
 
 

Mapping Occupational Hazards and Exposures 
amongst Home-based Workers in Ahmedabad, 

India 
 

 

  Final Report  
15th WŀƴǳŀǊȅΩму ǘƻ 15th MayΩму 

Submitted to 
 

Developing World Outreach Initiative-American Industrial 
Hygiene Association (DWOI-AIHA) 

 

 

 
By 
 

Lok Swasthya SEWA Trust 

 

 

 

Chandanivas, Opp. Karnavati Hospital, Nr. Town Hall, Ellisbridge, Ahmedabad ς 
380006 

Tel: +91 79 2658 0530/ 7263                                              
www.lokswasthyasewatrust.org 



 
 

List of abbreviations 

SEWA Self-9ƳǇƭƻȅŜŘ ²ƻƳŜƴΩǎ Association 

LSST Lok Swasthya SEWA Trust 

HBWs Home-based Workers 

CHWs Community Health Workers 

FGDs Focus Group Discussions 

GST Goods and Service Tax 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



1 
 

SEWA and LSST 

While 75% of working women in India are employed with informal or unorganized sectors, they have 

historically enjoyed fewer legal protections or rights. With little education and awareness they are 

subject to exploitation and harassment by employers or middle men and moneylenders. In 1972, Ela 

Bhatt, a lawyer and head of tƘŜ ǿƻƳŜƴΩǎ ǎŜŎǘƛƻƴ ƻŦ ǘƘŜ ¢ŜȄǘƛƭŜ [ŀōƻǳǊ !ǎǎƻŎƛŀǘƛƻƴ ƛƴ !ƘƳŜŘŀōŀŘΣ 

observed the horrendous conditions faced by women working as head-loaders, needlecraft workers, 

street vendors, cigarette rollers, and waste pickers. As a result, she became committed to helping 

women organize themselves and the Self-9ƳǇƭƻȅŜŘ ²ƻƳŜƴΩǎ !ǎǎƻŎƛŀǘƛƻƴ ό{9²!ύ ǿŀǎ ŜǎǘŀōƭƛǎƘŜŘ ƛƴ 

Ahmedabad city of Gujarat. SEWA is a trade union of approximately 1.5 million members representing 

100 plus informal trades, within the state of Gujarat, and in fifteen other states of India. 

SEWA provides comprehensive support to poor, self-employed women. Its efforts over four decades to 

increase the bargaining power, economic opportunities, health, nutrition and social security, legal 

representation, and organizational abilities of Indian women have brought significant improvements to 

ǘƘƻǳǎŀƴŘǎ ŀƴŘ ƛƴŦƭǳŜƴŎŜŘ ǎƛƳƛƭŀǊ ƛƴƛǘƛŀǘƛǾŜ ŀǊƻǳƴŘ ǘƘŜ ƎƭƻōŜΦ Lǘ ƛǎ ǘƘŜ ƭŀǊƎŜǎǘ ǿƻƳŜƴΩǎ ǳƴƛƻƴ ƛƴ LƴŘƛŀΣ 

offering its members an array of financial, health, child care, legal, vocational, and education services. Its 

members have created 106 co-ƻǇŜǊŀǘƛǾŜǎΣ ƻǾŜǊ ƳƻǊŜ ǘƘŀƴ оΣллл ǇǊƻŘǳŎŜǊǎΩ ƎǊƻǳǇǎΣ ŦƻǊƎŜŘ ƳŀǊƪŜǘ ƭƛƴƪǎ 

ŀƴŘ ŜƴƘŀƴŎŜŘ ōŀǊƎŀƛƴƛƴƎ ǇƻǎƛǘƛƻƴǎΦ {9²!Ωǎ ŀǇǇǊƻŀŎƘ ƛǎ ŦƛǊƳƭȅ ƎǊƻǳƴŘŜŘ ƛƴ ƛǘǎ ǇƘƛƭƻǎƻǇƘȅ ƻŦ ŀŘŘǊŜǎǎƛƴƎ 

the several needs of informal women workers in a holistic manner.  

The Lok Swasthya SEWA Trust (LSST) was established by senior SEWA leaders in 2005. LSST focuses on 

promotion, prevention and curative services for better health of poor women and their families. SEWA 

has promoted LSST to provide social security services (i.e. health care, child care, insurance, pension, 

housing and sanitation) to its members, informal women workers and their families, since last 12 years. 

