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 AN INTERVIEW SCHEDULE ON ELECT TO WATER AND SANITATION

1. Village name                      —————————————    

2. Name of the Respondent    ———————————

3. Sex of Respondent         

              a. Male (     )     

               b. Female (    )

4. Age of the Respondent       ——————

 A.FAMILY BACKGROUND:

	S.NO
	NAME
	AGE
	EDUCATION
	OCCUPATION
	INCOME

	
	
	
	
	
	

	
	
	
	
	
	


5.  How long have you lived in   ———————? 

          a. [  ] less than 6 months 

          b. [  ] 6 months to 1 year 

          c. [  ] 1 to 2 years 

          d. [  ] permanent resident

6. This house is ……..? 

 a. [   ] Own house   

 b. [   ] Temporary house/Shelter 

 c. [   ] Friends/family  

 d. [   ] Rental   

 e. [   ] Other

7.   Do you plan to stay here    —————— 

        a. Yes [    ]

        b. No [     ]

B. HEALTH ASPECTS:

8. Which of the following illnesses do you consider as the greatest problem in your village? 

a. Malaria [   ]   b.Diarhea [   ]   c. Dysentery [   ]   d.Typhoid [   ]

e. Filaria [    ]   f.Other [    ]

9. Which class of persons suffers the most from these illnesses?

a. Children [    ]   b. Men [   ]   c. Women   [   ]   d.Elderly people [    ]

10. How often does some body in your household fall ill of any of the above illnesses?  

  ——————————

11. Which one of the diseases? _____________________________

12. About how much does this household spend on the treatment on the above diseases

Yearly? —————————

13. Do you have water connection?   ————————— 

 a. Private Tap [      ]     b. Public Tap  [      ]

14. Do you usually have to wait to get your water?  ——————

 a. Always [    ]   b. Sometimes [     ]     c. Never [     ]

15. How long do you usually wait?  ————————— 

a. Less than 15 minutes   [    ]    b. 15 minutes to ½ hour [     ]   c. ½ to 1 hour [     ]   

d. More than an hour [      ]

16. Does your water source provide water throughout the day?   —————

a. Yes   [      ]   b.No [     ] 

17. For how many hours a day is there water? __________hours

a. 1 hour  [     ]   b. 2 hour[    ]  c.More than an hour [    ]

18. Do you have stored water in the house?    ——————

a. Yes   [    ]   b.No [    ]

19. Do you have drinking water in this house? ——————

 a. Yes   [    ]   b.  No [    ]

20. Is the container where the water is kept covered? 

a. Yes [    ]    b.  No [     ]

21. How do you treat your water?  —————— 

a. Chlorine [    ] b.  Iodine [   ]       c. Boiling [     ]   D. Other [     ]

22. How much do you pay per month for the water you receive? ___________

23.  Is your water supply operated and maintained by the community?   ————
a. Yes   [     ]    b.  No [     ]  

 C. LATRINE SITUATION:

24. Does this household have a latrine? —————

a. Yes [    ]   b.No [     ]

25. Do you share your latrine with neighbors? ——————

a. Yes [     ]   b.No [      ]

26. How many persons use it regularly? ____________

27.  How far away is it from the house? ____________     

28. Before or after which activities do you wash your hands?    

                 a. After defecation    Yes [    ] No [    ]

                 b.After cleaning baby’s bottoms  Yes  [    ] No [   ]

                 c.Before food preparation   Yes   [    ]   No [     ]

                d.Before eating     Yes [     ]    No  [    ]

                e.Before feeding children   Yes   [    ] No [    ]

29. What you do when you wash your hands?

                a. With water     Yes   [  ]   No [   ]

                 b. With soap     Yes  [    ]   No [   ]

                 c. With both hands    Yes  [    ]  No [    ]

30. Have you had any problem or do you have any suggestions regarding your water system? 

____________________________________________________________________________________
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chapter I
INTRODUCTION
Clean water and sanitation are among the most powerful drivers for human development. They extend opportunity, enhance dignity and help create a virtuous cycle of improving health and rising wealth. Access to water and sanitation services is closely related to each nation’s economy. Sanitation includes water supply, safe disposal of human waste, waste water and solid waste management, control of vectors of diseases, domestic and personal hygiene, food, sanitation, housing etc. The US National Sanitation Foundation defines sanitation thus: “It is the quality of living expressed in clean house, clean farms, clean neighborhoods and clean community. Being a way of life, it must come from people, nourished as it is by knowledge and it grows as obligation and ideal in human relations”.


Currently, UNICEF and WHO estimate that 1.1 billion people lack access to improved water supplies and 2.6 billion people lack adequate sanitation. Providing safe water and basic sanitation to meet the Millennium Development Goals (MDGs) will require substantial economic resources, sustainable technological solutions and courageous political will. The water and sanitation needs of the poor in developing countries are huge. To meet the target of water and sanitation for all by the end of 2025, some 2.9 billion people will have to receive improved water supplies, and 4.2 billion need improved sanitation. The technologies used must be appropriate and, in particular, simple, affordable and sustainable.

The International Drinking Water Supply and Sanitation Decade (1981–1990) was a period of accelerated and concerted effort to expand water supply and sanitation services to the unserved and underserved poor populations. At the World Summit for Children in 1990, the goal of universal access to safe water and sanitation by the year 2000 was adopted to promote the survival, protection and development of children. The importance of universal access to drinking-water supply and sanitation was further reiterated at the 1992 United Nations Conference on Environment and Development (UNCED). Thereafter, many other crucial international conferences recognized water and sanitation as the bedrock of public health and social progress and the key to improving children’s survival, health and development.


Health has profound implications for India where a large chunk of population is struggling for survival and is deprived of basic health care. During the last six decades there has been doubling of longevity, significant fall in IMR, contaminant of malaria to a great extent, near elimination of leprosy and polio and so on. Despite many achievements in India, good health for millions of people in the country has been below its potential. Under every indicator India’s performance has been low. Although India accounts for 16.5 percent of global population, it contributes to a fifth of the world’s share of diseases, a third of diarrhea diseases, TB, respiratory and other infections, per natal conditions, a fifth of nutritional deficiencies, diabetes, cardiovascular diseases.


People living in rich countries today are only aware of how clean water fostered social progress in their own countries. Just over a hundred years ago London, New York, and Paris were centers of infectious diseases, with diarrhea, dysentery and typhoid fever undermining public health. Child death rates were as high then as they are now in much of sub-Saharan Africa. They rising wealth from industrialization boosted income, but child mortality and life expectancy barely changed.

Diseases related to contaminated drinking-water, unsanitary food preparation, inadequate excreta disposal and unclean household environments constitute a major burden on the health of peoples in the developing world and are among the leading causes of ill-health. Sustainable health, especially for children, is not possible without effective and adequate water supply and environmental sanitation


In rich countries clean water is now available at the twist of a tap. Private and hygienic sanitation is taken for granted concern over water shortages may occasionally surface in some countries. But that concern has to be placed in perspective. Children in rich countries do not die for want of a glass of clean water. Young girls are  kept home from school to make long journeys to collect water from streams and rivers. And waterborne infectious diseases are a subject for history books, not hospital wards and morgues. 

The 54th round of NSS (July 1999) estimated that only 17.5 per cent of the rural population were having latrines. In urban areas, 26 per cent of households reported using no latrine, 35 per cent reported using septic tank and 22 per cent used the sewage water, (i.e.) 43 per cent of household in urban areas either had no latrines or no connection to a septic tank or sewage.

The economic gaps between different countries have widened over the last twenty years. Many of the least developed countries have been caught in a downward economic spiral. In such situations, governments find it hard to sustain basic social programmes, including water and sanitation.

