stay in the same work even after realizing and facing these health risks.  
 
Conditions in which they live in are equally fragile. High rents in urban areas force them 
to live together and in small rooms situated in illegal settlements or slums. Large 
numbers of construction workers are known to live and sleep in the open at the worksite 
itself. Lack of access to basic amenities such as electricity, safe drinking water and 
sanitation make their daily living a struggle. Being migrants, they are unable to utilize the 
public distribution system at the destination and their access to public health services is 
also limited. All of these factors make them more prone to infection and disease.  
 
This study aimed to unravel the variety of issues that have implications for the health of 
the migrant worker from South Rajasthan. These findings are not limited to Rajasthani 
migrants. They are a reality for migrant labour in India at large.  
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2. RESEARCH DESIGN 
 
The temporary status of migrants makes them amongst the most vulnerable of labour in 
India. Workers in the unorganised sector (as a whole) are known to face a variety of 
occupational health problems. Migrant workers, in addition to risks at work, have to 
tackle issues of housing and access to basic amenities at the destination and are also more 
prone to risky sexual behaviour. All of these factors significantly impact their health and 
nutritional status, indirectly impacting their families as well.  
 
2.1 Objectives of the study 
 
While the health of migrant workers has been studied before, the focus of most studies 
has been on sexual health and HIV prevalence. Health of migrant labour, however, is a 
function of work type, work conditions and living conditions apart from access to health 
services, nutritional intake, sexual behaviour, personal habits and awareness levels. 
 
Since its inception, the team at Aajeevika Bureau, has closely observed the life of migrant 
labour and their families in South Rajasthan. The type of work undertaken by the migrant 
worker, conditions at the destination and migration patterns were observed to play a 
critical role in determining the health of migrant workers. Migrant workers were seen to 
return to their village for treatment in case of a serious injury or illness. This was 
paradoxical, as most migrants worked in cities where the quality of health care far 
exceeded what was available back home. The Aajeevika Bureau team of the 
Kumbhalgarh block (of Rajsamand district) of Rajasthan decided to undertake a 
systematic study of the health status of migrant labour. 
 
With a view to gauge the health condition of migrant labour, the main objectives of our 
study can be summarised by the following questions: 
 

1. What are the health risks a migrant faces in different occupations at work?  
2. What are the broader health risks a migrant faces at the destination? 
3. What is the response of the migrant to health problems at the destination? 
4. What can be done to improve health of the migrant? 

 
2.2 Research methodology and scope 
 
The methodology for this study was a combination of quantitative and qualitative 
methods with a focus on obtaining the perspective of the migrant worker at source and 
destination. The study was anchored at Kumbhalgarh block of Rajsamand district of 
Rajsathan (the source area) and Ahmedabad city of Gujarat (the destination).  
 
The research tools undertaken included structured interviewing at the source; focus 
group discussions (FGDs), work space observations and living space observations at the 
destination apart from case studies. The questionnaire consisted largely of closed-ended 
questions conducted while an average of half an hour or more was spent at each of the 
living/work spaces in order to observe and record conditions there. Results of the study 
were also presented to medical/public health professionals in order to verify the results; 
obtain a better understanding of the health risks faced at the work and living spaces as 
well as to seek advice on steps to improve the health of migrant workers. 
 



 5 

All schedules were filled in the Kumbhalgarh block of Rajsamand district, i.e. structured 
interviewing of migrants belonging to this region alone was undertaken. Migrants from 
Kumbhalgarh block in particular (and South Rajasthan at large) are largely engaged in the 
following occupations: In shops as salesmen, in sari cutting in the Surat textile market, in 
factories, as loaders and porters, in small scrap businesses, as cooks and helpers in small 
restaurants/namkeen shops and as mining and construction labour.  
 
Migrants in four of the above – those that were perceived (apriori) as high-risk 
occupations were chosen to be the focus of this study. These included factory 
work, loading/unloading work, cooking and scrap work. The destinations to which 
Kumbhalgarh (and others from South Rajasthan) migrants from these occupations go to 
largely include towns and cities in the adjoining states of Gujarat, Maharashtra and 
Madhya Pradesh (See Table 1).  
 
2.3 Sample size 
 
A total of 118 migrants coming from 16 panchayats of this block were interviewed with 
the aide of this schedule out of which the schedules of 100 have been used for 
quantitative analysis. This was a sample size approximating 10% of the population in 
each trade i.e. 10% of the total migrants hailing from Kumbalgarh block in each of the 
four occupations were randomly selected for structured interviewing and filling of the 
schedules.1  
 

Occupation Schedules 
Place of        

Destination 
FGD Place of Origin 

Work 
Spaces 

Living 
Spaces 

Scrap Work 24 
Mumbai, Ahmedabad, 

Jamnagar 
2 

Bhilwara, Chittordgarh, 
Rajsamand 

5 2 

Loading/unl
oading 

23 
Ahmedabad, Unjha, 

Mumbai, Udaipur 
3 Rajsamand, Pali, Sirohi 5 2 

Cooking 27 
Ahmedabad, Surat, 
Mumbai 

2 
Chittordgarh, Udaipur, 

Rajsamand, Ajmer, Pali 
7 4 

Factory 
Workers 

26 
Mumbai, Udaipur, 

Surat 
4 

Churu, Rajsamand, Pali, 
Jhunjhunu 

6 3 

 
Table 2.1: Sample Size of the Study 
 
Living and work conditions of migrants in these occupations were understood through 
data collected at a major destination of these occupations: Ahmedabad city in the 
adjoining state of Gujarat. Ahmedabad is a major destination for migrants from South 
Rajasthan as well as other parts of Rajasthan, Uttar Pradesh, Bihar and Orissa. Data 
collection (through FGDs and observation) at the destination was not restricted to 
migrants from Kumbhalgarh block alone but covered migrant labour from other parts of 
Rajasthan as well (see Table 1).2 Two to three FGDs were conducted for each 

                                                 
1 This sample is as per the results of the Migration and Labour profile of Kumbhalgarh block 
undertaken by Aajeevika Bureau 
 
2 Interestingly, it was observed that migrant workers from Uttar Pradesh and Bihar were far more 
vocal than those that were working with them but hailed from Rajasthan. While our focus was to 
study the health of migrants from Rajasthan through an observation of living and working 
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occupation. Conditions at five or more worksites and two or more living spaces were 
observed for each of the four occupations (see Table 1). 
 
2.4 Research team 
 
The conceptualization of the study came from the block team of Aajeevika Bureau in 
Kumbhalgarh (also known as 3SK Kelwara); a coordinator of the Aajeevika Bureau 
Knowledge Group thereafter undertook the process of designing the study, collecting 
and analysing data as well as writing the report.  
 
Data was collected in collaboration with the teams at 3SK Kelwara and 3SK Ahmedabad. 
The schedules were filled with the aide of youth volunteers from Kumbhalgarh itself 
(one of who had migrated for work in the past). These volunteers were trained as field 
investigators (for conducting interviews and filling of schedules) by the coordinators of 
the Aajeevika Bureau Knowledge Group. They were also exposed to the issue under 
study through a visit to Ahmedabad city, where they visited both work and living spaces 
of migrants in these occupations. The coordinators of the Knowledge group conducted 
and recorded the FGDs as well as observations at Ahmedabad city.  

 
The findings of this study begin by introducing the migrant labour that is central to the 
issue we have researched. Thereafter, we examine health issues associated with these 
migrant workers in four specific occupations followed by broader health issues a migrant 
faces when at the destination. Subsequent to these chapters, cross cutting health 
concerns of migrants are examined. Ways to improve the health of migrants and 
recommendations for Aajeevika Bureau conclude the study.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                                                                                                            
conditions, migrants from other parts of the country were observed to be facing similar 
conditions. 
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3. PROFILE OF MIGRANT LABOUR 
 
All migrant workers, who were a part of this study, were male members of households 
that came from various districts of Rajasthan, largely districts of South Rajasthan. These 
include Rajsamand (consisting of Kumbhalgarh block), Bhilwara,  Chittorgarh, Pali, 
Sirohi, Udaipur, Churu, Jhunjhunu and Ajmer amongst others (See Picture 1).  
 
 

 
 

Picture 3.1: Rajasthan within India (right), Districts within Rajasthan (left) 
 
These workers migrate mostly to the cities and towns of western India – located in the 
states of Gujarat and Maharashtra. Some of the main destinations include Ahmedabad, 
Surat, Jamnagar and Unjha in Gujarat and Mumbai and other places in Maharashtra. 
Udaipur, a city within Rajasthan is another major destination for migrants that are part of 
this study.  
 
While migrants from various districts of Rajasthan (especially south Rajasthan) contribute 
to this study, only migrants of Kumbhalgarh block of Rajsamand district form the 
respondent group for the structured interviewing and filling of schedules. Thus, while the 
data analysed below is a profile of migrants from the latter region (a total of 100 
migrants), it is an approximation of the profile of Rajasthani labour found in the cities of 
Gujarat and Maharashtra. 
 
3.1 Age and literacy level of migrant labour 
 
All respondents are between the ages of 18 and 50 years of which almost two thirds lie in 
the age group of 21 to 30 and 18% are in their thirties. The former forms the biggest age 
group occupation wise as well indicating that migrants in these occupations are in their 
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prime working age. The oldest respondent was 50 years of age and a loader (hamaali) by 
profession.3  
 

Literacy level of the respondents

3% 5%

52%

33%

2% 5%

Illiterate Literate Class 1 - Class 5

Class 6 - Class 9 Class 10 - Class 12 Not filled

C aste wise dis t ribut io n o f  the  
respo ndents

59%

11%

6%

20%
4%

ST SC OBC General Not f illed

 
 

Graph 3.1: Literacy levels and caste distribution of the migrant labour 
 
The literacy level of the respondents is fairly low. More than half have studied in classes 
up to standard V and one-third in classes between standard VI to IX. None of the 
respondents had gone on to studies beyond class XII (see Graph 1).  
 
3.2 Social composition of the respondents 
 
All respondents reported themselves as “Hindus”. 85% of the respondents are married 
and only 11% report migrating with their family. Most workers were also observed to 
migrate to the city alone while their families continue to live in the village.  
 
60% of the respondents belonged to the Schedule Tribe (ST) category and 20% belonged 
to the General category. ST respondents formed the largest group in each of the four 
trades. Apart from cooks, all other occupations had representation from ST, Schedule 
Caste (SC), general category and Other Backward Caste (OBC). Traditionally in India, 
cooking as an occupation has been restricted to those belonging to the upper caste. None 
of the migrant labour working as cooks (randomly selected) in the study belonged to the 
SC category indicating a presence of caste dynamics in the labour market to the present 
day.  
 
3.3 Access to resources and entitlements 
 
Two thirds of the respondents had very small agricultural landholdings (2-4 bighas or 
smaller). 20% of the respondents held 5-8 bighas and only 4% had larger (great than 8 
bighas) holdings of agricultural land. While those owning 2-4 bighas formed the largest 
group in each of the four trades, respondents owning greater than 8 bighas of agricultural 

                                                 
3 It must be noted that apart from loading work, the remaining three occupations were observed to have a 
presence of migrant child labour. The latter, however, have not been included in this study, as we believe 
status of migrant child labour demands a separate study. On an average, children in these occupations and 
those migrating for work are subject to even greater risk to their health. 
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land were found amongst cooks and factory workers alone. Caste wise analysis (in the 
existing sample) of ownership of agricultural landholding does not yield significant 
trends.  
 
All but one respondent reported having a ration card of the Public Distribution System 
(PDS) while 81% had a voter card. Financial inclusion was relatively much lower, with 
almost 60% of the respondents not having a bank account and a negligible percentage 
with any sort of insurance. 
 
Thus, the profile of migrant labour indicates that their vulnerability is multidimensional. 
Not only are migrants economically and socially disadvantaged, migrating alone denies 
them adequate family support at the destination, especially needed in times of crisis and 
ill health. 
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4. LOADING-UNLOADING WORK or Hamaali ka kaam 
 
“Humaara to Bel ka kaam hai (I do the work of an ox)”, said a Rajasthani migrant in 
Ahmedabad city when asked to describe his work.  
 
It’s true. Loaders and porters (known as Hamaal in local parlance) do the work that was 
traditionally done by beasts of burden and today is performed by hand operated 
machines in developed nations of the world.   
 
Hamaals include workers that are engaged in the work of physically loading, unloading 
and transporting different kinds of goods in almost all parts of India. These loaders can 
be found in large numbers at wholesale agricultural markets (known as mandis) – be it of 
vegetables, food grains, spices and even flowers. Their labour is also used extensively in 
factories and godowns for loading and unloading goods from trucks, railway engines, 
large transport containers (shipped by sea), etc. The goods that loaders carry and 
transport can vary widely in weight, size and shape. They include sacks of agricultural 
produce (food grains, vegetables, spices) as well as non-agricultural produce (e.g. 
cement). These may be jute sacks (or boris) as well as plastic sacks4. Other goods include 
metal girders, cardboard and wooden boxes, etc. 
 
Many loaders also undertake the additional task of transporting goods either on hand 
lorries or cycle rickshaws. The former resemble the bullock carts still found in rural areas, 
but are only slightly smaller in size and have rubber tyres that are more suited for city 
roads. These hand lorries (as the name suggests) have to be pulled by hand and have the 
facility for having two people in the front for pulling the cart (see Picture 3). The work 
involves immense use of physical strength, as the loader’s primary task is to lift heavy 
loads and transport them, either on the back or on a hand cart/rickshaw. 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Picture 4.1 (left): Hamaal unloading cement sacks from a factory godown to load 
on to a truck. Picture 4.2 (right): Loaders transporting sacks of food grains with 
the aid of a hand lorry from a mandi in Ahmedabad city in Gujarat 

                                                 
4 Loaders in the mandis in Ahmedabad were seen to be using a metal hook to get a good grip on 
the jute/plastic sacks and use it to lift the bags and place it on their bags. The hook continues to 
be held by the loader with it embedded in the sack right behind his neck. It is then used to place 
the bag on to the lorry/rickshaw and position it so that the sack occupies the least amount of 
space and is placed in a stable manner in the carrying vehicle. 
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Significant numbers of migrants from Rajasthan (especially South Rajasthan) are seen to 
enter the labour markets as Hamaals in both big cities as well as smaller towns of 
Rajasthan, Gujarat and Maharashtra. Kumbhalgarh block of Rajsamand district of 
Rajasthan is one such source area where large numbers migrate to Ahmedabad, Mumbai, 
Udaipur and Unjha (the famous Zeera mandi in Gujarat).  
 