These services have sought to address social security issues for informal women workers at the policy 

level through advocacy efforts. The occupational health of informal women workers is one such 

program, supported by the LSST since past 12 years and by SEWA since its inception in 1972. Constant 

monitoring of services and capacity- building of the LSST team help strengthen the above services. 
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Introduction 

In India, around 90% of the economy constitutes informal workers, out of which approximately 75% are 

women (India and the IMF, February, 2017).They work long hours, earn low incomes and are thus 

vulnerable to a variety of occupational health hazards which are important determinants of work, 

income security and social security. The awareness of occupational health hazards and exposure 

amongst these women workers is minimal unlike the women workers in the formal employment, who 

enjoy some form of employer-employee relationships, and access to all forms of social security, 

including health security and some measures to prevention from occupational hazards and exposures 

are taken by the employers in the case of formal workers. Unlike workers in the formal sector, they do 

not access public health care or reasonably priced health care due to lack of awareness, time 

constraints, lack of proximity to public health facilities, loss of wages due to the time taken to go to a 

public health facility and generally have to pay a large percentage of their incomes to access private 

health care facilities closer to their work places or homes. Lack of awareness and low education remains 

an important factor that keeps them out of the health systems and for the most part deprived of 

entitlements and rights meant for them. 

The informal sector is characterized by a lack of monitoring occupational hazards, absence of hazard 

controls, or any other forms of health interventions. Addressing occupational hazards and risk exposure 

are extremely important, as health is an important determinant of work, income security and social 

security; yet occupational health remains a neglected aspect in both public and private health care 

systems of this country, and perhaps most glaringly so in the informal sector. Health and work are 

inextricably linked for the poor and the interlinkages are innumerable. 

Occupational health problems due to hazards and exposures are a major issue for informal women 

ǿƻǊƪŜǊǎΦ ! ǿƻƳŀƴΩǎ ǿƻǊƪ ƻŦǘŜƴ ŀŦŦŜŎǘǎ ƘŜǊ ƘŜŀƭǘƘΦ ²ƻƳŜƴ ƛƴ ǘƘŜ ƛƴŦƻǊƳŀƭ ŜƳǇƭƻȅƳŜƴǘ Řƻ ǎǘǊŜƴǳƻǳǎ 

work that is physically demanding, often with harmful substances. These workers work in same position 

for long hours that can cause harm to various parts of their body. Pregnant and lactating mothers often 

work in circumstances that affect their health and health of their child. Manual work, long sitting hours 

in same position, repetitive movements, living in unsanitary conditions, lack of basic facilities at work-

place like drinking water, hand-washing facility, unavailability of toilet, lack of access to health care, 

pressure and abuse (verbal) from sub-contractors, leads to poor physical (and, often mental) health. In 

urban areas, sharing a room space between 10 or more co-workers, congested space, unavailability of 
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proper electricity/open channels and ventilation, are also a cause of poor health of women workers, fall 

in productivity and income, leading into a vicious cycle of deteriorating health and increasing poverty. 

Home-based workers (HBWs) - A vast, invisible work-force 

Home-based workers produce goods or services for the market from within or around their own homes. 

Some of them are self-employed and some are sub-contracted. They stitch garments, roll incense sticks, 

bidis; make kites; and many more. In urban areas, due to social restrictions around their mobility, many 

women informal workers subcontract to small factories, rolling incense sticks or stitching garments in 

their own home at a piece rate. These women are called home-based workers (HBW), and they are 

defined as self-employed in the labour statistics (Alfers et al, 2017).  

In India, home-based work, which cuts across different branches of industry, is an important category, 

representing a significant share of urban employment; in 2009-10 it was 18 per cent of the total urban 

employment and 23 per cent of the urban informal employment (Chen and Raveendran 2012: 14), with 

the data showing an increasing trend from 2005 onwards. A survey of Ahmedabad city from April 2012 

to April 2013 conducted by WIEGO reported that 71% of home-based workers were subcontracted 

workers.  