This situation is most apparent in sub-Saharan Africa. In Asia, the Middle East, North Africa, Latin America and the Caribbean, the situation is generally better (other than in the growing cities of South Asia). In industrialized countries service levels are generally high, though the dissolution of the USSR has caused large parts of Central Asia to slip back in quality of service. Small islands have particular water problems.

India has an unenviable record of high incidence of several infectious (and non-infectious) diseases. The 1993 World Development Report- Investing in Health, India  ranks next only to Sub-Saharan African countries (all countries south of the Sahara, excluding Mauritius, and Seychelles) and some countries in the Middle East, in the number of people afflicted with infectious diseases. In Sub- Saharan Africa, infectious diseases account for 71 per cent of all diseases. The corresponding percentages are 50.5 per cent, 25.3 per cent, 8.6 per cent and 9.7 per cent for India, China, the former socialist economies of Europe and the more developed countries, respectively.

Scale of Inequalities:

Average water use ranges from 200-300 liters a person a day in most countries in Europe to 575 in the United States. Residents of Phoenix, Arizona, a desert city with some of the greenest loans in the United States, use more than 1,000 liters a day. By contrast, average use in countries such as Mozambique is less than 10 liters. National averages inevitably mask very large variations. People lacking access to improved water in developing countries consume for less, partly because they have carry it over long distances and water is heavy. The 100 liters a day minimum international norm for a family of five weights some 100 kilograms- a heavy burden to carry for two to three hours, especially for young girls. Another problem is that poor households are often unable to afford more than a small amount of water purchased in informal markets.  

Highlighting the absence of rudimentary sanitation facilities in half the world, a UNICEF report (1997) has pointed out that about 2.2 million children die annually of diseases caused by unhygienic conditions. The report has underlined that the problem is most acute in rural areas where only 18 per cent of the people worldwide have access to a toilet. In urban areas of developing countries, 40 per cent of the world’s population lack basic sanitation facilities now. And even there, according to reports, Uganda, for example, claims adequate sanitation in about 80 per cent of households, but the figure shrinks to just three per cent if pit latrines are excluded. Considering that the cost of providing adequate toilets or latrines ranges from five to 60 dollars, the UN agency estimates that the problem can be solved in ten years if an amount equal to 10 per cent of a year's global military spending is set aside for toilet construction programmes. But as WHO's rural health chief Dennis Warner notes, sanitation is not a priority issue and governments either do not have a political commitment or do not like to provide services to 'squatters'. They only hope the problem will just go away, but it doesn't; and lack of funds only aggravates it further.

The global coverage of population with access to excreta disposal facilities has increased from 55 per cent (2.9 billion people served) in 1990 to 60 per cent (3.6 billion) in 2000. Still a total of 2.4 billion people in the world were without access to improved sanitation at the beginning of the year 2000. In India, the per cent coverage increased from 21 to 31 during the same period. Although there is an appreciable gain in the access to sanitation facilities by the population in absolute numbers, the percentage coverage appears to be modest due to high population growth.

The health implications for this state of affairs are appalling. Globally 10 millions children under age of five die every year; of which 1.5 million children perish from diarrhea decease each year. The majority are children under the age of five in developing countries. Improved hygiene and sanitation help reduce sickness from diarrhea considerably. Intestinal worms infect about 10 per cent of the population of developing countries that can be controlled through better sanitation, hygiene and water supply. As per the WHO report globally 200 million people are infected with schistosomiasis, out of which 20 million suffer seriously. Basic sanitation facilities reduce the disease by up to 77 per cent. Sanitation facilities help check transmission of many faucal – oral diseases by preventing contamination of water and soil through human excreta. Epidemiological evidence suggests that sanitation is at least as effective in preventing diseases as improved water supply.

Adequate supply of safe water and sanitation is vital for sustainable development and for improving the quality of life no less than alleviating poverty. Sustainable development is the result of a political order in which a society is so structured that it learns fast from its mistakes in the use of its natural resources and rapidly rectifies its human-nature relationships in accordance with the knowledge it has gained. Sustainability thus demands the creation of a political order in which, firstly, control of natural resources rests, to the maximum extent possible, with local communities which are dependent on those resources; and, secondly, decision-making within the community is as participatory, open and democratic as possible. The bedrock of sustainable development is composed of freedom and democracy.

Studies carried out in India and abroad indicate that human excreta are the cause of many enteric diseases: cholera, dysentery, typhoid, paratyphoid, infectious hepatitis, hookworm, diarrhea, etc. Over 50 infections can be transferred from a diseased person to a healthy one by various direct or indirect routes from human excreta and it causes nearly 80 per cent of the sickness. Therefore, appropriate human waste management should be the primary objective of improved sanitation to build a healthy nation and provide a cleaner environment.

More than a third of the world's population (2.4 billion people) lacks access to adequate excreta disposal. Four in five of these unsaved people are in Asia, with approximately one in five in both India and China, respectively. Even in large Asian cities, less than half of those served are using sewerage systems; the others use on-site systems, from pit latrines to septic tanks. Most have been installed by householders or builders employed by them, rather than by government or municipal agencies. Governments, international agencies and municipalities can never hope to meet the immense gap in provision unless they promote sanitation with a marketing approach.

Crisis in Sanitation:

The severity of the problem in India could be judged from the fact that hardly 33 per cent  population has sanitation facility available. In rural area percentage coverage is only 22 per cent; however it is 59 per cent in urban areas. (WHO/UNICEF Sanitation Assessment Report 2004). In recent years there is continuous progress in the sector, however a lot is required to meet the Millennium Development Goal on sanitation. Majority of the people defecate in the open. Open defecation defiles ecology, fouls water resources and causes stink in habitated areas. Of the estimated 2 million children who die from diarrhea diseases each year in developing countries, almost 600,000 die from sanitation related ailments alone. This disease is endemic throughout the world. Refugee populations and children suffering from malnutrition are among the worst affected. During 1994, dysentery was the leading cause of death in the Rwandan refugee camps in Burundi, Tanzania, and Zaire in Africa. Elsewhere in Asia, 11 countries were hit by water related epidemics in 1994. There are four clinically important species of Shigellae (dysentery) but most life-threatening diseases are caused by just two species – S. dysenteries and S. Flexneri – and by 5 serotypes. S. Sonnei is the leading cause of endemic disease in industrialized countries. In 1993, it was responsible for over 90 per cent of cases of dysentery reported in the USA. And, all of them were caused in unclean areas.

Vibrio cholerae – one of the oldest scourges known to man – causes about 5.5 million cases of cholera every year and about 120,000 deaths, and over a fifth of those deaths occur among children under five and a quarter in children aged 5 to 14. Most cholera deaths occur in Africa and Asia. Without treatment (dehydration therapy and antibiotics) it is one of the most dangerous infectious diseases – leading to fatality rates as high as 40 per cent. The disease is associated with poverty, poor sanitation, lack of hygiene and unsafe drinking water. It is spread by contaminated water or food and by person-to-person contact.

In 1991, there were more cases of cholera and more countries were affected by this disease than in any other year on record. Both Latin America and Africa were hit by virulent epidemics. The first outbreak occurred in Peru and spread rapidly throughout South and Central America – sparing only seven countries. More than 4,000 people died. In the same year, a major epidemic swept across Africa, killing 14,000 people in over 20 countries. In India and Bangladesh the emergence of a new strain of V. cholerae was reported in 1992 following an initial outbreak in Chennai and followed by another among fishermen on remote islands in the Bay of Bengal. The new strain spread rapidly to China, Malaysia, Myanmar, Nepal and Pakistan involving thousands of deaths – mainly among adults. This was reported by the World Health Organization in 1996.