In Ahmedabad, one finds large numbers of loaders that hail from different districts of 
Rajasthan, an occupation almost wholly dominated by them in this city. These include 
migrants from Rajsamand (including Kumbhalgarh block), Pali, Sirohi, Jalor and 
Jodhpur. Concentrations of these loaders are found in the agricultural mandis at Kalupur, 
Madhupura and Jamalpur as well as industrial areas of Sarkhej, Naroda and Memko that have 
small factories and godowns. Female labour is also found in this occupation in 
Ahmedabad and many women are seen to be pulling hand lorries over long distances on 
the roads of Ahmedabad. 
 
It must be noted that these loaders come under the unorganized sector of 
“Transportation” with no formal contracts with employers. They work mostly as loose or 
open labour at mandis or godowns and over time tend to get associated with certain 
wholesale shopkeepers or factory unit supervisors at the destination. In Ahmedabad, 
loaders earn about Rs.3000 per month. They are paid however, by the day. Wages range 
from nothing (when there is no work) to up to Rs.350 a day.  
 
The following sections focus on the health issues facing migrant labour that work as 
loaders. The risks and likely health issues associated with this work follow after a 
description of work conditions. In the end, response of the migrant worker and the 
employer is examined. 
 
4.1 The world of work for loaders  
 
Loaders work either at wholesale agricultural markets or at godowns and factories. A 
typical mandi is crowded with little space to walk on a working day. The roads are lined 
with small wholesale shops adjacent to one another and the roads itself are packed with 
trucks, lorries, hand carts, piles of jute bags apart from scores of people and loaders 
milling about.  
 
There is a heavy suspension of dust in the air, which often includes the jute fibres of 
gunny bags and grain chaff. If a loader works in a vegetable mandi he is working in an 
atmosphere that has a persistent and almost nauseating stench of rotting vegetables that 
have been discarded during transportation and lie thrown on the roads. In case of loaders 
working in godowns/factories, while there may be working in more open spaces, there is 
often a suspension of dust as well as other particulate matter that comes from the 
sacks/bags they are loading such as cement. In fact, almost 90% of the loaders5 
admitted to dust flying at their place of work.  
 
Loaders work mostly in the open and are invariably exposed to the extreme weather 
conditions as experienced in the cities and towns of western India. This is especially true 
in the summers when the temperatures go up to 45 degree Celsius and even higher. 

                                                 
5 All quantitative data representation comes from analysis of 100 schedules that were filled at 
Kumbhalgarh block, Rajsamand district, Rajasthan. Out of these, 23 schedules were of loaders 
and quantitative data of this chapter is from analysis of the latter.  
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Ahmedabad city, remains hot through most of the year and loaders have to work in this 
heat all day. More than half of the respondents reported their workplaces as hot 
when asked if it was normal, hot or very hot. While this is based on the perception of 
the loaders, it is nonetheless telling, as Rajasthani migrants are used to very high 
temperatures and almost always have the experience of working in the open when 
working on their pieces of land in the village. 
 

Conditions at the workplace (in %)* Yes No 

Toilet facility 34.5 61 

Drinking water 91 4.5 

Temperature at the workplace: Hot 52 35 

Smoke 8.5 83 

Dust flying 87 8.5 

Exposure to chemicals 4.5 91 
 

Table 4.1: Conditions at work for Loaders 
 
While 91% stated as having drinking water available at the workplace this usually meant 
water straight from the taps as was observed in Kalupur Mandi (a wholesale agricultural 
market for grains) in Ahmedabad. Thus, while there appeared to be availability of water 
for the loaders at the mandi, whether it was fit for drinking is uncertain. More than 60% 
of the loaders however, stated there being no toilet facilities at the workplace. 
Loaders of Kalupur mandi, for example, mentioned that while there existed common 
toilets at the mandi it had no access to water and this is a mandi with easily more than 
200 loaders on any given day. 
 
Combined with these difficult working conditions, are the long hours most loaders spend 
at work in a day. More than half of the respondents stated that their workday 
ranges from 12 to 14 hours with the minimum number of hours worked reported 
to be nine. More than 40% also reported not taking a weekly off. Many loaders state 
that there are no fixed working hours and it depends on when there is work or when the 
trucks arrive with goods that need to be unloaded/transported. Field observations also 
indicate that certain mandis such as the vegetable mandi at Jamalpur in Ahmedabad are 
open through the night and hence loaders are often called if trucks arrive during the 
night as well. In such cases, loaders are seen to work in shifts, informally fixed by 
themselves. Loaders, thus run the risk of working long hours without breaks and at 
odd hours of the day and night without getting adequate rest. 
  

 
 
 
 
 
4.2 Risks and accidents in loading work 
 
Loaders were asked an open-ended question of whether they felt that they faced any kind 
of risk at work. About 96% (all but one) of the respondents reported in the 
affirmative with some reporting more than one kind of risk.  
 

A loader was observed to get a call from his supervisor late in the night. He rushed to the 
mandi as it would mean some extra earning for the day. This was after a full day of work 
at the mandi.                                                                                             
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Half the respondents stated injury due to heavy loads such as logs of wood, metal rods or 
boris falling oneself as a risk. The average weight of a gunny/plastic bag or boris  30 or 50 
kgs (a metal rod is more) and a migrant lifts these with his bare hands.40% also stated 
having to be careful when transporting material on the roads due to the possibility of an 
accident. Other risks at work included injury from the handcart due to one’s hands or 
feet slipping as well as injury when loading heavy material.  
 

 
Loaders were found to perceive and state risks to be largely those that were related to the 
possibility of an accident. This was confirmed when respondents were asked what type 
of accidents were probably in their work and obtained responses almost identical to 
those stated above.  
 
Almost 60% stated that an accident on the road while transporting goods was probable. 
Manoeuvring hand lorries through the crowded city streets of Ahmedabad was observed 
to be risky as well. Loaders in Ahmedabad also noted the possibility of the metal hook 
entering the ear of the loader when lifting and placing of the sacks.  
 
Three of the twenty-three respondents (more than 13%) admitted to have had an 
accident while at work. This is an alarmingly high figure in the small random sample of 
loaders that were interviewed at the source in Kumbhalgarh block. 
 

 
Two kinds of accidents reported to be probable, that could have led to serious injury but 
were near misses, were observed at the visits to the workplace of the loaders in Ahmedabad 
city: 
 
The first incident occurred when a loader was lifting and placing heavy sacks on to the 
hand lorry. The sack was on the back of the loader when it slipped and fell. The loader 
was deftly moved his leg away quickly. Had he been slower in his reaction, the heavy sack 
would have fallen on his heel.  
 
The other instance was when a loader while pulling the hand lorry (stacked with grain 
bags) through a puddle of mud, slush and water, slipped. The other loader by his side, 
held on to the cart so as to prevent it from injuring his fellow worker. 
 

 
Observations at the workspaces of loaders indicated a number of aspects that 
make loading work risky to the health of the worker – aspects that are often not 
obvious to the loader. 
 
One of the most significant of risks was the very nature of the work undertaken by 
loaders. Lifting and placing of very heavy loads were tasks loaders undertook repetitively 
during the day. This was carried out for up to 14 hours a day. Manipulation of heavy 

A Loader described an instance when sacks on a handcart slipped off, suddenly tilting 
the handcart such that the lever in front that is used to pull the cart soared up and 
injured the jaw of the loader pulling it. 
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loads, as per a WHO publication (on work related musculo-skeletal disorders), requires 
high muscular and skeletal force and loading incurred over a long period of time 
promotes degenerative disorders, especially in the lower back area. 
 
According to medical practitioners, these tasks put a strain on the muscles and bones and 
over time lead to skeletal damage and muscle injury. Immediate symptoms include 
backache and prolapsed discs. Many years of work as a loader can even lead to a situation 
where the worker may be completely bed ridden and unable to work. 
 
Additionally, the loaders undertake the task of pulling hand lorries or riding cycle 
rickshaws that contained loads of up to a tonne for long distances (up to 2 kilometres of 
more). This is work with a high force exertion as per the WHO document, and can lead 
to acute overloading and/or fatigue of muscles apart from injury to the skeletal structure. 
According to a doctor, the task of carrying weights over long distances makes the 
chances of spinal problems higher, apart from leading to extremely high energy losses.  
 

 
A loader in Ahmedabad receives Rs.3.50 per 30 kg sack he transports from the mandi 
to the godown about 1.5 kms away. The pressure to earn pushes the loader to work 
harder and longer hours. Over time this can lead to irreparable damage to his body.  
 
 
The other significant health risk entails continuous inhalation of dust, jute fibres, 
cement dust, traffic fumes, etc while at work. Obvious symptoms include chronic 
cough and breathlessness. Over time, if the loader continues to be exposed to such 
particulate matter, it can develop into a Chronic Occupation Lung Disease (COLD) 
where the lung capacity reduces and the worker becomes breathless with even slight 
physical exertion and is thus unable to work. Crowded spaces and a dusty atmosphere (as 
observed at the workplace of loaders) are breeding grounds for tuberculosis as well.  
 
Largely all loaders at the workspaces in Ahmedabad were observed to be wearing front 
open rubber/plastic slippers without a clasp or a buckle behind. Of poor quality, loaders 
often removed these slippers when pulling the heavy hand lorries on the roads. Walking 
bare feet gave a better grip they say. This was most often during the rainy season when 
the roads were more slippery. Walking bare feet meant stepping on rotting vegetables, 
broken roads and puddles of dirty water. Doctors report that walking bare feet can not 
only cause local injury and subsequent infection (due to exposure to dirt and germs); 
continuously walking bare feet can lead to hook worms entering the body through the 
feet as well.  
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Picture 4.3 (left): A loader placing sacks of wheat onto the hand lorry with the 
help of a metal hook in his hand. Picture 4.4 (right): Loaders transporting sacks of 
onions. These hand lorries sometimes weigh up to a tonne! 
 
Working in very high temperatures through most of the year cause excess sweating and 
insufficient water replenishment in the body (or dehydration). This is often the reason 
behind headaches and general fatigue. Extreme heat (as observed during summer 
months) can lead to heat strokes as well. 
 
A medical practitioner also listed the possibility of the following: 
 

• Varicose veins amongst loaders (especially cycle rickshaw and hand cart pullers) 
due to long hours of standing 

• Diarrhoea/other gastro-intestinal infections due to poor toilet facilities at the 
work place 

• Surfacing of undiagnosed heart diseases as loading work involves use of excess 
force and strength that can put a strain on the heart 

 
4.3 Ailments amongst those in loading work: Perception and Incidence 
 
This section makes a comparison of the intensity and type of ailments affecting loaders 
during this work stint vis-à-vis previously.6 It also lists ailments that loaders perceive as 
related to their work and incidence of the same amongst themselves. It must be noted 
that ailments reported during work do not necessarily imply conditions at the work place 
alone have led to it. 
 
Almost three-fourths (74%) of the respondents admitted to have suffered from an 
ailment of some kind (at least one) during their current work stint while incidence 
of illness previously was much lower at 50%. Thus, incidence of ailments was 
higher in the current work stint. 7 
 

Graph 4.1: Ailments reported by Loaders during work vs. 
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6 Loaders have spent, on an average, 4-7 years in this work. 
7 It is important to note that loaders have self reported ailments and not chosen them from a set 
of options provided in the schedule. 
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The type of ailments respondents suffered from previously and during their current work 
stint also varied. Ailments that were reported during the current work alone included 
backache, body ache, cold and cough, breathlessness, dehydration, headache and malaria. 
Responses peculiar to ‘previously’ included worms, pneumonia and pox.8 While fever 
was reported as an ailment previously as well, the extent of incidence was much lower to 
incidence in the current work stint.  
 
Further, loaders were asked to enumerate health issues that were likely amongst those 
working in the loading and unloading work by choosing amongst a list of health 
symptoms. Each respondent (a total of 23 loaders) chose at least one health 
symptom with all choosing four or more of the given options. 
 

Graph 4.2: Recurrent Health Symptoms (RHS) in Loading work
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83% of the loaders or more stated the likelihood of lung related ailments (largely 
breathlessness), back ache, body pain and excessive sweating amongst those workers 
engaged in this work. Stomachache, joint pain and headaches were also reported to be 
other recurrent health symptoms (RHS). 83% of the total respondents admitted to 
have personally suffered from at least one of the previously stated RHS of loading 
work. The ‘Others’ RHS included frequent occurrence of fever, skin related infections 
(such as burning of the skin and red blotches) apart from gall bladder/kidney stones, 
dehydration and malaria while incidence included fever and malaria. 

 

 
Loaders in Ahmedabad stated that joint pain was more acute when they woke up in 
the mornings. A 55-year-old loader (who was also a supervisor to one of the shops at 
Madhupura Mandi in Ahmedabad) stated that workers after 5-10 years in this 
trade found it difficult to go to the toilet (squat) as the pain was that intense. 
 

 
Below is a table that lists out the major health related symptoms reported (ailments and 
RHS) and possible causes of the same (arrived at through consultation with medical 
practitioners). Some of these causes (especially stomach related) may be due to living 

                                                 
8 As per a public health specialist, many public/private health practitioners in this region have a 
tendency to pass of many ailments as typhoid when treating them. Respondents thus may not be 
entirely accurate when reporting ailments.  
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conditions as well and it is not possible to say with accuracy where the origin of some 
health issues lies (home, work or elsewhere). 
 

Health related symptoms Possible Cause 

Back ache, joint pain 

 
Repetitive tasks and long duration of 

working with heavy loads 
 

Body ache 

 
Long hours of work, anemia (from poor 

nutritional status) 
 

Breathlessness/other lung related 
infections 

 
Inhalation of dust, jute fibres, etc at work. 