Home-based workers are amongst the lowest- paid members of the workforce, often earning less than 

even factory workers. And most, not by coincidence, are women. ¢ƘŀǘΩǎ because women are usually 

responsible for childcare and care of family, and in a country like India where home-based workers are 

most prevalent, there are often cultural limitations on women working outside the home. Most of them 

ŀǊŜ ƛƴǾƛǎƛōƭŜ ŘǳŜ ǘƻ ǘƘŜ ƛƴŦƻǊƳŀƭƛǘȅ ƻŦ ǘƘŜƛǊ ǿƻǊƪΣ ƛǘΩǎ ǘƘƛǎ ƛƴǾƛǎƛōƛƭƛǘȅΣ ŎƻǳǇƭŜŘ ǿƛǘƘ ǘƘŜ ŦŀŎǘ ǘƘŀǘ Ƴƻǎǘ ŀǊŜ 

poor and disadvantaged to begin with, that make home- based workers one of the glƻōŀƭ ŜŎƻƴƻƳȅΩǎ 

most vulnerable labor groups. They have little or no bargaining power in relation to the contractors who 

ŜƳǇƭƻȅ ǘƘŜƳΦ !ƴŘ ǿƘƛƭŜ ǘƘŜ ƳƻƴŜȅ ǘƘŜȅ ŜŀǊƴ ƛǎ ƻŦǘŜƴ ŎǊƛǘƛŎŀƭ ƛƴ ŦŜŜŘƛƴƎ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎΣ ƛǘΩǎ ǊŀǊŜƭȅ ŜƴƻǳƎƘ 

to help them actually escape poverty.  

The work-related health problems of home-based workers are not well recognised, largely because 

these women fall between the cracks in the health system. Occupational health services in India cover 

only the workers in the formal employment, a small minority, whilst the public health system is by and 

large focus on ǿƻƳŜƴΩǎ ǊŜǇǊƻŘǳŎǘƛǾŜ ǊƻƭŜǎ and do not acknowledge their roles as workers. Moreover, 

very little health education and information, especially that is work-sensitive and gender-sensitive, is 

available to urban home-based workers. 
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This project highlights the homes as workplaces, especially for women workers, and the multiple 

hazards and exposures within their work-places which are often their own homes, the impact of work on 

their living conditions and vice versa. Therefore it becomes prudent for the city governments and urban 

health practitioners need to be aware of these twin facts in all their interventions.  

Figure 1: Home-based workers and Home-based work economy 
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Project Brief: 

Target Group: 200 home-based workers in four different sectors [i.e. Garment workers (50), Kite-

makers (50), Incense stick rollers (50), bidi makers/rollers (50)]. Selection of target group was completed 

using stratified random sampling technique, the home-based workers were selected as a sub-group and 

form each of the four trade groups desired sample was selected randomly.  
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Geographic Locations and Home-based work sectors:  

Main Sector (Home-
based work)  

Geographic Location Socio-economic background 

Garment workers Qutub Nagar, 
Saiyadwadi, Vatva-1 

Muslim community members with little or no 
education, most women members are involved 
in sewing/stitching of clothes, stone fixing on 
stole/saree, stitching cushion covers, etc.  

Kite-makers Side & Service area, 
Danilimda ward 

Muslim community members, less-literate, most 
women members are involved in Kite-making 
with no fixed- income (mostly, seasonal 
workers- between March and January- about 10 
months) 

Incense stick rollers Panna Estate, 
Bapunagar 

Most community members are migrants from 
Andhra Pradesh, Maharashtra and Uttar Pradesh 
states of India; most members shifted in search 
of work opportunities 

Bidi makers/rollers Pathan Ni Chali, 
Saraspur 

Community members here are less literate; 
most members are bidi rollers, incense stick 
rollers, and street vendors. Some of the 
community members are migrants from 
Rajasthan, Andhra Pradesh and, other intra-
state migrants. 

 

Goal: 

To explore the occupational health issues within the different groups of home-based workers, map 

occupational hazards and exposures and improve the knowledge amongst Home-based Workers on 

these hazards and exposures to take preventive steps which will mitigate the adverse affects on work 

and health conditions.  