According to the World Health Organization (1992), every year about eight million new cases of tuberculosis are added globally, with India alone contributing 1.2 million. 5 per cent of our population carry the hepatitis B virus which causes jaundice, a potentially fatal disease if left untreated, and annually about 2.11 per cent of people are infected with malaria. Approximately, the same number of births occurs in China and India, but the death rate among children is three times higher in India. Pray nay Gupte (Time, May 25, 1998) says that India loses 10 billion dollar (half the total currency reserve in RBI) in productivity each year through workers' illness caused by deteriorating physical conditions.

The absence of safe sanitation contributes significantly to the poor quality of life as reflected by well accepted indicators like infant mortality rates. According to the union ministry of health, around 7, 00,000 children die each year due to diarrhea and other water sanitation- related diseases.

Survey shows that the rural people spend at least RS.100 each year for the treatment of water/sanitation related diseases. Thus the direct cost on rural population comes to about RS.6700 crore. Add  to this indirect costs of cost-working days due to the recurrence of diarrhea diseases and the total inputted loss is likely to be in the range of RS.10,000 crore. The benefits would also reduce the children’s deaths which is quite obviously unquantifiable.

Water and Sanitation in India’s Development Context:
Historically, civilizations in India, as around the world, have largely evolved and developed around water bodies as most human activities, including agriculture and industry depend on water. In the six decades since independence, India has witnessed phenomenal development of water resources and has largely successfully met the demand of water for many of the diverse uses in the country. Consequently, the country has achieved self-sufficiency in food grains. Investments made during the last fifty years in water related infrastructure in the country have resulted in rapid expansion in the urban, energy and industrial sectors. Infrastructure for safe drinking water has been provided to about 85 per cent of India’s urban and rural population. However, there remain significant challenges in providing sustainable services, especially for the poorest and hard to reach.

India’s irrigated agriculture sector has been fundamental in its economic development and poverty alleviation. The rapid expansion of irrigation and drainage infrastructure has been one of India’s major achievements. From 1951 to 1997, gross irrigated areas expanded fourfold, from 23 million ha to over 90 million ha and irrigation continues to be the single largest use of freshwater in India. However, this achievement has been at the cost of groundwater depletion, water logging and increasing salinity levels affecting large areas. India’s finite and fragile water resources are stressed and depleting, while sectoral demands (including drinking water, industry, agriculture, and others) are growing rapidly in line with urbanisation, population increases, rising incomes and industrial growth. At the same time, more importantly, the first areas likely to be adversely affected in terms of water availability are the rural areas around major centres of urban growth. 
All this has resulted in declining per capita water availability and deteriorating quality. Intersect oral allocations, planning and management of increasingly fragile water resources have thus emerged as a major challenge before the nation. Low levels of basic literacy and awareness combined with economic deprivation and hunger are closely related and contribute to infant mortality, under-5 mortality, high fertility rate and low life expectancy. Within this context, water, and more importantly, sanitation and improved hygiene behaviour are crucial to overall public health. 
Water-borne diseases are caused by viral or bacteriological contamination of water – contamination either at source owing to unsanitary conditions or in homes when it is not stored and used properly. The risk of water contamination resulting in water-borne diseases is higher when there is inadequate availability of water, poor quality of water at source, poorly maintained water and sewer lines, high degree of open-air defecation, lack of adequate means of disposal of human, animal and household wastes, and in general, lack of awareness of good sanitation and personal hygiene practices.
The primary responsibility for providing drinking water and sanitation facilities in the country rests with the State Governments, and, more specifically, the local bodies in the urban areas. The Centre provides allocates funds and also ensures that funds are provided in State budgets, and progressively larger allocations have been made for water supply and sanitation in the various Five Year Plans. National policy guiding India’s approach to water supply and sanitation in the Eighth, Ninth and now the Tenth Plan broadly follow the guiding principles of the New Delhi declaration, adopted by the United Nations General Assembly in December 1990. These include (a) protection of the environment and safeguarding of health through the integrated management of water resources and liquid and solid waste; (b) organisation of reforms, promoting an integrated approach including changes in procedures, attitudes, and behaviour, and the full participation of women at all levels; (c) community management of services, backed by measures to strengthen local institutions in implementing and sustaining water and sanitation programmes; and (d) sound financial practices, achieved by better management of existing assets and extensive use of appropriate technologies.

The Tenth Plan envisages 100 per cent coverage of rural and urban population with safe drinking water as per the stipulated norms and standards (40 lpcd of safe drinking water within a walking distance of 1.6 Kms or elevation difference of 100 meters in hilly areas, to be relaxed as per field conditions; at least one hand pump/spot source for every 250 persons). The Plan also envisages establishment of a nationwide quality monitoring and surveillance system, evolution of cost effective and socially acceptable operation and maintenance (O & M) strategies, and reorienting the structure and functioning of rural water supply planning and implementing agencies to ensure sustainability. The Tenth Plan advocates management of water as an economic asset rather than a free commodity and places responsibility for source regeneration on all user agencies. The Plan also advocates comprehensive development of water resources, with the village as the focal unit. Coverage remains an important agenda, and highest priority is being accorded to remaining ‘not covered’ and ‘partially covered’ habitations having a supply level of less than 10 liters per capita per day (lpcd) as also those affected severely with water quality problems. 

The government advocates highest priority to school sanitation, which is critical to the formation of proper habits for hygiene, sanitation and safe water use. Schools are being seen also as a powerful channel of communicating hygiene messages to homes and communities, and as critical to girls’ education. Effective interface and high degree of functional coordination between the development policy making and planning and implementation institutions is increasingly being stressed and inter sectoral convergent programming is being advocated. Partnerships that go beyond traditional boundaries are increasingly being looked upon as an effective means of outreach. Thus, civil society groups such as non-governmental organisations (NGOs), other social organisations, women self-help groups, cooperative societies, civil societies, educational institutions, private institutions etc. are being increasingly involved.
The rural sector has a strong water supply Sector Reform agenda, based on a paradigm shift towards decentralization, demand responsiveness and people centred approach, increasingly taking the government from a direct service provider to a facilitator. Likewise, the Total Sanitation Campaign (TSC) approach of the Restructured Centrally Sponsored Rural Sanitation Programme (RCRSP – w.e.f.1.4.1999), which is based on the successful model of Midnapur (West Bengal), is also being adopted in other districts of the country with appropriate changes to suit the local conditions and perceptions. This plan gives significant emphasis on Urban Water Supply and Sanitation (UWSS) as opposed to previous Plans and emphasizes strong reform agendas. As in the earlier plans, the objectives of universal coverage, adequacy in terms of minimum per capita consumption norms, regularity of supply, avoidance of excessive withdrawal leading to depletion and inaccessibility of water sources, and the need to conserve and make conjunctive use of water resources are highlighted. 
It has been recognized  that unsatisfactory service standards has lead to low tariff structures, which in turn results in poor resource positions, maintenance and service – a vicious circle – and that while surveys show consumer willingness to pay higher tariffs, such increases in tariff structures would have to be accompanied by substantial improvements in service quality. The Plan also recognizes that given the above vicious circle, the main problem in financing of UWSS is the (un)sustainability of the current model, which is heavily dependent on state governments’ willingness to provide guarantees for institutional finance and meeting the state share of project costs. Keeping in mind that innovative cost recovery mechanisms are exceptions rather than the rule, the Plan proposes several fiscal instruments.
Water supply and sanitation is a State responsibility under the Constitution of India and following the 73rd and 74th Constitutional Amendments, the States may give the responsibility and powers to the Panchayath Raj institutions (PRIs) and Urban Local Bodies (ULBs). At present, States generally plan, design and execute water supply schemes (and often continue to operate) through their State Public Health Engineering Departments (or as in the case of some states, Panchayati Raj Engineering Departments or Rural Development Engineering Departments) and Water Boards. However, the Centre has seen the need over many years for coordination and harmonisation of standards. It has also been responsible, through the Five Year Plans, for guiding much of the investment in the sector as well as establishing other organisations to lend to the States.