Some of these may be symptoms of 
tuberculosis that may have been acquired 

at work/home/elsewhere at the 
destination. 

 

Excess sweating 
 

Hard physical labour and excess heat at 
workplace 

Stomachache 

 
Stomach infection from contaminated 

food/water (could be at work/elsewhere at 
destination) 

Headache 
 

Dehydration, direct sun exposure 
 
Table 4.2: Health related symptoms reported by Loaders and their likely causes 

 
Almost half of the respondents that had suffered from a recurrent health symptom 
claimed that the health risk had an adverse impact on their body or working capability 
while an equal number negated the same. Adverse impacts included not being able to 
work a lot, a feeling of weakness that continues to exist, weight loss and a continuing 
body and backache while working.  
 
According to doctors, major health symptoms arising from work (as stated above) can 
have an (permanent) adverse impact if the loader is exposed to the same conditions for 
many years at a stretch - such as muscle injury and skeletal damage from the work itself 
and Chronic Occupational Lung Diseases from work conditions.  
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A Loader in Ahmedabad: “Is Kaam se jeevan kam ho jaata hai” meaning “This work 

reduces our life span”. Despite this realization, he continues to work as it ensures a 
minimum income for himself and his family in the village. 

 
 
4.4 Response of loaders and their employers to risks, accidents and health issues 
in loading work 
 
This section examines the responses of loaders and employers – both precautionary as 
well as curative to the common health issues associated with loading work.  
 

Response of the loader: 
 
After the incidence of a health symptom loaders associated with their work (or RHS), 
around 60% reported taking some precautions. While not to overload was a common 
precaution others included eating on time/taking care of one’s diet, regularize work 
timings and to cover one’s mouth with a cloth. While not to overload one’s hand lorry 
was a response of some of the loaders in Ahmedabad as well, loaders were observed to 
carry weights of more than 500kgs as well. 
 
According to health practitioners, taking breaks during work is an essential way to reduce 
the chances of MSDs and other health issues arising out of the exertion related to 
loading work. Mild exercises for the back and stretches after work also help with 
relieving pain and strengthening the back.  
 

Graph 4.3: Does the Loader take any precautions?
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While 55% of the respondents reported using a cloth mask when it was dusty, there were 
some amongst these that noted using a mask only if there was “too much” dust. This 
indicates that as a norm, cloth masks were not worn. None of the loaders observed at 
numerous workplaces/mandis were seen to be using a cloth mask of any sort (despite the 
observation of dust flying). According to the doctor, however, using cloth to cover the 
nose and the mouth, is a sufficient way to prevent inhalation of the dust and other 
particulate matter found at these worksites and shall help prevent coughing, 
breathlessness and other lung related problems.  
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Loaders were observed to drink many cups of tea during the day. According to some 
loaders, tea was better than water in the heat as the latter would lead to a 
cold/congestion. Such myths seem to prevail among workers in other trades as well. 
According to a doctor, there is often a psychological need for tea and it helps them stay 
alert. There is need for greater intake of water to avoid dehydration and associated 
ailments.  
 

Response of the employer:  
 
The response of the employer in case of loaders was largely absent. Loaders are usually 
not employed permanently. They work in the mandis/warehouses, as open labour and 
over time may get associated with a certain shopkeeper(s). The role of the wholesale 
shopkeepers in the mandi or the factory/warehouse supervisor is limited and almost 
non-existent in relation to provision of safety gear, medical compensation, etc. Almost 
92% of the respondents claimed that there was no provision of a first aid kit at the 
workplace.  
 

Graph 4.4: Response of the Employer
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During a big accident at work, 87% of the respondents stated that the employer 
would not give any sort of compensation. Only one respondent reported the 
employer providing some protective gear at work. While only one respondent stated that 
his employer put pressure on him to work even on days when he was ill, none of the 
respondents stated being paid for the days they took off due to an illness. 
 

 
 

Picture 4.5: Loaders are largely on their own when dealing with the various health 
risks they face at work 
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5. COOKING or Rasoi ka kaam 
 

Cooking or rasoi ka kaam (as known in the local parlance) refers to the work in the 
kitchens of roadside eateries or dhabas, restaurants (big or small), canteens of offices or 
educational institution, Mithai and Namkeen shops (shops selling Indian sweets and salty 
snacks) and of any eating joint spread across the length and breadth of the country.  
 
Apart from the formal hotel and catering industry, most eateries and mithai/namkeen 
shops and production units come under the informal sector of the economy. People 
engaged in this work are primarily cooks – either cooking meals or making Indian sweets 
or salty snacks. Others include waiters and helpers. Helpers may either be engaged as 
assistants to cooks in the kitchen (helping with cutting of vegetables, preparing the 
dough, etc).or may have the sole responsibility of washing utensils. 
 
Rajasthani cuisine is one of the most popular cuisines in India and Rajasthani cooks are 
found all over India as well as abroad. In this study, the work and work conditions of 
cooks have been examined in order to ascertain the existence and type of health risks 
faced by them.  
 

    
 
Picture 5.1 (left): A roadside eatery in Ahmedabad. Picture 5.2 (right): Rampant 

child labour in rasoi ka kaam  
 
Large numbers of migrants from rural Rajasthan (especially south Rajasthan) work as 
cooks, helpers and waiters in various towns and cities of Rajasthan, Gujarat, Maharashtra 
and Madhya Pradesh. Kumbhalgarh block of Rajsamand district of Rajasthan is one such 
source area where large numbers migrate to Ahmedabad, Surat, and Mumbai and cities 
within Rajasthan as well. Other source districts include Udaipur, Dungarpur, Bhilwara, 
Chittorgarh, Ajmer and Pali. In Ahmedabad, Rajasthani cooks can be found in large 
numbers all over the city – including at Satellite, Paldi, Vastrapur, Kalupur, Navrangpura 
and near the University.  
 
There is also a large presence of child labour in this sector. They usually join very young, 
often given tasks of washing utensils and cleaning. Most cooks earn between Rs.2500 and 
Rs.4000 per month9 while children workers without experience may start with as little as 
Rs.800 – Rs.1000 per month. 
 

                                                 
9 Data from the schedules of 27 cooks belonging to Kumbhalgarh block of Rajsamand district make up the 
quantitative analysis in this chapter 
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The following sections focus on the health issues facing migrant labour that work as 
cooks. The risks and likely health issues associated with this work follow after a 
description of work conditions. In the end, response of the migrant worker and the 
employer is examined. 
 
5.1 The world of work for Cooks 
 
Conditions of work faced by cooks varies depending on the type of work they undertake 
– a person engaged in the task of making namkeen shall be sitting/standing next to a huge 
pan of hot oil, frying the snack all day while those engaged in a restaurant/canteen 
undertake cooking before and during meal times and are relatively fee at other times. The 
type of establishment one works in often determines conditions of work as well. 
Generally, larger restaurants and canteens of institutions are more organised with 
facilities that improve conditions of work.   

 
Whatever be the type of establishment, certain work conditions are characteristic to the 
work of cooking. First and foremost, cooks are exposed to extreme heat, cooking oil 
fumes, steam and smoke during their work. Amongst the respondents, more than 
80% of the respondents stated working in a smoky atmosphere. This was evident 
from the walls of the kitchens that were black from the smoke emanating while cooking 
and oil grime. 

 
 

Conditions at the workplace (in %) Yes No 

Toilet facility 81 18.5 

Drinking water 100 0 

Electricity 100 0 

Fans 100 0 

Temperature: Hot/Very Hot 71 21 

Smoke 81 11 

Dust flying 0 81 
 

Table 5.1: Conditions at work for Cooks 
 

While all respondents claimed that the workspace had electricity and at least one fan, 
there were establishments in Ahmedabad that were observed to not have a single 
overhead fan in the kitchen area. More than three fourths of the cooks (77%) stated 
that their workplace had temperature levels that were high and some even 
reported the temperature being very high. Ahmedabad city, in addition, is very hot 
through most of the year making work conditions even more oppressive.  

 

 
Most workspaces visited were extremely hot from inside and standing there alone 
would leave one drenched in sweat. Owners and supervisors of many 
restaurants/dhabas refused entry into their kitchen spaces.   
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For most cooks, the work involves being stationed at one place, with almost 60% 
of them stating to be sitting and working throughout the day. Workers in 
Ahmedabad were seen squatting or sitting cross legged on the floor while working.  

 
In addition, most workers were also seen to be working in extremely cramped spaces. 
The size of the workplaces ranged from 6x12 feet to 50x50 feet with 70% of the 
respondents reporting their workspaces to be 15x20 feet or smaller. The number of co-
workers as reported by the respondents, ranged from 4 to 20 with an average of 10 co-
workers. Thus, on an average a worker had a 3x3 feet area to work in.  

 

    
  

Picture 5.3 (left): Oil, grime and sweat: constants in rasoi ka kaam. Picture 5.4 
(right): Most cooks; especially namkeen makers are constantly squatting while 
working. Also observe the exposed gas cylinder pipe – leakage from which can 

lead to the gas cylinder bursting 
 
In terms of amenities such as toilets, drinking water and a facility for washing hands the 
category of cooks fared better than respondents in the other three occupations. This may 
be attributed to the fact that eateries and sweet/snack shops are judged and patronised 
not only for the taste and cost of food they provide but also the cleanliness levels and 
hygiene practices observed. Almost one fifth of the cooks, however, reported not having 
a toilet facility at their workplace. It was also observed that bigger establishments were 
far more likely to have a toilet facility.  
 
Despite the fact that cleanliness is an essential component of any cooking activity, there 
was a general lack of hygiene in most establishments visited in Ahmedabad. Water and 
food was seen to be lying uncovered; flies, cockroaches and even mice were seen in the 
kitchen spaces; the floor and the walls were black from grime, smoke and spilt food and 
cobwebs and dust were not uncommon on fans, lights and exhaust fans (if they existed). 
Many workers were observed sweating profusely and none were wearing any sort of 
safety gear such as masks, gloves or caps.  
 
Another characteristic of this work were the long hours of work. Hours at work per day 
ranged mostly from 10 to 16 hours with half the respondents working 10 to 12 hours 
while the other half worked 13 to 16 hours per day. Cooks and waiters reported starting 
work as early as 5 am and times before and during meals were extremely busy. Those 
working in restaurants and canteens, appeared to get a short reprieve in the afternoon, 
but the work would continue till almost 11 in the night. Since many cooks stay at their 
work place itself (more than 70% of the respondents in Kumbhalgarh block), a break 
from work is seldom experienced. 
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Apart from the long hours, most cooks were observed to not get a weekly off. More than 
80% of the respondents stated not having a weekly off from work. Out of these, only 
one claimed getting one holiday in a month while the remaining got none.  
 
For 70% of the respondents, the number of times they returned home ranged from once 
a year to once a month with an average of four times a year. As per observations, cooks, 
amongst the four occupations seem to have the hardest time getting leave to go home. 
Festivals are the busiest times for sweet/namkeen shops and restaurants. Workers 
admitted to getting leave only if a replacement could be found. Staying at the workplace 
ensured a greater control of the employer/supervisor on the migrant worker. Thus, 
workers were seen to miss out going home to their families during festivals and at other 
times as well.  
 
5.2 Risks and accidents amongst cooks 

 
Respondents of the schedules were asked an open-ended question of whether they felt 
that they faced any kind of risk at work. 96% of the respondents reported in the 
affirmative, some listing more than one type of risk. Of these, almost 70% of the 
respondents stated the risk of getting burnt during cooking work – this may be due to 
the hot oil, water or foods they have to be working with constantly. About 38% also 
reported the possibility of injury due to the gas cylinder bursting during work. Other type 
of risks included weakening of eyesight, breathlessness and general weakness. Bursting of 
the cylinder occurs if there is a leakage in the pipe. Gas pipes were observed to be lying 
exposed at a number of establishments in Ahmedabad. The pipes were thus exposed to 
the heat of the city as well as rodents that could damage the pipe over time and cause 
such accidents. 
 
Cooks, like loaders, were found to perceive and state risks to be largely those that were 
related to the possibility of an accident. This was confirmed when respondents were 
asked what type of accidents were probably in their work and obtained responses almost 
identical to those stated above. Dhuaan jam jaana (that translates to an accumulation of 
smoke in the lungs and implies a bronchial problem) was also a response here. 10 Two of 
the twenty-seven respondents (more than 7%) admitted to have had an accident 
while at work, indicating the likeliness of such incidents.  
 

 
Discussions with three Rajasthani cooks/waiters that had suffered recent burns (with 
visible scars) also took place during interaction with migrant workers in Ahmedabad city. 
Prima facie, each of the incidents appeared to be due to human error. The workers, 
themselves, saw it largely due to carelessness and felt responsible for the same. While that 
may be true to a certain degree, working in cramped spaces as well as in a high-pressure 
environment during peak hours play a significant role in increasing the chances of such 
accidents. This realization, however, was completely absent amongst the workers. 
 

                                                 
10 According to health specialists, migrant workers shall report ailments and health problems as 
perceived by themselves or as reported to them by their doctor. Hence, health related 
information from workers is best recorded by obtaining details of the symptoms as experienced 
by the worker in his own words.  
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Observations at the workspaces of cooks indicated a number of aspects that make 
the work risky to their health – aspects that are often not obvious to the worker 
himself.  
 

   
 

Picture 5.5 (left): Working with water and soap all day. Picture 5.6 (right): 
Working without gloves, a face mask or a cap 

 
A cook, especially in workspaces where proper exhaust facilities are lacking, inhale excess 
amounts of oil fumes and other toxic gases produced from the burning of gas/kerosene. 
This leads to bronchial related problems over time.  
 
Working in very cramped spaces and in a fixed and unfavourable posture (back 
crouching while squatting/sitting cross-legged) leads to high muscle force and high force 
on the skeletal system as well, according to a WHO document: “This leads to acute 
overload and/or fatigue of the muscles, damage to the skeletal structure and degenerative 
disorders (especially of the lumbar region) over time….Long term activation of certain 
muscles lead to muscle fatigue and lower blood circulation…leads to reduced ability to 
react on sudden impacts and may therefore result in increased accident risk”.  
 