Objectives: 

1. Capacity-building of Community Health Workers (CHWs) 

2. To develop occupational hazard database for home-based workers 

3. To disseminate the learning and experiences achieved through this (project) work, with the 

researchers and institutions working in this field 
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Activities conducted:  

1. Developing appropriate methods and tools for hazard mapping and basic exposure 

assessment 

Tools and methods were developed, to map hazards within the workplaces of home-based workers 

and assess exposures to harmful substances at a basic level, by the LSST team. Details of methods 

and tools developed for hazard mapping and basic exposure assessment are mentioned below: 

¶ A Survey Questionnaire with Health Check-list (Annexe I): A survey questionnaire developed to 

map hazards and exposure risk faced by home-based workers in different trades implicated five 

sections covering, personal details, socio-economic details (i.e. income, work-hours, etc.), work 

environment (i.e. single room work-space, adequate light, source of light, ventilation, sitting 

arrangement, number of breaks while working, etc.), work process (i.e. repetition of movements, 

use of personal protective equipments), hazard exposure (i.e. ergonomic, physical, biological, 

chemical, and psycho-social), and past medical history of respondents. A health check-list was also 

prepared along with the questionnaire and was prepared in such a way that it gives an idea about 

the specific illness/injuries/aches & pains faced by the different groups of home-based workers. The 

survey questionnaire along with health check-list, looked into occupational hygiene aspect (i.e. 

work-space, work environment, work processes, etc.), and its impact on their health. 

Total 200 questionnaire forms (50 questionnaire forms filled with each home-based worker group) 

were filled by the CHWs in all four areas within a period of 10 days. In-person survey method 

ensured low non-response and low rates of incomplete data. 

 

¶ Objective Hazard Assessment tool (Annexe II): The method of observation was employed to collect 

and record data, which enabled us to construct and then endorse the findings obtained through the 

subjective assessment exercise. 

This involved the community health worker (CHW) observing the work process of a worker for few 

hours and noting the hazards, the worker is exposed to. This tool was used with the selected 04 

workers from each trade-group who are respondents of the survey questionnaire. This tool also 

served as an educational tool for both the CHW and later, the HBWs. Duration of observation 

differed from 40 minutes to 2 and a half hours, depending on the work processes involved in each 

task finished by the HBWs.  
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The tool developed also looked at mapping the value for likelihood and severity of the risk 

associated (low, medium and high, depending on the score given between 1 and 4). The tool 

developed for objective assessment, comes from OHS in the formal sector and is an experimental 

method, here. Total 16 of members (4 each) from each sector were observed with their prior 

permission to add learning to our study. Apart from hazards and risk, the CHWs also observed 

whether there is any protective equipment being used by the members whilst at work and anything 

else that could have an impact on the health of the worker. 

¶ Participatory Risk Mapping for Home-based workers- Focus Group Discussions (FGDs) (Annexe III): 

A guideline for FGDs was developed for participatory risk mapping exercise amongst home-based 

workers. One focus group discussion per sector, using the participatory tool, to lead upto a 

discussion of possible solutions was conducted. FGDs were used to gain an understanding of the 

occupational health and safety risks to which 4 sectors of home-based workers in Ahmedabad are 

exposed to; to validate the findings from two above mentioned methods (i.e. subjective and 

objective assessment), to raise awareness amongst workers of the link between work and ill-health 

and injury, and through this, think through with workers, possible interventions to improve health 

and safety at work. 

A sectorally specific Focus Group Discussions were conducted with 8 to 10 workers in each location. 

A facilitation guideline was also developed to prepare facilitator and note-taker in advance, to get 

different information and ideas from the workers. Each FGD conducted lasted for about 45 to 60 

minutes. 

The workers were explained the purpose of the FGD, to report back to them on the findings of the 

subjective and objective assessments, and also to hear from them about possible solutions. Detailed 

ŘƛǎŎǳǎǎƛƻƴǎ ǘƻƻƪ ǇƭŀŎŜ ŀǊƻǳƴŘ ŜŀŎƘ CD5 ŀōƻǳǘ ǘƘŜ ǿƻǊƪŜǊǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ άƘŀȊŀǊŘέΦ !ƭƭ ǘƘŜ CD5ǎ 

ǿŜǊŜ ŎƻƴŘǳŎǘŜŘ ǘƘǊƻǳƎƘ ŦƻǳǊ ŀŎǘƛǾƛǘƛŜǎ ƻƴ άƘŀȊŀǊŘǎ ŀƴŘ ǎƻƭǳǘƛƻƴǎέΦ !ŎǘƛǾƛǘƛŜǎ ǿŜǊŜ ŘƛǎǘǊƛōǳǘŜŘ ƛƴǘƻ п 

components, starting from Listing Hazards (Activity 1), Report back on Subjective & Objective 

Assessment (Activity 2 & 3) and lastly, Thinking through solutions (Activity 4).  