Similarly, it has taken a lead in recommending styles of water supply and sanitation organisations, in promoting the needs for training and research, and most recently in promoting water quality monitoring and human resources development programmes. In addition, a variety of different government institutions at the Centre have a role in the management of drinking water supply as government strives to fulfill its responsibilities for water resources coordination, pollution control and financing of infrastructure development.
To advocate the development of water supply and sanitation infrastructure and increased efficiency within the sector, health authorities will need to improve their information base. Health authorities’ capacity as advocates of improved water supply and sanitation services and increased sector efficiency can be strengthened by linking disease surveillance with environmental surveillance programmes, by strengthening research capacities on epidemiology of water related disease and economic analyses, and by improving information management and communications capabilities.

Improving access to water supply and sanitation services is necessary, but not sufficient to reduce disease prevalence without also improving practices. Existing health promotion and education programmes should be made more effective and geared towards achieving behaviour changes needed to improve hygiene. To do this, health promotion and education programmes will need to be strengthened to achieve behaviour changes needed to improve hygiene practices. Water supply and sanitation authorities need to make significant investments over several decades to correct deficiencies in coverage and meet the needs of growing populations. Meanwhile, families and communities can protect their health through simple, affordable measures. These include rainwater harvesting and household level water treatment. Health authorities should play a leading role in promoting measures to alleviate morbidity and mortality. This can be achieved by strengthening the capacity of health authorities to promote simple, affordable water supply and sanitation technologies at community level. In addition to employing strategies of advocacy and partnerships, health authorities in particular must take action to ensure inter-programme collaboration, where water supply and sanitation concerns intersect with  programmes for disease prevention and control, primary health care and healthy settings, infants’ and children’s health, and women’s health and gender equity.

Sanitation and Health:

A direct relationship exists between water, sanitation, health, nutrition and human well being. The magnitude of the challenge is underscored by (WHO) estimates ascribing about 80% of all sicknesses and diseases to lack of safe water and sanitation and evidence relating to higher incidence of communicable diseases such as diarrhea, cholera, malaria etc., in the country poor sanitary conditions render the settlements in the villages as potential sites for a host of diseases like Schistosomisis, Japanese Encephalitis, Malaria, Dengue fever and Trachoma. 

The burden of diseases and lost livelihood opportunities has tremendous adverse effect on the life of the people in India in general and in many cases it has to be faced by the poor people living in the rural areas.

· About 30 million persons in rural areas suffer from sanitation-related diseases. 5 of the 10 top killer diseases of children aged 0-14 in the rural areas are related to water and sanitation.

· About 0.6-0.7 million children die of diarrhea annually.

· Typhoid, dysentery, gastroenteritis, jaundia and malaria claim the lives of over a 5th of the children aged 1-4 in rural areas.

· Economic loss of RS.1200 crore annually due to loss of man days on accidents of diseases. 

One of most urgent and vexing challenges faced by many low- and middle-income countries is how to provide health care for the more than 1.3 billion poor people who live in rural areas or work in the informal sector. As pointed out by Bill Hstao from Harvard University in the chapter on the Asia religion, this population is not a homogeneous group. Their occupations range from farmers, peddlers, day laborers, taxi drivers, and employees of the informal sector to shop owners and self employed professionals. Yet this heterogeneous group shares the some lack of access to health care financing “Health for Poor People” resource mobilization and risk sharing. Against this background the present study is attempted with the following objectives.

· To examine the socio-economic status of selected households in a rural area.

· To assess the availability of water and sanitation infrastructure in the area.

· To analyze the relationship between sanitation and health among the selected households.

· To suggest measures to improve the set up.
Chapter Ii
review of literature

 The literature related to the study on “Dimensions and Performance of Health Services: With Special Reference to Water and Sanitation” has been reviewed under following headings. 

1. Sanitation and health
2. Water and sanitation
3. Related studies.

1. Sanitation and Health:


Lack of sanitation leads to diseases was first noted scientifically in 1842 in Chadwick’s seminal “Report on an enquiry into the sanitary condition of the laboring population of great Britain”. A less significantly rigorous but none the less professionally significant indicator of the impact on health of poor sanitation was provided in 2007, when readers of the British Medical Journal voted sanitation the most important medical milestone since 1940.


Reddy et.al, (2002) studied the effects of various diseases arising out water pollution. However it was observed that most of the diseases are water borne, such as skin infection, teeth corrosion, joint pains, loss of appetite, detective vision, fever, abdominal pain, respiratory diseases and diarrhea general muscular weakness, stunted growth chronic cold and cough among the middle age and children are in the villages. A majority of the complaints is about the problems regarding lung diseases and extreme weakness people get exposed to the toxic chemical water while working in the farm, taking bath and washing clothes. This causes serious health problems, including loss of hair for women.  Women are the worst affected due to the health problem arising out of pollution.


Cholera drove the sanitary revolution in the industrialized world in the 19th century and now is driving the development of oral dehydration therapy (ORT) in the developing world. Despite the long history of cholera, only in the 1960s and 1970s was ORT fully developed. Scientists described this treatment after the discovery of the intact sodium-glucose intestinal co transport in patients with cholera. This new understanding sparked clinical studies that revealed the ability of ORT to reduce the mortality associated with acute diarrhea disease. Despite the steady reductions in mortality due to acute dehydrating diarrhea diseases achieved by ORT, the costly morbidity due to these diseases remains, the result of a failure to globalize sanitation and to control the developmental impact of diarrhea diseases and their associated malnutrition. New advances in oral dehydration and nutrition therapy and new methods to recognize its costs are discussed in this review. (Guerrant 2002)

In Varanasi, India, an estimated 200 million liters daily or more of untreated human sewage is discharged into the Ganges River. River water monitoring over the past 12 years has demonstrated faucal coli form counts up to 108 MPN (most probable number) per 100 ml and biological oxygen demand levels averaging over 40 mg/l in the most polluted part of the river in Varanasi. A questionnaire-based survey was used to estimate water-borne and enteric disease incidence among resident users of the Ganges River in Varanasi. The overall rate of water-borne/enteric disease incidence, including acute gastrointestinal disease, cholera, dysentery, hepatitis-A, and typhoid, was estimated to be about 66 per cent during the one-year period prior to the survey. Logistic regression analysis revealed significant associations between water-borne/enteric disease occurrence and the use of the river for bathing, laundry, washing, utensils, and brushing teeth. Thirty-three cases of cholera were identified among families exposed to washing clothes or bathing in the Ganges while no cholera cases occurred in unexposed families. Other exposure factors such as lack of sewerage and toilets at residence, children defecating outdoors, poor sanitation, low income and low education levels also showed significant associations with enteric disease outcome. This study provides an estimate of water-borne/enteric disease incidence and identifies possible risk factors for residents who live by and use the Ganges River in Varanasi. (Mishra et.al, 2006)