Cooks are often seen to sitting right next to the pan of oil/cooking vessel and largely 
immobile. If any oil/food was to spill, the worker will be unable to move away in 
sufficient time. The chances of getting burnt are thus higher. 
 
Cooks are usually working very close to the source of fire and heat and constant 
exposure of the genital areas to heat is often the cause of infertility. A private health 
practitioner in Udaipur city (of south Rajasthan) reported many rural women coming to 
her as they were unable to conceive. Further inquiry revealed their husbands worked as 
cooks at the destination. A constant exposure to heat and steam also causes sweating and 
leads to dehydration. This often results in a feeling of weakness and headaches. Exposure 
to fire all day can over time lead to weakening of eyesight as too. 
 
Workers (usually children) that are engaged solely in the task of washing utensils are seen 
to develop lesions on their hands and feet. Constant exposure to water and harsh 
detergents makes the skin dry and more likely to get cuts and different types of 
eczema/dermatitis.  
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5.3 Ailments amongst those in Cooking: Perception and Incidence 
 
This section makes a comparison of the intensity and type of ailments affecting cooks 
during this work stint vis-à-vis previously.11 It also lists ailments that cooks perceive as 
related to their work and incidence of the same amongst themselves.  
 
Almost 60% of the respondents admitted to have suffered from an illness of some kind 
(at least one) during their current work stint. Incidence of illness during childhood or 
previous work stints was much less (only 44% admitted to such an illness).   
 
Cold cough, body ache and joint pain were ailments reported as occurring 
amongst the respondents in the current work stint alone and not observed 
previously. Similarly, breathlessness, Tuberculosis and Kidney stones were ‘other’ 
ailments reported during the current work stint that had not occurred previously 
amongst the respondents. 
 
Occurrence of fever, jaundice, typhoid, boils on face/body were common during both 
time periods. Such an outcome (especially the skin related ailments) can be attributed to a 
certain extent to the fact that amongst those that had worked previously, almost half had 
been engaged in the ‘cooking trade’ previously as well. Pneumonia, malaria, Kaangi, Kamli, 
Peth mein gaath and Opadish ki bimari were amongst ‘other’ ailments that had occurred 
previously. 
 

Graph 5.1: Incidence of ailments amongst cooks
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Further, cooks were asked to enumerate health issues that were likely amongst those 
working in the cooking occupation by choosing amongst a list of health problems. 
Almost all respondents chose at least one recurrent health symptom (RHS). 
 
Backache and lung related ailments (includes breathlessness, cold-cough and lung 
infections) were the most commonly reported health symptoms in cooking work. This 
was followed by skin related ailments (burning of skin, red blotches), body pain, excess 
sweating and joint pain. 

                                                 
11 89% of the Cooks have spent two years or more in this work. About half of those that had 
worked before the current work stint, had worked as cooks.  
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Graph 5.2: Recurrent Health Symptoms in Cooking (n=27)

24
21

18

22

14

24

8

20

6
8

1
4

2

6

1

5

0
5

10
15
20
25
30

B
ac
k 
ac
h
e 

B
o
d
y 
ac
h
e 

E
xc
es
si
ve

sw
ea
ti
n
g 

B
u
rn
in
g,
re
d

b
lo
tc
h
es

sk
in

Jo
in
t 
p
ai
n
 

L
u
n
gs

re
la
te
d

H
ea
d
ac
h
e 

O
th
er
s

Type of health issue

N
u
m
b
er
 o
f 
re
sp
o
n
d
en
ts

Recurrent Health Symptoms (RHS) Incidence of RHS

 
 

Other common RHSs reported were headaches, dehydration and stomach-aches. 70% of 
the total respondents admitted to have personally suffered from at least one of the 
previously stated RHSs. One respondent each reported burning of eyes as likely and 
incident. 
 

 
A chemist in Ahmedabad (located near various restaurants that have Rajasthani 
cooks/waiters) reported that these workers came to him mainly for coughs, exhaustion, 
cuts and burns. 
 
 
Below is a table that lists out the major health related symptoms reported (ailments and 
RHS) and possible causes of the same (arrived at through consultation with medical 
practitioners).  For some ailments, it is not possible to say with accuracy where the origin 
lies (home, work or elsewhere). Most cooks stay at the workplace itself, making this 
distinction blur even further.  
 
 

Health related symptoms Possible Cause 

Back ache, joint pain 

 
Working in confined spaces and in 

unfavourable postures for long periods of 
time 
 

Body ache 

 
Long hours of work, anemia (from poor 

nutritional status) 
 

Breathlessness/other lung related 
infections 

 
Inhalation of oil fumes and other 

chemicals during cooking. Some of these 
may be symptoms of tuberculosis that may 

have been acquired at 
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work/home/elsewhere at the destination. 
 

Skin related ailments (burning, boils, red 
blotches; lesions) 

 
Exposure to excess heat and steam; lesions 
arise from working with water and poor 

quality detergents 
 

Excess sweating; dehydration 

 
Hard physical labour and excess heat at 
workplace; lack of sufficient intake of 

water 

Stomachache 

 
Stomach infection from contaminated 

food/water (could be at work/elsewhere at 
destination) 

Headache 
 

Dehydration, constant exposure to heat 

Burning/weakening of eyes 

  
Working in front of the fire, exposure to 
steam and fumes 
 

 
Table 5.2: Health related symptoms reported by Cooks and their likely causes 

 
Almost half of the respondents that had suffered from a RHS stated that the 
health problem had an adverse impact on their body or working capability. 
Weakness/loss of strength in their body and being forced to work less were some of the 
common responses. Other responses included facing difficulty in sitting, weakness of 
eyesight, a lung infection and sweating. Doctors, have reported musculo-skeletal 
disorders (MSDs) and Chronic occupational lung diseases (COLD) as long-term impacts 
of this work apart from weakening of eyesight.  
 
5.4 Response of cooks and their employers to risks, accidents and health issues in 
their work 
 
This section examines the responses of cooks and their employers – both precautionary 
as well as curative to the common health issues associated with cooking work.  
 

Response of cooks: 
 
After the incidence of a health symptom cooks associated with their work (or RHS), only 
37% reported taking some precautions. To work less or take breaks in between work was 
a common response, an essential precaution according to health practitioners. Other 
responses of cooks included eating cooling things, keeping a cloth in front of the bhatti 
(clay oven) and taking medicines on time. Cough syrup for a cough and combiflan for 
exhaustion seemed to be some of the curative (quick relief) responses of some at the 
destination.  
 
Some cooks reported applying curd in case of a burn. While that can be cooling, 
according to doctors, the best way to deal with a burn is to place the burnt portion below 
running water. Another local remedy, that doctors reported might be effective was 
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application of sarson ka tel (mustard cooking oil) on one’s hands and feet before washing 
of utensils. This helps prevents the skin from getting water logged and developing 
lesions. 
 
Interaction with cooks in Ahmedabad indicated that most did not take any precautions 
or use any safety gear (gloves, masks or caps) in the cooking space. Most of them wore 
sleeveless vests for work and had upper torsos that were glistening with sweat, grime and 
oil - another reason for skin related allergies.  
 

 Response of the employer:  
 
The response of the employer while higher in the case of cooks in comparison to loaders 
continued to be less. Safety provisions were largely lacking. Since most cooks stayed at 
the workplace itself, the employer/supervisor not only had greater authority over 
the worker, he had to also be more responsive to the needs of the worker in order 
to retain them and ensure they work for the desired number of hours.  
 

Words of an employer: “Rasoi ke kaam mein koi bimari nahin hot” meaning there is no 
illness associated with cooking work. 

 
 
Data seems to conform to this hypothesis. While 40% of the respondents report some 
compensation in case of an accident and paid leave in case of illness, it was also clear 
from our interaction with cooks, that they owed a certain allegiance to the owner and 
were unable to speak very openly (since the workplace was also their home).  
 

Graph 5.3: Response of the Employer
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A supervisor of a famous Gujarati thali eatery in Ahmedabad (with a majority of 
Rajasthani cooks/waiters) had reported that a worker was once diagnosed with 
tuberculosis. He was dismissed from work and told to go home. Such is the level of social 
security for migrant labour.  
 
 
6. FACTORY WORK  

 
“Kaam to karna padega na”  (One has to work, we don’t have a choice): Words of a migrant 
when asked why he worked in a steel polishing factory, a highly hazardous occupation.  
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Large numbers of Rajasthani migrants are engaged in a variety of factories in Gujarat and 
Maharashtra that have risky work conditions and are accident-prone. These workers hail 
from districts such as Udaipur, Dungarpur, Pali, Churu, Ganganagar and Rajsamand. 
Most of these come under the unorganised sector of the country. These include small 
power loom units, metal factories, and plastic and steel utensil factories, amongst others. 
The work involves operating machines, placing and packaging of finished products. 
Child labour was also found to exist in some of these industrial units. Average incomes 
to factory workers varied between Rs.1500 and Rs.4000 per month. 
 
In Ahmedabad, Rajasthani migrants are engaged in industrial units located in Vatva, 
Aslali, Changodar, Rakhial, Odhav and Naroda. 
 
Health issues of a factory worker are dependent on the type of factory he works in and 
the tasks he undertakes there. This chapter looks at a variety of factories where 
Rajasthani migrant labour is employed. While this is a fairly heterogeneous group of 
factories, each with its peculiar characteristics, the attempt in this chapter is to briefly 
highlight the gamut of health issues and risks that a factory worker faces. A detailed look 
at factories, according to their type, in order to identify and grade them as hazardous 
(into high, medium, low for example) is the subject matter of another study. 
 
The following sections focus on the health issues facing migrant labour that work as 
factory workers. The risks and likely health issues associated with this work follow after a 
description of work conditions. In the end, response of the migrant worker and the 
employer is examined.12  
 
6.1 The world of work for factory workers 
 
Factory workers form a heterogeneous group and work in a variety of work types. More 
than half of the respondents work in metal factories (units that make brass girders, 
spoons, etc), followed by those working in power looms and plastic factories.  

 

  
 

Picture 6.1 (left): A supervisor in a cotton power loom unit. Picture 6.2 (right): 
Workers at a metal factory making metal girders used in construction 

 
Rajasthani workers in steel polishing factories and latte machine industrial units were also 
visited in Ahmedabad besides those stated above. 

                                                 
12 Data from the schedules of a total of 26 factory workers (referred to as respondents) from 
Kumbhalgarh block of Rajsamand district contribute to the quantitative analysis of this chapter. 
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Apart from two respondents that worked in small sized work places (around 7x10 feet), 
the others worked in spaces that were medium or large in their size (ranging from 20x30 
feet to 200x300 feet). The number of co-workers ranged from 4 to 300. The small sized 
workspaces had 10 or fewer workers. The mid sized workspaces had mostly 15-20 
workers while the larger workspaces had mostly 40 to 70 workers. 
  

Conditions at the workplace (in %) Yes No 

Toilet facility 65 35 

Drinking water 73 27 

Electricity 100 0 

Fans 81 19 

Temperature at the workplace: Hot/ Very hot 46 46 

Smoke 31 11 

Dust flying 42 50 

Exposure to chemicals 65 35 
 

Table 6.1: Conditions at work for Factory workers 
 

Depending on the type of factory, workers are exposed to a variety of elements: extreme 
heat and fumes in case of metal and plastic factories, excess noise levels and cotton fibre 
dust in power looms, exposure to chemicals in latte machine factories, etc. In fact, almost 
one third of the respondents reported the existence of smoke in their workspace; 42 per 
cent admitted to dust flying in the place where they worked and almost two third 
reported the use of harmful chemicals at their workplace. 
 
In addition, the use of protective gear was observed to be negligible – be it in latte 
machine factories where workers were seen to work with cutting fluids with their bare 
hands or in the power looms where workers were not using masks despite the high 
cotton fibre suspension in the air. 
 
Almost one fifth of the respondents stated to be working at workplaces that did not have 
a single fan. Almost half of the respondents stated that their workplace had temperature 
levels that were high or very high. Ahmedabad is an extremely hot city through most of 
the year and factory spaces are usually hotter than the temperatures around. Factory 
workers, thus work in oppressive heat on a daily basis.  
 
While 73 per cent stated as having drinking water available at the workplace the rest 
denied this claim. Drinking water, here, usually implied tap water. More than one third 
of the respondents however, stated there being no toilet facilities at the 
workplace. Toilet facilities were in extremely poor conditions in the factory 
spaces visited in Ahmedabad – one being open squat pans with no door for 
privacy or one with no water facility. 
 
Hours of work per day ranged from 9 to 12 hours for all the respondents. Workdays 
were reported to begin earliest by 7am and end latest by 9pm amongst the respondents. 
77 per cent of the respondents stated having a weekly off from work while five 
respondents denied this. Thus, factory workers seemed to fare better than other 
occupations in the terms of working hours and weekly breaks. Power looms ran in shifts 
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but workers were observed to do two shifts of eight hours each consecutively in order to 
earn more.  

 
6.2 Risks and accidents in factory work 
 
Respondents were asked an open-ended question of whether they felt that they faced any 
kind of risk at work. All of the respondents reported in the affirmative (with one 
non response), some listing more than one type of risk. Of these, about 44 per cent 
of the respondents reported getting hurt while lifting the material and a lesser percentage 
reported their hand or another body part getting cut during work. Getting burnt, getting 
hurt (unspecified) as well as material falling on oneself were other risks reported.  
 
‘Other responses’ included getting electrocuted, weakening of the eyesight, the effect of 
smoke, death due to machine failure and an explosion. Tetanus and lung diseases were 
also two responses. As has been noted earlier, ailments and illnesses that may be 
associated with certain trades are not well captured as ‘risks at work’.  
 

Graph 6.1: Type of risks faced at work
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Factory workers, similar to workers in the other occupations, were found to perceive and 
state risks to be largely those that were related to the possibility of an accident. This was 
confirmed when respondents were asked what type of accidents were probably in their 
work and obtained responses almost identical to those stated above. Three of the 
twenty-six respondents (more than 11 per cent) admitted to have had an accident 
while at work – a high proportion in the random sample. 
 