In the first activity, the participants were asked to list the health and safety hazards they experience 

as part of their working lives [written down by the note-taker]. For each hazard that was elicited, 

workers were asked to talk more about how and why those constitute a hazard. Here, they were 

also asked if they know of any specific examples of accidents/ill-health that have occurred as a result 

of the hazard identified. 
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Facilitator used the hazards noted-down, grouping them into broad categories of ergonomic, 

physical, chemical, biological, and psycho-social, as a way to explain to workers about how each of 

these can impact on both their health and their incomes.  

In the second & third activity, facilitator reported back to participants on the findings of the 

subjective and objective assessment. After, reporting the participants with the findings, the 

participants were asked, what do they think of the results reported to them. If there are any findings 

that were new and different, why these hazards and exposures existed? 

The last activity drew on the previous activities. By this time, the facilitator had a good knowledge 

about the hazards faced by workers, and used it to start a discussion on possible solutions. The 

questions asked focused on, possible solutions to hazards elicited, who should have responsibility 

for implementing solutions, and what support would be needed and from whom? 

 

 

 

 

 FGD with Incense stick makers in Panna Estate, Bapunagar 
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2. Developing an occupational hazard database for home-based workers 

Home-based work and workers are invisible in economic statistics and in city level data, and as a 

result, these workers are often denied basic urban services while cities decide what to do about 

informal settlements or impose regulations. Invisibility and lack of recognition (with no formal 

contracts and no identity cards) give rise to other insecurities such as a no social security, lack of 

access to credit or to government schemes that provide basic services like housing, health insurance 

for the poor, no day care facilities for their children while they work, etc. Shelter and infrastructure 

deficiencies, lack of basic amenities like water and sanitation and related inadequacies often exert 

huge pressures on urban home-based workers. 

 

In order to make the work-related health needs of home-based workers more visible to policy-

makers and to themselves, there is a need to have better and more systematic information about 

the occupational hazards and exposures that these workers face, and the impact on their work and 

well-being. A database using Excel format was developed to record and maintain the data obtained 

through survey questionnaire and the health check-list (i.e. subjective assessment) and formats for 

objective assessment impressions (observation of respondents for hazards exposure assessment).  

 

The data collected, were entered into the database, compiled and analysed to understand the 

hazards and exposure risk faced by the different trade groups. In turn, the analysed data will be 

FGD with Garment workers in Saiyadwadi, Vatva-1 
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used for dissemination and wider visibility to researchers, policy-makers and other stake-holders to 

reduce the risk-hazards and improve the overall work & well-being of home-based workers. 

 

3. Capacity-building of Community Health workers (CHWs) 

{9²!Ωǎ ŀǇǇǊƻŀŎƘ ǘƻ ƘŜŀƭǘƘ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛǎ ǇŀǊǘƛŎƛǇŀǘƻǊȅΦ !ƭƭ activities were implemented by and 

ǘƘǊƻǳƎƘ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ǿƻǊƪŜǊǎ ό/I²ǎύ ǿƘƻ ƳŀƪŜ ǳǇ {9²!Ωǎ ƘŜŀƭǘƘ ŎƻƻǇŜǊŀǘƛǾŜ ŀƴŘ ǿƘƻ 

are also themselves informal workers and members of the SEWA union. Participatory approach was 

used as a tool to enhance the capacities of the CHWs in all the implementation areas mentioned 

above. The knowledge and experience gained is expected to enable sustained interventions to 

address the OHS of home-based workers at the community level. The CHWs were involved in 

Occupational Hazard mapping exercise and assessment among home-based workers like Garment 

workers, Kite-makers, Incense stick rollers, bidi makers/rollers. Use of this participatory approach 

ensures ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ŀƴŘ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ άǎŎŀƭŜ ǳǇέ ǘƘŜ ŜȄŜǊŎƛǎŜ ƛƴǘƻ ŘƛŦŦŜǊŜƴǘ locations.  