A study by Fredrich (2009) investigates the environmental burdens due to the provision of potable water and sanitation in the Thekwini Municipality (Durban), South Africa. This was achieved by employing LCA studies for the individual parts of the urban water system (impoundment, water treatment, distribution, collection, sewage treatment and water recycling). Based on the results of the individual LCAs a base case was constructed. For the provision of potable water and sanitation to new customers, which have not been previously served, two different scenarios (200000 new customers in an urban environment with waterborne sewage and in a peri-urban environment with on-site sanitation) and three different options (maximizing use of existing assets, recycling water and building new infrastructure) were considered and analyzed. With regard to the impact scores calculated for both scenarios (urban and peri-urban), the recycling of water is followed by maximizing the use of existing assets as the most environmentally friendly options. The construction of new infrastructure carries a higher environmental burden and the use of bottled water for drinking (an additional scenario) carries the highest environmental burden. 
Solar disinfection (SODIS) effectively improves the microbial quality of drinking water for preventing diarrhea; however, the effect of participant motivation has not been studied. This 1-year randomized controlled trial investigated the effect of SODIS of drinking water and motivation on the incidence of dysentery and no dysentery diarrhea among children of age 6 months to 5 years living in urban communities in South Africa. The authors compared 383 children in 297 households using SODIS with 335 children in 267 households with no intervention. At baseline 62.4 per cent of the study households had stored water which met World Health Organization guidelines for zero thermo tolerant coli forms per 100 ml. Dysentery was recorded using a pictorial diary. Incidence of dysentery was significantly associated with higher motivation, defined as 75 per cent or better completion of diarrhea data. Incidence rates were lower in those drinking solar disinfected water (incidence rate ratio 0.64, 95 per cent CI 0.39−1.0, P = 0.071) but not statistically significant. Compared with the control, participants with higher motivation achieved a significant reduction in dysentery (incidence rate ratio 0.36, 95 per cent CI 0.16−0.81, P = 0.014). However, there was no significant reduction in risk at lower levels of motivation. Solar disinfection was not significantly associated with no dysentery diarrhea risk overall (P = 0.419). A statistically significant reduction in dysentery was achieved only in households with higher motivation, showing that motivation is a significant determinant for measurable health gains. Failure of three-quarters of participants to achieve a significant reduction in dysentery suggests that research into effective implementation is required. (Muguian, 2010)           

2. Water and Sanitation:

Safe drinking water remains inaccessible for about 1.1 billion people in the world, and the hourly toll from biological contamination of drinking water is 400 deaths of children (below age 5). A paper by Gadgil (1998) reviews the general guidelines for drinking water quality and the scale of the global problem. It reviews the various water disinfection technologies that may be applicable to achieve the desired quality of drinking water in developing countries. It then summarizes financing problems that deter extending access to safe drinking water to the unsaved population and identifies feasible policy positions for enhancing availability of drinking water in these countries.

Sachchidananda (1999) had analyzed the sociological dimensions of rural water supply in India, specially referring to Bihar. The study covered 1300 respondents across 130 villages in the state. Relevant social variables such as education, caste, religion, sex, exposure to media, cultural constraints and more importantly the role of women and Non-Governmental Organization (NGOs) were taken into account: More than 40 percent of represents lacked adequate access to drinking water facility. More than 85 percent of sample households were deprived of sanitation facility. Majority of people used open air for defection, river banks, forest and roadside drains. Women’s organizations for water supply never existed n domestic Bihar. Not surprisingly, many parts of the state experienced acute shortage of water during summer, consequently the village inhabitants had to depend on traditional sources such as ponds, chuan, Dari and from pits dug in riverbed. The failure is on the part of panchayats and the state to repair and maintain the source. 

A study on Ecology of drinking water, point out that contamination of drinking water is a major health hazard, as sixty percent of diseases are water-borne in a country like India. Lack of awareness, about water quality parameters, purification methods, health impacts and measures to overcome, is a hurdle in achieving safe water practices. (Ravichandran et.al, 2002)


Twentieth-century water policies relied on the construction of massive infrastructure in the form of dams, aqueducts, pipelines, and complex centralized treatment plants to meet human demands. These facilities brought tremendous benefits to billions of people, but they also had serious and often unanticipated social, economical, and ecological costs. Many unsolved water problems remain, and past approaches no longer seem sufficient. A transition is under way to a “soft path” that complements centralized physical infrastructure with lower cost community-scale systems, decentralized and open decision-making, water markets and equitable pricing, application of efficient technology, and environmental protection (Gleick 2003)
Household water treatment is increasingly recognized as an effective means of reducing the burden of diarrhea disease among low-income populations without access to safe water. Oxfam GB undertook a pilot project to explore the use of household-based ceramic water filters in three remote communities in Colombia. In a randomized, controlled trial over a period of six months, the filters were associated with a 75.3 per cent reduction in arithmetic mean there motolerant coli forms (TTCs) (P < 0.0001). A total of 47.7 per cent and 24.2 per cent of the samples from the intervention group had no detectible TTCs/100 ml. or conformed to World Health Organization limits for low risk (1–10 TTCs/100 ml), respectively, compared with 0.9 per cent and 7.3 per cent for control group samples. Overall, prevalence of diarrhea was 60 per cent less among households using filters than among control households (odds ratio = 0.40, 95 per cent confidence interval = 0.25, 0.63, P < 0.0001). However, the microbiologic performance and protective effect of the filters was not uniform throughout the study communities, suggesting the need to consider the circumstances of the particular setting before implementing this intervention. (Sophie Boisson et.al, 2005)

Pandey (2006) brings out the fact that water is the important constituent of life support system. No one can live and even dream to live without water. Most of our water bodies have become polluted due to industrial growth; urbanization and manmade problems mainly the result of population growth. Poor sanitation and contaminated drinking water arising from human activity and natural phenomena create serious problems in human health. The chief sources of water pollutions are sewage and other waste, industrial  effluents, agricultural discharges and industrial wastes from chemical  industries, fusils fuel plants and nuclear power pollution renderings water no longer fit for drinking, agriculture and , as well as for aquatic life. More than 2.6 billion people 40% of the world’s population lack basic sanitation facilities and over 1 billion people still use unsafe drinking water sources. As a result, thousands of children die every day from diarrhea and other water, sanitation and hygiene related diseases and many suffer and are weakened by illness.
 Biwas (2007) in this article on “An Assessment of Future Global Water Issues” stated that after decades of neglect, water has recently become a part of the international political agenda. However, the focus of the debate on the global water crisis is still wrong. The main crisis is unlikely to come from water scarcity, though some countries will find it difficult to manage such problems. Instead, it is likely to come from continuing and rapid water quality deterioration, and the availability of investment funds. Neither of these two issues is being adequately reflected in global water debates. In addition, the targets of the water-related Millennium Development Goals are unlikely to be achieved universally by 2015, until and unless consumers pay for the water services they receive. 
The ﬁrst global overview of basic water and sanitation indicators in refugee camps is presented (using data from 2003–2006) and compared with selected health and nutrition indicators. This demonstrates that average levels of water and sanitation provision are acceptable at camp level but many refugee operations are suffering from gaps that cross-cut these sectors; e.g. typically poor sanitation provisions corresponding with low per capita availability of water. These findings were conﬁrmed at household level with two household surveys undertaken in African refugee camps; households reporting a case of diarrhea within the previous 24 hours collect on average 26 per cent less water than those not reporting any cases. In addition, typically higher levels of morbidity of one infectious agent are also reelected across other infectious agents; this is reinforced by comparing the relationship between morbidity and nutrition status from selected camps. The importance that hygiene, environmental conditions and local settings have on health (both of refugees and also local communities) is underlined. Interventions to improve indicators across the water, sanitation, health and nutrition sectors rely not only on increased and sustained resources but must entail an integrated approach to simultaneously tackle short-comings across all these vital sectors .(Cronin et.al, 2008)
Understanding the behavior patterns of women in rural households regarding water and sanitation may be the key to solving the problem of why improvements in facilities may not be accompanied by a reduction in disease prevalence. An interdisciplinary team surveyed 312 households in two Egyptian delta villages, examining46 of them in depth, with participant observation. Their patterns of storing water, and its use for drinking, cooking, washing, animal rearing and waste disposal are rooted in the woman's beliefs regarding cleanliness and what enhances the health and well-being of her family The local environment of surface and groundwater availability, quality and available drainage affect her choices. Other factors include local government institutions, available technology, information and educational facilities. Time and energy expended on various practices, and social values held by the women and the community the women suggest practical solutions for their water and sanitation problems such as carts for collecting waste water, but feel powerless to influence local governments, or even their husbands, to institute new practices. Such targeted studies can disclose linkages among significant factors in the household environment, and should be undertaken for any project designed to provide effective and lasting water and sanitation in rural villages .(Katsha et.al, 2009)
It is well known that fresh-cut processors usually rely on wash water sanitizers to reduce microbial counts in order to maintain quality and extend shelf-life of the end product. Water is a useful tool for reducing potential contamination but it can also transfer pathogenic microorganisms. Washing with sanitizers is important in fresh-cut produce hygiene, particularly removing soil and debris, but especially in water disinfection to avoid cross-contamination between clean and contaminated product. Most of the sanitizing solutions induce higher microbial reduction after washing when compared to water washing, but after storage, epiphytic microorganisms grow rapidly, reaching similar levels. In fact, despite the general idea that sanitizers are used to reduce the microbial population on the produce, their main effect is maintaining the microbial quality of the water. The use of potable water instead of water containing chemical disinfection agents for washing fresh-cut vegetables is being advocated in some European countries. However, the problems of using an inadequate sanitizer or even none are considered in this manuscript. The need for a standardized approach to evaluate and compare the efficiency of sanitizing agents is also presented. Most new alternative techniques accentuate the problems with chlorine suggesting that the industry should move away from this traditional disinfection agent. However, the use of chlorine based sanitizers are presented as belonging to the most effective and efficient sanitizers when adequate doses are used. In this review improvements in water disinfection and sanitation strategies, including a shower pre-washing step and a final rinse of the produce, are suggested. (Selma2009)
A study was attempted by Fink (2010) paper combines 172 Demography and Health Survey data sets from 70 countries to estimate the effect of water and sanitation on child mortality and morbidity. The results show a robust association between access to and water sanitation technologies and both child morbidity and child mortality. The point estimates imply, depending on the technology level and the sub-region chosen, that water and sanitation infrastructure lowers the odds of children to suffering from diarrhea by 7-17 per cent, and reduces the mortality risk for children under the age of five by about 5-20 per cent. The effects seem largest for modern sanitation technologies and least significant for basic water supply. The authors also find evidence for the Mills-Reincke Multiplier for both water and sanitation access as well as positive health externalities for sanitation investments. The overall magnitude of the estimated effects appears smaller than coefficients reported in meta-studies based on randomized field trials, suggesting limits to the scalability and sustainability of the health benefits associated with water and sanitation interventions. 