Factory work, regardless of factory type, was reported and observed to be accident-prone 
and the nature of accidents were largely extreme, with even the possibility of death. The 
power looms, for instance, were observed to have a shuttle, which was reported to the 
primary concern of workers there. Workers reported instances of when the shuttle had 
slipped out of the machine and gravely injured workers. Steel polishing machine workers 
stated the possibility of the revolving wheel in the machine they use to polish utensils has 
slipped out and injured a co-worker.  
 
Some risks were observed at the worksite. Factory workers were seen to work with their 
bare hands and without any protective gear when dealing with molten metal and plastic 
or cutting fluides, increasing the chances of burns and dermatitis respectively. Power 
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loom workers were continuously exposed to very high noise levels produced by the 
machines and wore no protection for their ears. Workers were exposed to inhaling a 
number of harmful elements – cotton fibres, metal and plastic fumes and did not wear 
any masks to protect them from the same.  
 

    
 
Picture 6.3 (left): Steel polishing factory worker working without any protective 
gear and blackened by metal dust. Picture 6.4 (right): A worker holding the 

shuttle in a power loom 
 

Such exposure over time can lead to obstructive lung diseases such as pneumoconiosis.  
 
6.3 Ailments amongst those in Factory work: Perception and Incidence 
 
While incidence of ailments during the current work stint (38 per cent) was higher that 
reported previously (30 per cent), although marginally. Typhoid, stomachache, back 
ache and dehydration were ailments reported in the current work stint alone while 
fever and malaria were common to both time periods (although with the same or higher 
frequency during the current work stint). 

 
Respondents were asked to enumerate health issues that were likely amongst those 
working in factories by choosing amongst a list of health problems. Each respondent 
chose at least three likely health problems. 
 
Skin related ailments – be it burning of the skin, red blotches, etc was reported as the 
most common health symptom in their work – this can be attributed to the variety of 
harmful elements (hot metal/plastic, chemicals used in latte machine work, ect) that a 
factory work is directly exposed to. Lung related ailments were also reported. While 
excessive sweating is a result of working in extremely hot environments, insufficient 
water intake is often the cause for dehydration and headaches (also reported). Back 
aches, body aches and joint pain are the result of various factors: the unfavourable 
postures that workers adopt while working (bent backs, crouching), repetitive tasks that 
workers perform with machines (leading to muscle strain) as well as long hours of work.  
 
Not all health symptoms can be clearly attributed to conditions at work. General fatigue 
and body pain is often the result of a poor nutritional intake while stomach ache is often 
the result of worms, contaminated water/food intake at the destination. 
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Graph 6.2: Health issues arising in Factory work
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50 per cent of the total respondents admitted to have personally suffered from at 
least one of the RHS of factory work. While this is a significant proportion, a factory 
wise analysis, shall better capture the specific health risks workers face.  
 
6.4 Response of factory workers and their employers to risks, accidents and health 
issues in their work 
 

Role of the employee 
 
Employers and supervisors at factories had reported that workers refused to wear the 
protective gear that was provided to them – either on claims of discomfort or being 
unable to work. More than half report not taking any precautions even after an ailment 
they associate with work. 

Graph 6.3: Does the Factory worker take any 
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Most number of respondents reported to be taking precautions to avoid the harmful 
effects of exposure to chemicals  - this was either in the form of gloves or masks. None 
of the workers visited in Ahmedabad were observed to be using protective gear at work. 
Workers in the steel polishing units in Ahmedabad, did report wrapping their hands and 
bodies with jute to avoid the excess heat generated due to friction with the machine.  
One precaution that workers reported undertaking included having separate work 
clothes. There also appear to be certain false notions about the type of precautions to 
adopt. In the power looms, where there is a high suspension of cotton fibres, workers 
reported drinking tea in order to wash these out of their bodies. Medically, this is 



 34 

completely false as fibres, other particulate matter in the air, enter the lungs to cause 
bronchial problems. Drinking tea shall have no impact on the same. 
 

Role of the employer 
 
Factory workers appeared to fare slightly better in terms of the employer’s contribution 
to their safety in comparison to the other occupations. Almost 62% of the respondents 
claimed there to be a provision of a first aid kit at the workplace while 40% reported 
getting gloves and masks as protective gear (some reported getting special gloves as well).  

 

Graph 6.4: Response of the Employer
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During a big accident at work, 77 per cent of the respondents stated getting some form 
of compensation from the employer. Almost 54 per cent of the respondents stated 
getting paid for the days they took from work due to an illness. These figures are higher 
in comparison to all the other occupations. 
 

 
Discussions with factory workers revealed that some employers compensate only since the 
work they do is hazardous and complaints against them to the local authority might mean 
having to shut shop! 
 

 
This was the only occupation where two of the twenty-six respondents had a written 
work contract with their respective employer. Provisions/clauses within these two 
contracts were not captured as part of the study. Thus, while factory owners/supervisors 
have been reported to be more responsive to the health risks a worker faces, there is a 
significant scope for improvement – not only as is evident from data but from the almost 
diametrically opposite conditions observed in Ahmedabad. 
 
7. SCRAP WORK or Pasti Bhangaar ka Kaam 
 
Most people that have grown up in India or spent some time here would know and 
probably have met the local Kabaddiwallahs or feriwallahs. They are scrap collectors that 
come to your doorstep and take all types of waste material – old newspapers, magazines, 
plastic and glass bottles, old metal ware, utensils, even junk computer accessories!  
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These people, however, are part of a larger and complex traditional system of recycling 
and disposal. Another link in this system is the large numbers of persons engaged in 
manually sorting through the scrap material and figuring out what is still useful, what can 
be recycled and what has to be discarded. Almost all persons engaged in the collection of 
scrap (be it from residential colonies or industrial area) and its sorting come under the 
unorganised sector of India. 
 
While scrap work can include any work that involves collection and recycling of scrap, 
the focus of this study remains on Rajasthani migrants and the tasks in scrap work they 
are largely engaged in. Scrap work, in this context, includes all those engaged in the task 
of scrap collection (or the feriwallahs); those engagaed in sorting through the scrap and 
breaking it into its various constituent parts as well as those involved in loading and 
unloading of scrap at wholesale collection centres.13 It largely covers those that deal with 
with metal, plastic and paper waste. 
 
In many cities of western India, large numbers of such workers are found to migrate 
from districts in Rajasthan. A majority of them come from the district of Bhilwara while 
there are some from Rajsamand (including Kumbhalgarh block), Chittorgarh, and 
Udaipur as well. Rajasthani scrap workers are found in large numbers in Mumbai in 
Maharashtra as well as Ahmedabad and Jamnagar in Gujarat.  
 
In Ahmedabad, they can be found in extremely large numbers at Memnagar, the biggest 
scrap collection and sorting area of Ahmedabad. Some other areas where scrap work is 
carried out include Odhav, Memko and Jeevraj Park. Children have also been observed 
to be engaged in this trade, with many seen to working in shops were the sorting of scrap 
happens.  
 
 
 
 

 
 
 
 
 
 

 
Picture 7.1: A feriwalla taking his rounds in a residential colony - collecting 

plastic, paper and waste bottles from homes 
Average earnings of those in scrap work is Rs.3500 per month. Child labour was also 
observed in this occupation.  
 
The following sections focus on the health issues facing migrant labour that work as 
scrap workers. The risks and likely health issues associated with this work follow after a 
description of work conditions. In the end, response of the migrant worker and the 
employer is examined. 

                                                 
13 The last category has been merged here (instead of being in the category of loaders) as these 
workers are engaged in the task of sorting as well. 
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7.1 The world of work for scrap workers  
 
Scrap work (Bhangar ka kaam) can be classified into three: collection of waste 
(feri karna), sorting of waste (chattani karna), and loading and unloading of scrap 
material. Amongst the respondents14, more than 50 percent of the workers were sorters. 
Their task was to sort through the various types of solid waste that come to the 
shop/godown. Others were either in the business of door-to-door collection of waste or 
worked as loaders in godowns/big shops that served as wholesale collection centres of 
waste. 
 
Physical positions when at work depend on the nature of work. Those in sorting have to 
be constantly sitting while sorting the waste; those in loading have to keep standing, lift 
weights (such as bags or large pieces of waste material) with their bare hands and load on 
to trucks; while those in collection have to be walking and roaming the streets constantly 
-visiting residential and other areas to collect waste material. 
 
While the feriwallah doesn’t have a well-defined work place as such, over time, he tends to 
get attached to certain wholesale scrap dealers. Those engaged in sorting and loading and 
unloading work worked in shops or godowns (warehouses) where the sorting/loading is 
undertaken. Such workplaces were usually small and vary in size from 6x12 feet to 12x15 
feet in dimension. Four to five workers worked in most of these spaces (excluding large 
godowns or companies where the number of workers could reach three digits as well). 
Those involved in collection of waste i.e. the feri wallahs had to work in the open, roaming 
the city streets. 
 

 
A scrap worker in Mumbai remarked that he worked on a small mat in his shop and 
that was his workplace. He sat there and sorted between waste material all day.  
 
 
All the scrap workers visited and observed at Ahmadabad, worked with their bare hands, 
whether they were in the work of sorting, loading or collection.  
 
Most scrap workers reported their hours at work ranged from 9 to 13 hours with 
70% working more than 11 hours per day. Sorting work was seen to begin at around 
8am in Memnagar, Ahmedabad and go on till as late as 10pm. Feriwallahs usually take a 
morning and evening round of colonies and take an afternoon break when most colonies 
are closed for entry. 42% of the respondents stated not having a weekly off from 
work. Out of these, 70% claimed not getting any other holidays in a month.  
 
  

Conditions at the workplace (in %) Yes No 

Toilet facility 46 50 

Drinking water 75 21 

Electricity* 95 0 

Fans* 62.5 37.5 

                                                 
14 The term respondents refers to the 24 scrap workers that were interviewed at Kumbhalgarh 
block of Rajsamand district. All quantitative analysis is the result of this data collection.  
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Temperature: Hot/Very hot 71 21 

Smoke* 17 75 

Dust flying 84 8 

Use of harmful chemicals* 38 54 

 
Table 7.1: Conditions at work for scrap workers. *Calculations here are for all 

scrap workers other than feriwallahs 
 
Cities and towns in western India, have high temperatures that persist through most of 
the year and scrap workers (be it sorters, collectors of scrap or loaders) have to work in 
this heat. Shops in Ahmedabad had tin/plastic sheet roofs that got extremely hot, 
especially in the summer months. Feriwallahs, worked in the open and hence had to face 
the vagaries of weather. In response to whether the temperature levels at the work place 
were normal, high or very high; more than two thirds of the respondents stated that their 
workplace had temperature levels that were high. This is the perception of workers that 
hail from the very hot and dry state of Rajashan. 
 
While electricity was reported by almost all scrap workers, there existed 
establishments that did not have a single fan. This was observed in Ahmedabad as 
well. While three fourths of the respondents denied the existence of any kind of smoke 
in their workspace, a majority admitted to dust flying in the workplace and about 
40% of the scrap workers admitted to the use of some harmful chemical in their 
work. Usually, all kinds of paper, plastic and metal scrap is collected and sorted by these 
scrap workers. Such waste material often has large amounts of dust that has accumulated 
over time, left over liquids in plastic containers that release fumes and smells, etc. A lot 
of metallic scrap may give rise to fine metallic dust as well. Inhalation of these over time, 
according to a public health specialist, can lead to bronchial problems such as 
pneumoconiosis. 
 

 
No protective gear – be it masks or gloves were seen to be in use or visible in the shops in 
Memnagar – the largest concentration of scrap dealer shops and sorters in Ahmedabad 
city. 
 

 
More than one fifth of the respondents did not have access to drinking water and 
50% of the respondents stated toilet facilities did not exist at their workplace. 
Availability of drinking water did not indicate that it was fit for drinking purposes. 
Despite Memnagar, being the largest establishment of scrap workers in the city of 
Ahmedabad; there were no common toilet facilities existent. Workers admitted to visiting 
their rooms in the chaalis behind to access them.  
 
7.2 Risks and accidents in scrap work 
 
In the schedule, respondents were asked an open-ended question of whether they felt 
that they faced any kind of risk at work. Almost 92% of the respondents reported in 
the affirmative, some listing more than one type of risk. Of these, 90% stated the 
risk of injury during sorting – a metal scrap piece piercing into one’s hand, other injuries 
on one’s hand or feet while hammering or breaking the scrap material or falling of scrap 
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material on oneself. One of these respondents also stated injury due to a blast when 
working with explosive scrap. 
 
Other type of risks included risks due to ‘lifting of heavy loads’, police harassment and a 
road accident. Only two of the 20 respondents that admitted to their work being risky 
named ailments – tetanus (a direct outcome of cuts from metal scrap) and ‘cold & cough’ 
as ‘risks’ faced at work. 
 
Scrap workers were found to perceive and state risks to be largely those that were related 
to the possibility of an accident. This was confirmed when respondents were asked what 
type of accidents were probably in their work and obtained responses almost identical to 
those stated above. Two of the twenty-four respondents (more than 8%) admitted 
to have had an accident while at work.  
 
It is possible that cuts and small injuries, failed to be captured as ‘accidents’ in the 
questionnaire. Scrap workers during discussions in Ahmedabad claimed that small cuts 
were part and parcel of this work. A scrap worker had bandages on his fingers he had got 
cut with a metal scrap that very day. While, occurrence of blasts when working with 
explosive waste came up as a response on possible risks in scrap work as well as a type of 
accident possible (by one respondent each), we found that workers in this business seem 
to be aware of particular accidents of this nature that had taken place in the recent past 
elsewhere. 
 

 
Scrap workers were aware of a blast from explosive scrap that had taken place in 
Mt.Abu (Rajasthan) a few months ago – it had resulted in the death of all the workers 
in the shop. 
 
 
There were other health risks that were observed at the destination, but hadn’t been 
reported by any of the scrap workers. Scrap workers, especially sorters were seen to work 
in cramped spaces and sorting scrap while squatting and crouching on the floor. Keep 
such an unfavourable posture for long hours in day, leads to acute strain of certain 
muscles as well as the skeletal structure according to a WHO report. Over time this leads 
to degenerative disorders especially of the lumbar region. Working in insufficient lighting 
till as late as 10 pm was also observed. Poor lighting implies that workers have to strain 
their eyes while working with scrap and breaking it down to different grades of metal, 
paper and plastic. 
 