Capacity-building sessions were organized for CHWs with the LSST team on various occasions, with 

the purpose of providing them with project orientation and details, how to fill survey questionnaire 

and health checklist, and also basic training in hazard identification before actually implementing 

the assessment tools. Suggestions of CHWs, who are themselves from the informal sector and aware 

of the work hazards and living conditions of the target group, were also incorporated into the 

questionnaire format. For objective assessment tool, sector-wise work-processes were documented 

with the help of CHWs to facilitate hazard identification, risk-associated with each work process, 

identify the likelihood and severities of risk associated with each process, and indicate if each risk is 

low, medium or high. Most importantly, CHWs were also trained to use the observation method at 

the community level, to not to miss out on any information regarding particular home-based work. 

This training session ǿƻǊƪŜŘ ŀǎ ŀ άparticipatory activityέ ǘƻ ƳŀǇ ƘŀȊŀǊŘǎ ǿƛǘƘƛƴ ǘƘŜƛǊ ǿƻǊƪǇƭŀŎŜǎ ŀƴŘ 

assess exposure to harmful substances at a basic level, in the identified sectors. 
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4. Feedback session with Community Health Workers  

The Assessment tools developed had to be tested and the project team decided to conduct a 

feedback session with the community health workers after using the tools. The objective of 

conducting feedback session with all CHWs was to identify major problems in implementing the tool 

at the community level and effectiveness of using the method of observation as a tool to identify 

potential hazards and risk faced by the home-based workers.  

Although, method of observing members and noticing each and every potential hazard to which the 

home-based worker is exposed in their home which is also their workplace was enjoyed by our 

CHWs, it took little more time for them to understand and value the likelihood and severity of risk 

associated to workers whilst at work. There were no major problems identified during the 

implementation of the tool. The CHWs also gave their opinion on how such tools can be adapted. In 

ǘƘŜƛǊ ǿƻǊŘǎΣ άAdapting such tools at community level takes a little more time, but proper training 

and support from the team members can make it easier.έ ¢ƘŜȅ ŀƭǎƻ ǎƘŀǊŜŘ ǘƘŜƛǊ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǘƘŜƛǊ 

usual work implementation and experience of conducting subjective as well as objective assessment 

of home-based workers.  

 

 

 

Capacity-building session for CHWs 
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5. Awareness through education among HBWs 

All three tools developed for mapping occupational hazards and exposure amongst HBWs, also 

served as an educational tool to create awareness among workers about their home environment, 

work situation, other related factors, and its impact on their health. Approaching women home-

based workers as respondents in our survey, observational study, and FGDs, allowed deep 

interactions with them, and know their work- related problems, and how it could have an impact on 

their health and income. This small study has helped in some understanding of occupational hazards 

and exposure faced by HBWs, but there is a long way to go to implement such experiences and 

integrate them into public health policies. 

6. Dissemination of Findings 

A strong regulatory framework can reduce the burden of occupational diseases; however, regulatory 

agencies have limited resources to evaluate existing and emerging hazards in the workplace. A brief 

discussion on the data analysed  was done with researchers from the city-based Occupational Health 

Institution. During the discussion, the problems faced by Incense-stick rollers were stressed upon by 

the researchers and some of the points for further exploration are mentioned below: 

¶ Identifying the problem areas 

¶ Magnitude/Quantum of the problem 

ȰEven though, we were given training on Objective Hazard Assessment, it took really long for me 

to understand, how to value likelihood and severity of risk associated with hazards among the 

selected home-based workers. But, as soon I started understanding the method, I quite enjoyed it 

and while observing kite-makers, I had a feeling that I am designated to be a supervisor. It was 

really a good learning experience to be a part of objective assessmentȢȱ  

CHW of LSST, Side & Service, Danilimda 

ά²Ŝ ƘŀǾŜ Ǝƻǘ ƴŜǿ ƭŜŀǊƴƛƴƎ ŀƴŘ ŜȄǇƻǎǳǊŜ ǿƛǘƘ ǘƘƛǎ ǎǳǊǾŜȅΦ ²Ŝ ǿŜǊŜ working on Occupational 

Health earlier, but this survey has given us new insights on hazards and exposures faced by 

home-based workers and their health problems. It is a good experienŎŜΦέ 

CHW of LSST, Vatva-1 
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¶ Chemical analysis of chemical substance used in the incense-stick making process (to 

identify the hazardous impact on the health and well-being of the workers) 

¶ Measuring indoor-air quality (to prevent respiratory ill-nesses) 

¶ Involving other stake-holders and developing low-cost technology 

¶ Conducting screening camps for Pulmonary Function Test (PFT) 

The points mentioned above were discussed with an objective to identify risk factors and reduce 

suffering among workers. Also, developing scientific and meaningful educational tools for education 

and awareness purpose was also discussed among LSST representatives and the team of local 

researchers. 