Mithra (2010) states that about 101 billion people lack access to an improved drinking water supply globally and many more drink water contaminated. Lack of safe water perpetuates a cycle whereby poor pollutions become further disadvantaged, and poverty becomes entrenched. Globally, about 4 billion cases of diarrhea occur and about 1.8 million people die per year; the vast majority being children under 5 years of age, of which 88 per cent is attributable to unsafe water. WHO estimates that 94 per cent of diarrhea cases are preventable through interventions by the increased the availability of clean water, sanitation and hygiene. Progress towards these interventions is indicated by the proportion of households reporting the use of improved water supplies, such as piped household connections or protected wells.


The quality of tap water from water supplies from 14 districts of Kerala state, India was studied. Parameters like pH, water temperature, total dissolved solids, salinity, nitrates, chloride, hardness, magnesium, calcium, sodium, potassium, fluoride, sulphate, phosphates, and coli form bacteria were enumerated. The results showed that all water samples were contaminated by coli form bacteria. About 20 per cent of the tap water samples from Alappuzha and 15 per cent samples from Palakkad district are above desirable limits prescribed by Bureau of Indian Standards. The contamination of the source water (due to lack of community hygiene) and insufficient treatment are the major cause for the coli form contamination in the state. Water samples from Alappuzha and Palakkad have high ionic and fluoride content which could be attributed to the geology of the region. Water supplied for drinking in rural areas are relatively free of any contamination than the water supplied in urban area by municipalities, which may be attributed higher chances of contamination in urban area due to mismanagement of solid and liquid wastes. The study highlights the need for regular bacteriological enumeration along with water quality in addition to setting up decentralized region specific improved treatment system. (Boominathan et.al, 2010).
3. Related Studies:

This review examines experience with private-sector participation (PSP) in the water supply and sanitation (W&S) sector. Common ideological, theoretical, and practical justifications for and objections to PSP in water and sanitation are presented. Review of empirical evidence suggests that where gains in efficiency, investment, and environmental stewardship have been realized through privatization, they have often been achieved through unpopular yet predictable strategies such as retrenchment and tariff increases. Challenges persist regarding ensuring access to and affordability of services for low-income households during privatization, and evidence suggests that PSP will not benefit the majority of the 1.2 billion people who lack access to improved water supply and live in the world's poorest countries. The challenging features of W&S economics, along with mounting public opposition to privatization and globalization in the sector, will likely reduce PSP in the sector over the short term, particularly where the private sector is expected to assume commercial risk as well as responsibility for capital investment in municipal W&S networks. (Davis 2005)

Increasingly, governments in developing countries recognize that the public sector alone cannot provide adequate water and sanitation services to all. Non-state providers (NSPs) including both formal and informal private providers, as well as civil society institutions, also have important roles to play. There are clear challenges for governments intending to work with NSPs, not least of which is the institutional compatibility between bureaucratic agencies and informal water and sanitation NSPs. However, positive examples of government agencies working effectively with NSPs are emerging in many countries. Government engagement with water and sanitation NSPs can be split into five main types: recognition, dialogue, facilitation/collaboration, contracting and regulation. In many situations, a lack of formal recognition of water or sanitation NSPs is an impediment to more productive forms of engagement. There are a number of potential intervention options within each of the five types of engagement that government agencies should carefully consider when supporting the development of NSP water and sanitation services. (Kevin Sansom et.al, (2006)
The article “A Sociological Exploration” examines current global trends in the expansion of water and sanitation services, and discusses the systemic conditions affecting their provision. It pays particular attention to structural social inequalities affecting the access to these services, and to the inertial forces unleashed by neo-liberal reforms in water and sanitation, which will continue to have a negative effect on the project of universalisation of these services. The article supports existing demands for the adoption of integrated approaches to the organization of water and sanitation. (Castro 2008).
The recent discovery of the bio-waste and excreta treatment of a former civilization in the Amazon reveals the possibility of a highly efficient and simple sanitation system. With the end product that was black soil they converted 10% of former infertile soil of the region: Terra Preta do Indio (black soil of the Indians). These soils are still very fertile 500 years after this civilization had disappeared. Deriving from these concepts, Terra Petra Sanitation (TPS) has been re-developed and adopted. TPS includes urine diversion, addition of a charcoal mixture and is based on lactic-acid-fermentation with subsequent vermi composting. No water, ventilation or external energy is required. Natural formation processes are employed to transform excreta into lasting fertile soil that can be utilized in urban agriculture.  The authors studied the lacto-fermentation of faucal matter with a minimum of 4 weeks followed by vermi composting. The results showed that lactic-acid fermentation with addition of a charcoal mixture is a suitable option for dry toilets as the container can be closed after usage. Hardly any order occurred even after periods of several weeks. Lactic-acid fermentation alone without addition of bulking agents such as paper and sliced-cut wood to raise the C/N ratio is creating a substrate that is not accepted by worms. (Factura et.al, (2010).

CHAPTER III

METHODOLOGY

The methodology adopted for the study on “Dimensions and Performance of Health Services: With Special Reference to Water and Sanitation” is discussed under the following heads.