7.3 Ailments amongst those in scrap work: Perception and Incidence 
 
This section makes a comparison of the intensity and type of ailments affecting scrap 
workers during this work stint vis-à-vis previously.15 It also lists ailments that scrap 
workers perceive as related to their work and incidence of the same amongst themselves. 
 
Three-fourths of the respondents admitted to have suffered from an illness of 
some kind (at least one) during their current work stint. Incidence of illness 

                                                 
15 For almost 80% of the respondents, this work was their first experience of migrating out of the 
village for a living. Most of them had spent two or more years in this work 
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previously was only one-fourth and the type of illnesses that the respondents suffered 
from varied between the two time periods.  
 
While occurrence of fever was the most common ailment during both time periods, the 
number of respondents that had suffered from it was almost three times during current 
work stint in comparison to previously.  
 
 

 
 
Jaundice, typhoid and kidney/gall bladder stones (also known as peth mein 
pathri) were common responses of illnesses amongst the respondents during their 
current work stint alone and had not occurred previously for any of the 
respondents. Amongst other ailments, while heart disease (Hriday rog) had occurred 
previously; stomachache, backache and malaria were ailments reported during the current 
work stint.  
 
Respondents were asked to enumerate health issues that were likely amongst those 
working in the scrap business by choosing amongst a list of health problems. Each 
respondent chose at least one health problem with all but one choosing three or 
more. 
 
Majority of the respondents stated the likelihood of back and body pain, breathlessness, 
excessive sweating and headaches amongst those engaged in scrap work. Frequent 
occurrence of fever, stomach-ache and skin infections (burning of skin, red blotches) 
were also reported to be common. Other likely health problems reported were joint pain, 
dehydration, tetanus, peth mein pathri and tuberculosis 

Graph 7.1: Incidence of ailment amongst scrap worke rs
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Graph 7.2: Recurrent Health Symptoms (RHS) in 

Scrap work
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83% of the total respondents admitted to have personally suffered from at least 
one of the previously stated RHS of scrap work. This included all those engaged 
in sorting work. 
 
Below is a table that lists out the major health related symptoms reported (ailments and 
RHS) and possible causes of the same (arrived at through consultation with medical 
practitioners). Some of the causes may be due to living conditions as well and it is not 
possible to say with accuracy where the origin of some health issues lies (home, work or 
elsewhere). 
 

Health related symptoms Possible Cause 

Back ache, joint pain 

 
Working in confined spaces and in 
unfavourable postures (squatting, 

crouching) for long periods of time; lifting 
of heavy scrap 

 

Body ache, exhaustion 

 
Long hours of work, anemia (from poor 

nutritional status) 
 

Breathlessness/other lung related 
infections 

 
Inhalation of different types of dust at 

work, from scrap material. Some of these 
may be symptoms of tuberculosis that may 

have been acquired at 
work/home/elsewhere at the destination. 

 

Excess sweating; dehydration 
 

Hard physical labour and excess heat at 
workplace; insufficient water intake 

 
Stomachache, Typhoid, Jaundice 

 
Contaminated food/water (could be at 
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work/elsewhere at destination) 

Headache 

 
Dehydration, direct sun exposure 

(especially amongst feriwallahs), straining of 
eyes due to poor lighting 

 
Tetanus 

 

Wound contamination (For example, after 
a deep cut from metal scrap) 

 
Table 7.2: Health related symptoms reported by Scrap workers and their likely 

causes 
 

Scrap workers reported also feeling exhausted by the end of the working day. A scrap 
worker, who had been working in Mumbai for the last ten years reported getting only 
half of every Sunday as a holiday. Not getting adequate breaks from work is thus a 
common trait across the occupations studied. Over time, lack of adequate rest leads to 
lowering the productivity of the worker and can be a cause of stress and anxiety.  
 
More than half of those that had suffered form an illness during the current work sting 
and one fourths of the respondents that had suffered from a RHS stated that the health 
issue had an adverse impact on their body or working capability - complaining of 
weakness, loss of weight or loss of strength in their body. 
 
7.4 Response of Scrap workers and their employers to risks, accidents and health 
issues in their work 
 
This section examines the responses of scrap workers and their employers – both 
precautionary as well as curative to the common health issues associated with scrap work. 
 

Role of the employee 
 
While scrap workers seem to be aware of anti-tetanus injection, they were unaware of the 
validity of such an injection (around 10 years). A scrap worker, had stated, that he does 
not bother getting a tetanus injection, every time he gets a cut from sorting. Chuna or 
limestone was also reported to being used to stop bleeding in case of a cut. While this 
may not be a healing agent, it cannot harm the worker, according to a health specialist. 
 
65% of the scrap workers did not take any precautions to prevent the reoccurrence 
of health issues that were stated to be likely in this profession.  The most common 
precaution that was taken was to ensure that one doesn’t over work followed by using a 
cloth mask or glove. Other precautions included resting regularly, taking care of food 
intake, bathing regularly and avoiding stress. Precautions after certain ailments seemed to 
depend on the type of illness. For example, those who had suffered from typhoid and 
malaria tried to ensure a level of cleanliness in their room and around. 
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A feri wallah after a bout of fever (followed by severe weakness), admitted to now roaming 
less in the extreme heat as well as taking extra precaution during the monsoons and 
winter.  
 

 
Of those that stated their work environment to be dusty (84%), half admitted to using a 
cloth to cover their mouths during work. Amongst this group, two respondents admitted 
using such a mask only occasionally. Of those admitting to use harmful chemicals at 
work (38%), only one third took the precautions of wearing gloves and/or shoes while 
working. Gloves, if used, were reported to be cloth socks that were worn on the hands as 
protection.  
 

Graph 7.3: Does the migrant take any 

precautions?
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However, none of the scrap workers we visited in different parts of Ahmedabad city 
were wearing gloves or a cloth mask during their work. A scrap worker, had remarked, 
that he used a cloth mask, only if there was excessive dust while another admitted to 
taking no precautions.  

 

Role of the employer 
 
The role of the employer in providing a secure environment to the worker is largely 
limited. 
 
Almost 80% of the respondents stated their employer did not provide any sort of 
safety equipment (such as gloves, shoes, etc) or make any other safety arrangements to 
make their work less hazardous. Almost 71% of the respondents claimed that there 
was no provision of a first aid kit at the workplace either.  
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Graph 7.4: Response of the Employer
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During a big accident at work, more than 60% of the respondents stated that the 
employer would not give any sort of compensation. Discussions with scrap workers 
revealed that even in cases when the employer would provide medical aid in case of an 
injury, he would usually cut it from their wages later on. In case of a big accident, 
workers were dismissed from work altogether.  
 
While only two respondents stated that their employer put pressure on them to work 
even when they were ill, two third of the respondents stated as not being paid for the 
days they took off due to an illness. 
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8. LIVING IN RISK 
 
What is life for a migrant worker outside of work at the destination? Where does 
the migrant live? Are there risks to his health outside of work?  
 
These are some of the questions we try to answer in this chapter. 
 
8.1 Type of living arrangement and associated health risks 
 
Migrant workers either stay at their work place or find a rented accommodation close to 
work. Out of the total respondents16, 48% stated living in a rented accommodation and 
46% stayed at the workplace itself. While majority of the scrap workers and loaders 
stayed in rented accommodations, most cooks and factory workers stayed at the 
workplace itself. 
 
In Ahmedabad, migrant workers staying in the main city area were found to stay either at 
the workplace (mostly in the case of cooks) or in chaalis, which are illegal gated 
communities, invisible to most city dwellers.17 The chaalis have houses of brick or tin 
walls/ roofs. These are low roofed houses adjacent to one another along narrow lanes. 
Workers living in the outskirts, mostly factory workers were found to stay in the factory 
itself.  
 

         
 
Picture 8.1 (left): Cooking and living in the open. Picture 8.2 (right): Sharing 

home with other workers 
 
Most migrant workers share living spaces with others at the destination. Almost 
three-fourth of the respondents reported staying with other co-workers with co-
inhabitants ranging mostly between one and fifteen (though the number even goes 
to a 100, especially in case of factory workers). 20% reported staying alone. The 
remaining either stayed with relatives, friends or with family in numbers ranging from 
two to six. Being away from family, living largely in isolation and dealing with 
harsh working conditions together can lead to high levels of stress and anxiety as 
well. 

                                                 
16 The quantitative analysis in this chapter and the subsequent chapter is of all the migrant 
workers interviewed at Kumbhalgarh block of Rajsamand district, i.e. a total of 100 respondents 
(respondents of all four occupations put together) 
17 There are very few photographs of living spaces and none of the chaalis. To enter the homes of 
migrant workers (a place where they seek solace at the destination) and to take photographs of 
their living conditions was an extremely uncomfortable task and I largely refrained myself from it. 
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A majority (79%) of the respondents believed the chances of infection were higher 
due to the close proximity with which they stayed with other people (usually co-
workers) in their living establishments. Out of these, almost half reported skin 
infections (specifically itching, boils, rashes, red blotches on the skin and/or eczema) to 
be likely; more than one third reported the possibility of catching the illness of others 
and about one fourth reported tuberculosis as an infection they were likely to get from 
their roommates. Some of the other infections reported (a total of 7 responses) included 
sharir rog (sexually transmitted diseases), aids, lukaderma, malaria, backache and burning 
of the skin. Close proximity of roommates alone cannot cause any of these last responses 
and migrants are clearly ill-informed about the same. According to a health specialist, 
people living in close proximity do share illnesses and while skin infections are 
more likely from lack of hygiene, tuberculosis is far more likely to spread in 
confined spaces. 
 
Amongst those that stayed in a rent accommodation and paid rent, the rent varied from 
Rs.150 to Rs.1200 with 60% of the respondents paying up to Rs.500 per month. This 
variation was largely due to the number of people the respondent shared his living space 
with. All the respondents paying rents of Rs.800 upwards were those that were living 
alone.  
 
More than half of the respondents reported cooking food themselves while almost 40% 
reported it being arranged by the employer itself. This arrangement would usually mean 
the employer either appointed a cook for the workers or paid for a meal in a nearby 
canteen/restaurant. While all the four occupations were represented in each of the two 
categories, loaders and scrap workers dominated the former and cooks and factory 
workers dominated the latter. This is because most cooks and factory workers stayed at 
the workplace itself. Hence, the type of living arrangements largely guided food 
arrangements. 
 
Rajasthani migrant workers were observed to largely have similar food habits. Dal, 
roti and sabzi were standard items of any meal and rice was eaten occasionally. Discussions 
with migrant workers and observations revealed that their diet is high on carbohydrates, 
low on protein and even lower in the intake of micronutrients (that come from fruits and 
vegetables). Fruit intake is negligible and milk is usually consumed through intake of tea 
alone. There is an inhibition to admitting to be consuming meat (due to cultural norms), 
though it appeared to be a common source of protein usually consumed 2-4 times a 
month. The nutritional intake of most migrant workers thus appears to not be 
balanced and insufficient to build a strong immune system or good health in the 
long run. This makes them more vulnerable to illness and disease. Poor nutritional 
status leads to anaemia and conditions of asthenia, that may make working even harder.  
 
8.2 Characteristics of the living space 
 
Most living spaces of migrant workers were small in comparison to the number of 
people sharing that space. Almost 60% of the respondents stayed in spaces that were 
10x12 feet or smaller while one fourth stayed in spaces ranging from 10x20 feet to 300 
square feet, almost all of which were the workplace itself. Factory workers, followed by 
Cooks and then scrap workers dominated this latter group with factory workers living in 
the largest establishments.  
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Graph 8.1: Characteristics of the living place
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While most respondents reported having electricity at their living space, there existed 
establishments that did not have a single window and/or a fan. Such establishments were 
visited in Ahmedabad as well. More than two thirds of the respondents did not have 
a separate kitchen, one-third with no bathroom and one fourth with no toilet 
facility. One fifth of the total sample did not have a toilet and a bathroom. Such difficult 
living conditions were observed at a number of living spaces in Ahmedabad. Cooking 
was usually done on the floor and by a kerosene stove in the same room where all the co-
inhabitants stayed. Lack of a window implied hardly any ventilation and the cooking 
fumes and smoke remaining within the room. Inhaling these, can accumulate in the lungs 
over time and lead to a variety of bronchial problem. 
 

 
Rooms often had approaches that were quite precarious – one had to be reached through a 
narrow spiral ladder going two storeys up and a walk along the roof of the first floor to 
reach it. The other was through a dark and narrow staircase with no side railings. Street 
lighting at most places was scarce or non-existent and roads in between houses were broken 
and uneven, some with even open potholes. All of these factors increase the chances of an 
accident.  
 
 
Respondents reporting not having a bathroom or toilet were represented in all four 
occupations, mostly among loaders and scrap workers. 80% of the cooks and factory 
workers reported having a toilet facility. It is, however unclear how many shared a single 
toilet as workers in these two occupations usually lived at the workplace and with several 
other co-workers. When toilet spaces existed in the rented rooms they were shared 
by many co-inhabitants and used without running water most of the time. 
Migrants even reported bathing in the corner of the room itself. Poor toilet facilities 
combined with poor hygiene implies contact with contaminated faecal matter that can 
lead to a variey of gastro-intenstinal infections, worm infestations apart from diseases 
such as typhoid and jaundice that spread through food/water contamination.  
 
While almost all respondents stated having a facility for drinking water, this usually 
implied tap water (which was usually consumed without purification). In the city of 
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Ahmedabad, it was also common to have running water only for two hours in a day (6am 
to 8 am) and water thus had to be stored to be consumed for all purposes. 
 
Poor sanitation facilities were characteristic of living spaces for most migrant workers. 
Visits to living spaces had been made during the rainy season and most alleys between 
rented rooms had pools of stagnating water. These were breeding grounds for 
mosquitoes, increasing the chances of malaria and dengue. A scrap worker in Memnagar, 
Ahmedabad, had even complained of the mosquito menace during the monsoon season. 
 