Key findings: 

In the following pages the qualitative and quantitative results obtained from the mapping tools will be 

presented. Data obtained through survey questionnaire (subjective assessment), objective assessment 

and FGDs are shown as means of descriptive statistics, tables and narratives. There is a brief explanation 

and summary beneath for comprehension.  

The structural data listed below illustrates the scope of study and select characteristic of the HBWs 

observed and interviewed.  

 

 

Structural data 

Sector Subjective 

assessment data 

Objective assessment 

data 

FGD data (number of 

participants) 

Garment 50 04 10 

Kite-making 50 04 09 

Incense-stick rolling 50 04 07 

Bidi rolling 50 04 07 
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Descriptive analysis of data (Survey-questionnaire) 

 

 

 

In all four sectors, number of women workers in the age-group of 21 to 40 years is high, whereas 

number of young workers in the age-group of 10 to 20 is high among Incense-stick rolling, and the older 

age-group in high numbers is seen among bidi-rollers.  

  

 

Data obtained through Personal Information of Survey respondents 

Data obtained through Socio-economic details of Survey respondents 
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Bidi-rollers in the older age-group spent most of their lives rolling bidis indicating new generation opting 

for other work preferences, where as workers in all age-groups in other three sectors spent almost 

equal years in the same occupation. The similarity between all four sectors is that all the workers started 

working at an early age. 

 

 

   

An average income earned by workers in each sector ranges between INR 1000 and 3000 per 

month. 

 

  

Data obtained through Work Environment details of Survey respondents 
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Compounding all the challenges faced by home-based workers are urban settings including, housing 

issues. Many home-based workers toil seven days a week in homes-cum-workplaces located in the large 

slums. These dwellings are small and crowded, with little natural light or fresh air. Almost 50% of the 

Incense-stick makers and Kite-makers do not have adequate light and ventilation. Most kite-makers and 

garment workers do not have separate living and sleeping rooms than work-space, making them prone 

to the hazardous exposure. Bidi rollers sit outside their houses for rolling bidis for better light and 

ventilation. Almost all HBWs in all three sectors except Garment work, sit on the floor to produce their 

work whereas, garment workers use chairs and stools to stitch the (cloth) material. Most respondents 

take minimum one or two breaks per day of work, except bidi rollers who take more than three breaks 

per day of work. 

 

 

Data obtained through Work Process details of Survey respondents 
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Nearly 100% respondents repeat the same action/movements through the day of work and none of 

them use any protective equipment as a measure to reduce exposure to any harmful substances. Very 

few Incense stick rollers found to be using their own cloth material, tying around mouth to prevent 

inhalation of chemical used in the incense stick making process. 

 

 

 

Data obtained through Exposure to Hazards details of Survey respondents 
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Most respondents confirmed having exposure to Physical, Ergonomic, and Chemical hazards. Most kite-

makers and approximately, 30-40% of Incense stick makers were exposed to Biological hazards. Almost 

all of them refused having exposure to Psycho-social hazards, and violence.  

 

 

 

 

Very few respondents had experienced ill-ness/injury due to work exposure. 

Data obtained through history of illness/injury of Survey respondents 
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Occupational Health Issues-Findings from the Health Check-list 

For home-based workers, poor living conditions mean poor health and safety conditions at work. It is a 

challenge to track home-as-workplace health issues or injuries since incidents in the home are rarely 

categorized as workplace incidents. In addition, unlike many other poor urban informal workers, home-

based workers do not leave the slum for work so their exposure to slum related health and 

environmental threats is multifaceted. Many home-based workers are overworked and maintain 

unhealthy postures. 

 

 

 

 

 

 

 

 

 

Data obtained through medical history of Survey respondents 
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Workers with complaints of Musculo-skeletal problems 