1. Selection of the area.

2. Selection of the sample.

3. Collection of data.

4. Period of study.

5. Tools Used and 
6. Limitation.

1. Selection of the Area:


The study covered all the households at Nambi Alagan Palayam area in Coimbatore District. This area had considerable number of households without proper toilet facilities and there were many who were affected by some diseases due to poor sanitation. This area is in Thondamuthur block. This block, is the second largest block in Tamil Nadu in terms of geographical area, most of the inhabitants were involved in agricultural activity. panchayat
Nambi Alagan Palayam is in Vedapatti. It is a rural area. The agricultural produce raised are turmeric, sugar cane, betel nut and vegetables. The basic infrastructure facilities are very limited. There is no post office bank, nor any government offices. The social services like education and health facilities are also not available to the people. People are not aware of personal hygiene and sanitation. It was on this ground this area is selected.
2.  Selection of the Sample:

A sample is a collection of observation on a certain variable. The number of observations included in the sample is called the size of the sample. There were 60 households and they constituted the sample size.
3.  Collection of Data:
Interview method was used to collect the relevant information for the current study. In the words of Gupta (1999), “An interview schedule refers to a set of settlements on question to be answered by respondents in a face to face situation and filled in by the interviewer himself”. The information regarding the family background, availability of water, toilet facilities, health problems and treatment etc., were collected through the interview schedule. 
4. Period of Study:

The study was conducted during the period December 2011.
5. Tools Used:
 The tools used in the study. The data collected where tabulated and analyzed for the purpose of giving precise and concise information and the following techniques were applied. 
 a. Mean:
 Mean value is obtained by adding together all the item and living this total by the number of items, for the purpose of identifying the average medical expenditure among the sample respondents, the mean value is calculated in this study symbolically.
 MEAN     =   
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          F= Number of respondents

                    X= Mid value of variance amount of medical expanses 

                    N= Total number of respondents.

b. Graph:

              Graph gives a bird’s- eye view of the entire data. Pictorial presentation helps n proper understanding of the data as it gives an interesting form to it.
c. Histogram:

           
Histogram is the most popular and widely used in practice. A histogram is a set of vertical bars whose areas are proportional to the frequencies represented.

d. Pie Diagram:

Pie diagrams are used in to show percentage breakdowns. 
6. Limitation:

The basic aim of the study was to analyses the extend of sanitation facilities available and how for the households are aware of its importance. The exact position of sanitation, especially with reference to water and toilet facilities was examined. When many members reported positively to all the queries there were some who ignored or did not reveal the correct picture. For many questions, the answer was “I don’t know”. This always happen in a survey and this limitation is evident in primary data. This study was restricted to households in a particular area. Hence the findings may not be applicable or true to the general case. 

chapter IV

results and discussions

The results of the study on “Dimensions and Performance of Health Services: With Special Reference to Water and Sanitation” is discussed under the following heads.

1. Family background.

2. Health Problems of the Sample Respondents. 

3.  Most Affected group among the Sample Respondents.
4. Incidence of illness.
5. Medical Expenses of the Sample Respondents (per month).
6. Availability of Drinking Water.
7. Source of Water.
8. Waiting Time for Getting Drinking Water.
9. Quality of the Water by Covering the Container.
10. Treatment of the water.
11. Importance of Washing Hands.
12. Washing Habits of the Respondents.
13. Toilet Facilities of the Sample Respondents.
14. Organization preferred for better water and sanitation facility

Family Background:

The major objective of the study was to analyze availability and usage of water and sanitation facilities in the selected area. To begin with the socio – economic background of the households were considered. It consists of number of members in the family, their education, occupation, income etc. which is depicted in Table I.
Table. 1 shows the detailed account of the family background of the selected households. The age of the respondents were classified in to three groups 0-14 years, 15-54 years and 55 years and above 55 years. In the current study there were 45 members (20 per cent) are in the age group of 0-14 years. And 45 members (65 per cent) are in the productive age group i.e. 15-54. As in any other study , this study also reveals a whopping proportion of working group among the total population of 230 and (17 per cent) belonged to those in the age group of above  55 years.

TABLE I
Family Background of the Respondents

	Sl. No
	Socio-economic Factors
	Category
	Number Stating
	Percentage

	1.
	Age (in years)
	0-14
	15
	20

	
	
	15-54
	45
	65

	
	
	55 and above
	35
	15

	2.
	Type of family
	Joint
	12
	20

	
	
	Nuclear
	48
	80

	3.
	Family size
	2 members
	4
	7

	
	
	3-4 members
	50
	83

	
	
	5 and above
	6
	10

	4.
	Educational status
	Primary
	40
	17

	
	
	Secondary
	71
	31

	
	
	Higher secondary
	45
	20

	
	
	College
	30
	13

	
	
	Illiterates
	44
	19

	5.
	Occupation
	Cooley
	38
	24

	
	
	Mill workers
	32
	21

	
	
	Agricultural
	42
	27

	
	
	Self employed
	18
	11

	
	
	Business
	5
	3

	
	
	Private concern
	22
	14

	6. 
	Monthly Income
	Below 5000
	16
	27

	
	
	5000-10000
	14
	23

	
	
	10000-15000
	23
	38

	
	
	15000-20000
	5
	9

	
	
	Above 20000
	2
	3


Source: Field Survey
I ts interesting to observe that people in this age group were also involved in some kind. of job like clearing the weeds, plucking some crops or such kind of agricultural activity. It is concluded that even at this age people are working to earn some thing for their daily bread. 

Among the 60 households, 12 families’ lives in joint families system and 48 families are in the nuclear families. Even in a setup the rise of nuclear families in gaining momentums. With regard to the size of the family, a majority i.e. 50 households (83 per cent) have 3-4 members while only 6 households (10 per cent) have more than five members in the family and only four respondents have only 2 members in the family.

Education is of the most important input which helps an individual to grow and establish himself. This is an ingredient which moulds the person. It is a well known fact that an educated person not only raises the person to top but also brings the individual to a high position. So education is a necessary input which helps to better living so all of them should be educated. In the study, it is observed that 17 per cent have only primary education and 31 per cent have secondary education. There were only 13per cent of respondents have qualification at college level. Another notable feature is that 19 per cent of were illiterates also living in the study area. When our society has developed so much, with now innovations and revaluations, it is a sad sanitation to see many of our own people still in darkness. When there is no education there is no light.  So the government should take necessary steps to eliminate the illiteracy.

The investigator has taken all the families living in the village Nambi Alagan Palayam. They are all involved in various activities like agricultural, business, industries and some of them were self employed also. The above table reveals that there were 22 (14 per cent) of respondents were working in private concern mainly in Textile shop, Jewelry shop, provision stores etc. The average working time in the private firm is 12 hours per day and also earns income ranging from RS.5000 to 7000 per month. Among the total respondents 42 of them were agriculturist, 32 mill workers and 38 respondents doing Cooley as a job for living .Another notable feature is that 5 respondents were engaged in various business activity and 18 respondents were doing self employment for their living.
Classification of economies is done by taking into amount various pointers. Among them the most important one is income. Even in estimating the Human Development Index, income is considered as the pivotal indicator. The study analyzed the total family income of the selected households and there were 16 households who get a monthly income of less than Rs 5000. This is very low, but they have learnt to live with this limited income. These people have their own house, so they don’t need to spend any amount as rent. Around 23per cent of respondents belongs to the income level of Rs 5000 to 10000 and 38 per cent were in the income level of Rs10000-15000, and only 3 per cent of respondents earn income above Rs 20000. 
Among the 60 selected households 58 (97 per cent) of them were permanent residents and the rest of them had occupied only for the past two years. With regard to the type of houses they living it was found out that 20 respondents were living in their own house and the remaining household had to pay a rent.