Almost all workers reported bathing before going to work and always washing their 
hands before eating, after work and after using the toilet.18 Always bathing after work is 
undertaken only by 38% of the sample, while the remaining reported either bathing 
occasionally or not at all.  While these results are questionable and can be best verified 
through a shadowing technique, other practices indicated that there was significant scope 
for improvement in the level of hygiene amongst migrant workers. The floor of most 
living spaces was sticky with dirt and grime. Since running water was a limited 
commodity, water was stored in plastic/tin containers, most of which were found to be 
lying uncovered. Water for drinking purposes was kept in tin/clay pots and hands were 
directly used to take water out. Use of long handle ladles was non-existent. Poor hygiene 
practices make migrant workers highly vulnerable to disease and infection, given the 
poor sanitation facilities they have access to.  
 
Soap was the most commonly shared item with almost 60% of the respondents sharing 
soap with other co-inhabitants. Only one fifth reported sharing of clothes. About 40% 
also reported sharing their bed and utensils. However, sharing of these items is largely 
harmless according to health specialists.  
 
When the respondents were asked about illnesses that were generally common or 
prevalent, both ailments and symptoms were reported. More than one third of the 
respondents stated tuberculosis and various types of lung and throat infections to 
be common. Malaria, cancer and kidney stones (peth mein pathri) were also significant 
responses. Musculoskeletal disorders were the next set of responses followed by fever, 
tetanus and skin infections each around 11%. Jaundice, eye related ailments and typhoid 
follow thereafter only. 
 
8.3 Intoxicant consumption amongst migrant workers: prevalence, perception 
and associated risks 
 
The prevalence of intoxicant consumption amongst migrant workers is extremely high. 
85% of the migrants consumed at least one of the following three substances 
(clubbed under the term ‘intoxicants’ from here on) – bidi/cigarette, 
gutka/tambaku (betel nuts and tobacco) and alcohol. Almost all (if not all) migrants 
that smoked consumed bidis (local cigarettes) and not cigarettes due to the much higher 
cost of the latter. All the four occupations (largest being the cooks) were represented in 
the 15 respondents that reported to not consume any intoxicant. 
 

                                                 
18 It is not known if soap was used for washing of hands and if hands were washed thoroughly 
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Graph 8.2: Type of intoxicant consumed
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55% of the respondents smoked bidis, 48% consumed gutka/tambaku and 16% 
reported consuming alcohol. Those consuming more than one type of intoxicant 
accounted for almost 30% of the respondents of which half was accounted by those 
smoking as well as consuming gutka/tambaku. 
 

 

Graph 8.3: Does the intoxicant have an adverse 
effect on the respondent?
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Picture 8.3 (right): A loader taking a bidi break 
 

Majority of the migrants smoking and consuming gutka/tambaku reported consuming 
these out of habit. In case of alcohol, the majority reported consumption for the sake of 
enjoyment and not habit. Discussions with migrants at Ahmedabad revealed that bidi and 
gutka were seen to be aiding them at work. Gutka, according to some, helped them stay 
alert. An interesting reason for bidi consumption was that it helped workers take a 
legitimate break from work. Not having a bidi in one’s hand and just resting would 
indicate that one is shirking work.  
 
Almost three fourths of the respondents who smoked bidis reported smoking one 
bundle a day, which consisted of 24-25 bidis with the remaining smoking to a lesser 
degree. The amount of gutka/tambaku consumed ranged between one to fifteen pudiya 
(packets) a day with 45% reporting consuming one pudiya a day. In case of alcohol 
consumption, we tried to obtain the frequency of consumption by the respondents. 
None of the respondents reported to drink everyday, majority reported to drinking three 
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times a month or lesser.19 Most migrant workers (in each of the three categories) had 
been consuming the intoxicant for four years or more. 
 

 
While a loader in the mandi reported that many loaders drank in the evening as a daily 
activity, some were known to drink during the day as well! 
 
 
Awareness on the adverse effect of intoxicant consumption was fairly low. Bidi 
smokers had the highest proportion (more than one third) of consumers that reported 
smoking had a negative impact on their health. This proportion was 15% for 
gutka/tambaku consumers and 7% for alcohol consumers. Bidi smokers complained of 
coughing and breathlessness while gutka/tambaku consumers mentioned blisters in the 
mouth as well as “hurting of teeth” due to the consumption of gutka/tambaku. No 
adverse effects of drinking alcohol were reported.  
 
According to a health practitioner, smoking and gutka consumption suppresses the 
appetite. These intoxicants are thus, not only harmful to the lungs and increase chances 
of cancer, they hinder adequate nutritional intake amongst workers apart from making a 
significant contribution to monthly expenditures. A public health practitioner, adds, that 
consumption of these substances, are a respite from the harsh working and living 
conditions that migrants face. They are also a source of recreation for a migrant that lives 
without his family at the destination. Thus, while reducing the intake of these intoxicants 
is desirable, the temporary relief it provides needs to be adequately replaced.  
 
8.4 Sexual health awareness and practice among migrant workers 
 
Sexual health of migrant workers has been the focus of various micro and macro level 
studies in India. This study, tried to gauge the level of awareness on sexual health and 
understand better the sexual behaviour of Rajasthani migrant workers. It must be noted 
that most respondents were between 21-30 years of age; were married and had migrated 
without their families. Risky sexual behaviour on their part, would thus impact not only 
their own health, but the health of their family as well.  

 
92% of the respondents had heard of AIDS. Yet only 47% of these respondents had 
accurate knowledge on the way it’s virus spreads (A list of possible ways, both correct 
and incorrect, were listed and the respondents had to select among those). For example, 
20% of the respondents said they could acquire the virus by living and eating with an 
infected person. Fewer people had heard of Sexually Transmitted Infections (STIs) and 
fewer accurately knew how it spread. Only 5% of the respondents reported STIs to be 
curable while 74% incorrectly reported it to be incurable. 
 

                                                 
19 There is a social and cultural taboo against alcohol consumption amongst Rajasthanis. Gujarat 
is also ‘a dry state’. Gross underestimation in the prevalence and extent of alcohol consumption 
amongst Rajasthani migrant workers is thus, highly likely. 
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Graph 8.4: Knowledge on spread of 
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Picture 8.4 (right): A taboo exists amongst workers to discuss sexual health and 

sexual behaviour 
 

Almost 84% of the respondents had heard of a condom and 94% believed 
unprotected sex as risky to oneself. Yet, the latter included respondents who had 
incorrect reasons for believing the same. One respondent, for example, believed one 
could get cancer through unprotected sex. 
 
Only 10% of the respondents reported being sexually active at the destination 
while 83% denied the same. Interestingly, respondents from all the four trades 
were represented (more or less evenly) in this 10%. Most migrants were extremely 
shy, embarrassed or dismissive when it came to answering questions related to sexual 
health – both on awareness levels as well as behaviour. We thus believe these figures to 
be a gross underestimate of the true figures. In fact, two third of the respondents also 
reported that people with aids do not admit to it or discuss with their families/friends 
about the illness. Most common reasons sighted for the same were being fearful or 
embarrassed to reveal the same. 
 
Respondents were asked for reasons due to which migrants indulge in sexual activity at 
the destination (given multiple options to choose from). Majority of them sighted 
‘distance from one’s family’ as the reason for the same. One fifth of the respondents also 
reported the influence of co-workers being the cause. Other common responses included 
being under the influence of alcohol and the availability of money. 
 
Sexual practices are much harder to accurately assess due to the sensitivity of the issue 
and the taboo in the society to talk about the same. The results in this study indicate the 
need for a study focused solely on sexual health awareness and practice at the destination 
for migrants from South Rajasthan. While awareness about AIDs and STIs exists to a 
certain extent, the accuracy of knowledge is greatly lacking and the inhibition to discuss 
sexual health poses a great challenge for right information to reach people. Lack of 
accurate information and sexual deprivation at the destination make migrants highly 
vulnerable to risky sexual behaviour.  
 
Thus, a migrant at the destination faces a variety of health risks outside of work.  
 
 
 



 51 

9. SEEKING HELP AT THE DESTINATION 

 
The study tried to understand the response of migrants to health issues (and the 
consequent expenditure) that arise at the destination. Information on the preferences and 
behaviour of migrants in the context of health service delivery was also gathered and 
analysed.  
  
Almost two thirds of the respondents reported getting some sort of treatment as the first 
reaction when they fell ill. More than one fourth chose to rest. A negligible percentage 
would return home as the first reaction, indicating that a migrant doesn’t resort to 
returning home at the onset of an illness. Discussions with migrant workers at 
Ahmedabad revealed that if the worker is feeling unwell, then he heads to the near by 
chemist to get a medicine to relieve himself.  
 

 
 
80% and more of the respondents reported not keeping any medicines at home or using 
any home remedies in case of illness.20 Migrant workers were asked where they 
would first go for treatment in case they fell ill. 71% reported that they would go to 
a private health facility21 while only 23% stated visiting a government 
hospital/facility. Some other responses included visiting a neem hakim or a chemist 
shop. Such an overt preference for private health practitioners is also revealed by their 
behaviour in case of an illness or the incidence of a recurrent health symptom (a 
symptom they associate with their work). On an average, while 60% of the respondents 
reported visiting a private facility, only 30% reported visiting a government 
hospital/clinic. 
 
 
 
 
 

                                                 
20 More than half the respondents reported being unaware of the expiry date of medicines 
21 This may be a private clinic, hospital or even a “Bengali” doctor  - many of who are unlicensed 
health practitioners 

 
 

Graph 9.1: Reaction of the migrant on 
falling ill at the destination
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treatment for an illness?
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Reasons for not visiting the government hospital 
Number of responses 

(in %) 

Unavailability of the doctor 7 

Inattentive doctor 16 

Not getting proper treatment 39 

Expensive treatment 2 

Far from workplace 22 

Others 5 

Not applicable 23 

Not filled 3 

 
Table 9.1: Reasons for not visiting a public health facility at the destination 

 
Almost 40% of the respondents reported ‘not getting proper treatment” at a 
government hospital and this was the reason for not visiting a public health 
facility when unwell. More than one fifth also remarked that the public hospital 
was far from their place of work and hence they did not avail of its facility. Other 
common responses (given above) reflect the perception of the respondents on the quality 
of treatment at a public facility – unavailability of the doctor as well as presence of 
inattentive doctors. Some visited a private health facility also because their employer told 
them to do so. 
 
Migrant workers in the city are hard pressed for time. They spend long hours per day at 
work and the primary reason for most to be working far from home is to make a living. 
Discussions with migrants at the destination, revealed various factors that influence the 
decision of the respondent to visit a private health facility instead of government 
hospitals that provide free treatment. Migrants, prefer ‘a quick fix solution’ when 
they are feeling unwell, so that they can get back to work as soon as possible. 
Government run facilities have procedures and timings they have to adhere to. The Civil 
Hospital, in Ahmedabad for example, treats out patients only from 0730 to 1030 hrs. A 
migrant visiting it at any other time will be asked to come again. Migrant workers are 
often unaware of these procedures and timings; sometimes location of the government 
facility itself. 
 
Amongst a list of the police station, government hospital, railway station, chemist shop, 
private health facility, market place and the cinema hall the largest number of 
respondents (almost one fifth) were unaware of where the government hospital was 
located (fewer people were unaware of the location of a private health facility and even 
the cinema hall!). In contrast, about 77% of the respondents were aware of the timings of 
the nearby chemist shop. 
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Graph 9.3: Awareness of important places at the des tination
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Visiting a government hospital in Ahmedabad can be harrowing also because most of the 
signboards are in Gujarati, a language most Rajasthani migrants cannot read. 
Government hospitals are often large, maze like structures with unfriendly cleric staff. A 
migrant worker thus prefers the close by chemist/private doctor that sees him almost 
immediately (albeit at a price) and gives him an injection/medicine almost always. These 
may often be very strong doses of antibiotics or even steroids but they provide instant 
relief and a worker assumes his illness is completely cured.  
 
Most workers do not go back to the same doctor in case the treatment she/he provides 
has been ineffective. Respondents were asked if they returned to the same doctor for 
treatment even if the earlier prescription she/he had given hadn’t been effective. Two 
third of the respondents said they don’t go back to the same doctor while most of the 
remaining did. Reasons for going back to the same doctor was mostly to show himself 
again to her/him or because the employer said so. 
 

Does the migrant return to the same doctor for 
continuing treatment?

Yes
31%

No
66%

Not filled
3%

What is the migrant's alternate plan?

91%

6% 3%

Go to a bigger doctor Return to the village

Go to another town for treatment

 
 
Amongst those respondents that do not return to the same doctor, majority of them 
reported visiting a “bigger” doctor for continuing their treatment. While the remaining 
either return home or visit another town for their treatment. 
 
Discussions with migrant workers revealed that in case of a prolonged illness/injury, 
migrants preferred to return home to their village. An illness/injury that a migrant is not 
recovering from quickly implies a loss of earnings with each passing day. Due to the high 
expense of living in the city, migrants prefer to head home. According to some, the 
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support of the family at home as well as the clean environment of the village shall help 
them recover faster. Migrants reported that at the destination, being ill meant a co-
inhabitant (also a migrant) would have to take care of him. Rather than burdening a co-
worker, they prefer to return home.   
 
The expenditure on health related issues was borne almost wholly by the migrant. 
This was true even for recurrent health symptoms, i.e. health related symptoms that a 
migrant associated with his work. The employer paid only in 18% of the cases.  
 
 
 

Graph 9.6: Who bore the 
expenditure for treatment?
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Table 9.2: Average expenditures on common ailments affecting migrant workers 
 
Expenditure on health seemed to vary from as little as Rs.2 for an off the counter 
medicine to as much as Rs.7000. A minimum of 5-10% of the average income of a 
migrant is thus spent on health problems at the destination and can go up to even more 
than beyond the total monthly earnings. Certain ailments such as Lung related infections, 
fever, malaria, jaundice and what is reported to the migrant as typhoid (nikaalaa in local 
parlance) can vary significantly. This is also an indication of how migrants are often 
misled by health practitioners and made to pay heavily for treatment. 
 
 
 
 

 
 
 
 

 

 
 
 
 
 
 

Type of Ailment Expenditure (Rs.) 

MSDs Upto 500 

Skin related (boils) Upto 500 

Lung related 100-1800 

Fever 200-1600, 5000 

Dysentry 800 

Stomach ache 700-2000 

Stones 700-1500, 5000 

Typhoid 500-1800, 4000 

Jaundice 600-1600, 3000 

Malaria 200-500, 2000 
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10. CROSS CUTTING HEALTH CONCERNS  

 
Migrants engaged in each of the four occupations have varying tasks and face different 
work environments at the destination. The risks they face at work are to that extent 
varying. However, there are a number of health concerns that are cross cutting across 
these occupations. 
 
Comparing the type of ailments that migrant workers reported to have suffered from in 
the past vis-à-vis during the current work stint, one obtains interesting results. In case of 
ailments common to both time frames (fever, jaundice, typhoid, lung/throat infections 
and malaria), the incidence is far more during the current work stint in comparison to the 
past. Certain ailments seem be restricted to a certain time period. While worms/naru rog, 
pox, heart disease and pneumonia occurred amongst the respondents only previously; 
musculoskeletal disorders (backache, bodyache and joint pain), kidney stones and skin 
ailments had been experience during the current work stint alone. 
 
While these results do not indicate with certainty the origin of these health issues, they 
highlight the vulnerability of the migrant worker at the destination to a variety of health 
related issues.  
 
Risk and ailments at work 
 
Migrants are exposed to a variety of harmful elements at their workplace. While loaders 
are exposed to dust and jute fibres (from the gunny bags they carry), scrap workers 
engaged in sorting are exposed to inhaling metal dust or chemical fumes from the waste 
they work with. Cooks have to face extreme heat and oil fumes working in the kitchen 
while factory workers are exposed to chemicals and molten metal/plastic.  
 
What makes these elements even more harmful for the health of the migrant worker is 
the lack of any protective gear in use to guard against them. Workers were not observed 
to use any safety gear and the provision of gloves, masks or shoes was almost negligible 
except to a marginal extent in factory work. A worker’s face, hands and feet are thus 
exposed and are the first to bear the brunt of these harmful elements – be it in the form 
of burns from steam or molten metal or skin ailments and allergies from working with 
corrosive chemicals be it in factory work or while using detergent to wash utensils in rasoi 
ka kaam.  
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Picture 1: (on left) Loaders pulling a heavy hand lorry through the streets of 
Ahmedabad city. Picture 2: The steel polishing factory unit 
 
Lifting and pulling of heavy loads all day, in the case of loaders, can cause an overload on 
tissues and pulling these heavy loads through hand lorries over long distance makes 
workers more likely to ailments related to the back and spine. Over time, muscle and 
skeletal damage can take place. Workers in these occupations are typically involved in 
tasks that are repetitive in nature and over time can cause injuries that occur due to the 
same body part being activated. While loading involves constantly loading and unloading 
of heavy loads, factory work involves machine operation, a task inherently repetitive. 
These tasks often entail the worker being in a fixed position through most of the day, 
often in infavourable postures – either squatting or crouching as in the case of sorting 
work for scrap workers and in cooking as well.  
 
Long working hours and significant number not having a weekly off in each of these 
occupations imply that workers face physical exhaustion and fatigue on a daily basis with 
little or no respite. While this isn’t a medical condition in itself, it is an indication of 
exploitation and is unethical. 
 
These occupations are highly accident-prone. Be it due to the heavy loads one is working 
with or machine the worker interacts with (for example, the hand lorries in case of 
hamaal and obsolete machines as seen to be used in powerlooms), chances of accidents 
remain.  The extent of injury can vary from cuts due to a piercing from metal scrap 
(although with frequent regularity) to body part amputation and even death in case of 
factory work. Burns from hot food, water or oil in case of cooking and molten metal, 
plastic or the heat from friction in case of factories are other type of accident risks 
workers face. 
 
A worker’s entitlement to safe practices and basic amenities at work (such as toilets and 
clean drinking water) become redundant when there isn’t even a formal contract with the 
employer, as is the case with almost all workers in this trade. In most cases, there is 
almost complete apathy on part of the employer – not providing a first aid kit or 
protective gear, not giving any compensation in case of a major accident and not giving 
any paid leave due to illness. Loaders are the worst off in this respect. Factory workers 
and cooks seem to fare slightly better on these fronts. However, where the employer is 
seen to play a greater role in providing some of these amenities, he also has greater 
authority and control over the migrant worker.  
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Picture 3: (left) A young cook working near the gas stove in a road side eatery. 
Picture 4: Hamaal, young and old, support sacks of cement on their necks 

 
Given these work conditions and practices at work, migrant workers report a range of 
recurrent health symptoms (apart from risk of accident) that they perceive as likely in 
their work. While the following appear in each of the four occupations, their frequency 
varies. These are: 
 

• Musculo-skeletal disorders: Body ache, backache and joint pain 

• Lungs related ailments: Breathlessness, cold-cough, Tuberculosis 

• Skin related ailments: Boils on face/body, burns, lesions 

• Dehydration 

• Headaches 

• Stomach aches 

• Weakening of eyesight 

• Frequent occurrence of fever 
 
Living in Risk 
 
Are all ailments stated above a result of the work conditions and the type of work, 
migrants undertake at the destination? While some such as MSDs, lung and skin ailments 
may be more easily identified as direct outcomes of work conditions, others such as 
those related to the stomach, typhoid, jaundice, tuberculosis etc are hard to attribute due 
to work conditions alone and may be a result of poor living conditions, living in close 
proximity with others and/or poor hygiene of migrant labour. 
 
Migrants have also reported ailments such as fever (that may be a symptom of a disease), 
typhoid, jaundice and malaria that are often due to poor living conditions at destination.  
 
No doubt, living conditions are poor. Small rooms shared by many; poor or no 
street lights outside; often no toilets or running water: That is what most 
migrants’ returns to after a hard day of work. While tap water is used as drinking 
water, the room that a migrant calls his home serves as the kitchen too. Living in these 
unsanitary conditions as well as with many people means infections are abound and 
spread easily.  
 
Nutritional intake is not balanced and does not aid in building the immune system of 
migrant labour at risk. Intoxicant use such as smoking and consumption of 
gutka/tumbaku is prevalent and acceptable socially. Harmful effects of these substances 
are not widely known and they are perceived to aid the migrant in his work at the 
destination. While alcohol consumption was not reported explicitly to a large extent, 
discussions with a few migrants reveal the possibility of extensive usage. Similarly while 
most migrant workers at the destination denied being sexual active, majority of them 
reported distance from the family as the most common reason for migrants to be so at 
the destination. Awareness on safe sex practices and accurate knowledge on spread of 
STIs and HIV was low.  
 
Attitude and care seeking behaviour of migrant workers 
A migrant is without the support of his family at the destination and any health problem 
implies he has to face it on his own. Employers are seldom seen to pay for medical 
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expenses and even when they do, it is often deducted from the migrant’s wages later. 
Most workers feel responsible for any accident that occurs at the workplace: a 
perception that impacts whether they shall demand compensation or not and to 
what extent.  
 
Majority of the respondents were unaware of the work they were getting into before 
joining. This was true in the case of each of the four occupations and in each of the 
following parameters – type of work, timings, works conditions and associated health 
risks. Four fifths of the respondents reported being unaware of the associated health 
risks before joining work. 
 
While migrants (at work) have reported a number of health symptoms that they 
perceived to be likely in their work, they do not perceive these explicitly as ‘risks’ to their 
health and do not draw the strong link that exists between their work type and work 
conditions with some of these health symptoms. Even on such a realisation, many 
continue in the same occupation due to lack of better alternatives. An extreme and 
prolonged illness or injury often acts as an impetus for migrants to change jobs. There 
are other health risks at work that a migrant worker is oblivious to as well. 
 
Migrant workers are observed to access private health practitioners rather than visiting 
government health facilities. Expenditures on health at the destination go up to a 
maximum of Rs.7000 (more than two times the average monthly wages of a migrant 
worker in these occupations). The need for a quick fix solution and lack of awareness of 
the procedures and timings of a government facility make chemists and private facilities 
close by more accessible.  

 
There is a lack of awareness on the importance and effectiveness of taking precautions at 
work in order to protect one’s health. Precautions are thus, seldom adhered to at the 
work place (less than 50% on average) even not so after incidence of ailments migrants 
report likely at work. Some workers however, appear to have become more aware of 
taking care of their health after an illness or many years in the occupation. Most do not 
keep any medicines at home. When a health condition becomes acute, a migrant is seen 
to return home due to a lack of care and support and high living expense at the 
destination.  
 
A migrant worker is at the destination to earn and it is this pressure to earn that often 
pushes him to work longer hours, work without holidays and push himself beyond what 
is safe for his body – in the short run and in the long run. A lack of alternatives force 
many to stay in the same occupation, even when it is hazardous. The perception that 
hard work shall lead to rewards (especially rewards that are monetary) is prevalent 
amongst migrant workers across occupations and is propagated by 
employers/supervisors as a guise for exploitation of the migrant.  
 
Last but not the least, migrant workers are almost completely oblivious to their 
rights and entitlements as employees.  The idea that an employer is responsible for 
basic amenities and safety at work (including compensating in case of injury/illness at the 
workplace) is almost wholly absent. Employers (not just in one type of occupation) were 
reported to dismiss the worker in case of a serious injury/illness and asked him to go 
home. Without such awareness, demanding and attaining these amenities and provisions 
at work shall remain a distant dream for migrant workers, at large. 
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11. RECOMMENDATIONS AND THE WAY FORWARD FOR 
AAJEEVIKA BUREAU 

 
This study tries to systematically understand various aspects that make a migrant 
vulnerable at the destination. Work and living conditions play a central role in 
determining the health of the migrant – both in the short and long run. Lack of 
awareness of his rights at work as well as safe work practices subject him to even greater 
risk at work. Poor amenities at the living space and poor hygiene make him an easy target 
for illness and disease. Lastly, his inability to access quality and timely health care that is 
affordable and a lack of family support leaves him no option but to head back to the 
village when ill health takes it toll. 
 
These findings indicate a critical and urgent need to improve the health status of migrant 
labour. Aajeevika Bureau can play a part in this effort on many fronts. It can impact and 
influence a range of stakeholders. The major stakeholders identified include: 
 

• The migrant and his family 

• Migrant occupational groups 

• Employers, supervisors and contractors of labour 

• Health service providers (especially at the destination) 

• Local Administration 

• Labour department and the Ministry of Labour 
 
This study illustrates the priorities of Aajeevika Bureau below. 
 
There is a pressing need to build skills and awareness amongst migrant workers 
in relation to their work.  Workers need to be aware of the rights they have at work – 
including provision of safety gear, adoption of safe practices, access to clean drinking 
water and toilet facilities, medical benefits and claims.  
 
Migrant workers should be informed of the health risks they face in their particular 
occupation and the important and effectiveness of taking precautions needs to be 
emphasised. Training and practice to wear gloves, masks, and other protective gear is 
required for the same. Adoption of simple measures such as sufficient water intake and 
periodic breaks can go a long way in improving the overall health of the migrant – a fact 
to drive home with the migrant worker. 
 
Basic hygiene practices by the migrant at the work and living space is a 
significant way of preventing infections and disease from spreading. While 
behavioural changes are hard, they are probably one of the most effective ways of 
making life at the destination safer and healthier for the migrant. Washing hands 
thoroughly with soap before and after work, food intake and use of the toilet are critical 
in this regard. Awareness and assistance for access to public health services at the 
destination shall play an important role in reducing the health expenditure of 
migrant workers. Accurate information on sexual health practices and the effects of 
intoxicant consumption is also required. 
 
There is a need for advocacy with employers, contractors and the local administration on 
enforcement of safe practices at work, reduction of hours at work and weekly holidays, 
provision of a written contract and access to basic amenities (especially clean frinking 
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water at work and home). Where required (in case of injury, illness from work) punitive 
action through case work should be adopted in order to seek the rightful compensation 
 
There is a need for the bureau to be vigilant at the source to identify and support 
migrants returning due to illness or injury. Assistance can be provided in a number 
of ways. Aid in accessing treatment at public health facilities, legal help with acquiring 
compensation and a health loan in case of an emergency.  
 
The bureau must also focus on improving provisioning of care and referral 
services at the destination. Identifying and capability assessment of the existing 
network of service providers is the first step in this regard. In case of public health 
facilities, efforts to sensitise the administration and health practitioners of the needs of 
migrant workers is needed. Collaborations with private health practitioners can be 
explored and implemented. Health camps can be organised with the aid of medical 
students as volunteers. A 24- hour helpline should be made available by the bureau and 
advertised amongst the migrant workers.  
 
A focus on vulnerable individuals and migrant occupations groups at risk is 
continuously required and efforts to moving them to less hazardous occupations 
should be made. This was especially true of steel utensils polishing workers in our 
study.  
 
Policy advocacy efforts with the labour department (state level) and the Ministry 
of Labour (at the federal level) are required for enforcement of safe work practices 
and basic labour standards in the unorganised sector (that engages most of the migrant 
workers). 
 
Many of the recommendations above indicate a strong role of labour collectives. 
Organised labour groups can be effective in creating awareness amongst large groups of 
migrant workers and also act as pressure groups for demanding safer work conditions.  
 
There is also a significant role of technology and media. Mobiles owned by migrant 
workers can now serve as an easy contact point for the bureau. A 24-hour help line 
provided by the bureau can come to the aid of migrants in times of crisis or an 
emergency. Dissemination of the findings of this study and other past research through 
the local and national media can help inform and influence relevant stakeholders.  
 
Last, this study builds a case for further study on a number of aspects related to 
the health of the migrant worker. Other occupations dominated by Rajasthani 
migrants need to be studied and sexual behaviour needs to be better understood. The 
extent of alcohol consumption and its prevention is another area of research. Women 
and children, both highly vulnerable migrant groups require special attention and must be 
the focus of another study. 