Health Problems of the Sample Respondents:


Health is an important component of human capital. Health is increasingly being recognized as a critical human capital component, which contributes significantly towards the development of a nation. Only a healthy and educated population can contribute to productivity, economic growth and human development. Health is both on end of development and means to it. It is the primary responsibility of any welfare state to provide health care to its people in which the concept of “Healthy Security” assumes importance.
TABLE II

Health Problems of the Sample Respondents

	Sl.No
	Illnesses
	Number Of Households
	Percentage

	1
	Malaria
	4
	7

	2
	Diarrhea
	19
	32

	3
	Dysentery
	20
	33

	4
	Typhoid
	10
	17

	5
	Others
	7
	11

	
	Total
	60
	100


    Source: Field Survey
The specific aim of the study was to examine the health status of the selected households. For this purpose the investigator analyzed certain common sickness affecting them. The study pointed out that nearly one- third of the people were affected by Diarrhea and Dysentery. 
GRAPH i
Health Aspects of the Sample Respondents
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Graph .1 shows the major water bone disease affected by the sample respondents. Out of total respondents 20 respondents (33 per cent) have dysentery problem and 19 respondents (32 percent) have diarrhea. And 10 respondents have typhoid and 4 respondents have malaria and only 7 respondents have revels other water borne diseases.

Around 32 per cent had the problem of diarrhea and 33per cent had the problem of dysentery. Many studies bring forth that these are the two common health problems. Seventeen percentage of respondents revealed that typhoid was a major diseases followed by malaria which affected seven percentage of the households. 

Though government intervention in preventing and arresting these diseases are in the move, there are still many in the villages who have not received any help from the government. Most of the diseases are water borne diseases or it is due to the poor sanitation prevailing in the surrounding area. 
Therefore if they are educated to keep themselves and their surrounding clean, much of this disease can be prevented. The findings are in line with studies of Ravichandran et al., Reddy., Mcguigan., (2002, 2002, 2010).

Diarrhea and dysentery are the most important of the faces-oral diseases globally, coming around 1.6-2.5 million deaths annually. Many of them are children under 5 year’s age living in developing countries.
Most Affected Group among the Sample Respondents:
 In 2008, for example diarrhea was the leading causes of death among children under 5 year in sub- Saharan Africa, resulting in 19% of all deaths in this age group. This study particularly aimed at water-borne diseases and it could find that most affected group is children. This is given in the following Table-3 
TABLE III

Most Affected group among Sample Respondents
	Sl.No
	Category 
	Number of households
	Percentage

	1
	Children
	25
	42

	2
	 Men
	8
	13

	3
	 Women
	15
	25

	4
	Elderly people
	12
	20

	
	Total
	60
	100


Source: Field Survey
The above stated disease affects children the most, followed by women. They are the most vulnerable group of very prone to such diseases. It could be observed from the table that nearly 42 per cent who are the children suffer from such diseases and around 25 per cent of the women are subject to such ailments. Further 20 per cent of the elderly people are also affected by such illness.  Systematic reviews suggest that improved sanitation can reduce rate of diarrhea diseases by 32-37 per cent.

There had been efforts on the part of the government to bring in reduction in such illness. As a part of this the government of India have restructured the comprehensive Rural Sanitation Programme with effect from 1.4.1999 and had launched the Total Sanitation Campaign (TSC). The main objective was to bring out an improvement in the general quality of life in the rural areas and to accelerate sanitation coverage in rural areas to Panchayath Raj Institutions (PRI) access to toilets to all by 2012 by motivating communities. Panchayati Raj institutions in promoting sustainable sanitation facilities through awareness creation and health education. But all this has not worked well in this community and much need to be done.  
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The graph 2 reveals that children are the major percent of the victims of water bone disease followed by women and elderly people. But only 13 percent of men affected these diseases.
Incidence of Illness:


The investigator tried to estimate the incidence of illness among the household members. The results are given in the following table.
TABLE IV

Incidence of Illness

	Sl.No
	      Illnesses
	  Number Of Households
	  Percentage

	1
	Monthly once 
	17
	28

	2
	Monthly twice
	20
	33

	3
	 Within Two month 
	13
	22

	4
	 Within Six month once
	10
	17

	
	Total 
	60
	100


Source: Field Survey
It was noticed that 17 members (28per cent) fell sick at least once a month while 20 members (33 per cent) are affected by such illness twice a month and 22 percent of respondents affected within two month, only ten percent six month once. When working people become sick, they will have little income. Also it takes time for people to get better off and come back to normal health and after wards they may not be able to work in full swing. This will reduce the labour productivity also. This type of sickness, when affects women, they are in a vulnerable position. They have to work outside, manage the family and take care of children and older at home. Many women are deprived of relaxations and leisure either during illness or after wards.

Burgeoning medical expenses is a common phenomenon experienced by both the rich and the poor. But the only difference is that it affects the poor very badly and leaving them in poverty trap. The following tables give an account of the medical expenses incurred by the households.

Medical Expenses Among Sample Respondents:    
TABLE V
Medical Expenses among Sample Respondents (per month)
	Sl.No
	Amount (Rs Per Month )
	Number Of Households
	Percentage

	1
	Below 100
	4
	7

	2
	101-200
	12
	20

	3
	201-300
	20
	33

	4
	301-400
	14
	24

	5
	401-500
	5
	8

	
	Above 500
	5
	8

	
	Total
	60
	100


Source: Field Survey
These days many people find it difficult to get proper treatment because of high medical expenses. In the study area it was reported that 20 household (33 per cent) were spending Rs 201-300 per month towards medical expenses. Five households were in the next two classification spending 401-500 and above 500. The rest of them spend less than Rs 200 or so. 
This is because most of them go to government hospital or public health centre which is located in the near by areas. For common diseases they approach these medical centers. When illnesses are of severe nature they approach private hospital. Even though the charges are high, many prefer private hospital due to the clean lines, less crowding and better treatment.

The Results of mean shows that the average medical expenditure of the sample respondents were Rs.356 per month in the study area, which seems to be quite high for people living  below poverty line it would be too high to pay towards medical expenses.  
                                   MEAN VALUE =   
[image: image4.wmf]å

n

fx







   =   21400/60





Mean
    = 356.66  

Sanitation Infrastructures:   

Adequate infrastructure helps people to improve their health. Provision of water supply is the most important componenent of health. Over large parts of the world, humans have inadequate access to potable water and use sources contaminated with disease vectors, pathogens or unacceptable levels of toxins or suspended solids. Drinking or using such water in food preparation leads to widespread acute and chronic illnesses and is a major cause of death and misery in many countries. Reduction of waterborne diseases is a major public health goal in developing countries. The availability of water in the study area is given in Table VI.

TABLE VI

              Availability of Drinking Water

	Sl.No
	Availability of Drinking Water Connection
	Number of Respondents


	Percentage

	1.
	Yes
	40
	60

	2.
	No
	20
	33

	Total
	60
	100


Source: Field Survey
In this study the respondents were asked to reveal the availability of water connection in their house. It was observed that 67 per cent of the respondents have their own water connection and only 33 per cent of the sample respondents depend on other source for getting drinking water.
Source of Water:

TABLE VII
Source of Water

	Sl.No
	Source
	Number Of Households
	Percentage

	1
	Private Tap
	36
	60

	2
	Public Tap
	24
	40

	Total
	60
	100


 Source: Field Survey
Water and sanitation go together in the process of creating good health and also in helping maintaining sustainable development. In the study area all the households get sufficient water but only thing is that they have to wait for some time. It could be observed from the table that 36 household (60 per cent) as tap connection within their houses and 24 (40 per cent) make use of public tap.

Waiting Time for Getting Drinking Water:

TABLE VIII

Waiting Time for Getting Drinking Water
	Sl.No
	Supply of Water per day
	Number of Households
	Percentage

	1
	1 hour
	9
	15

	2
	2 hours
	38
	63

	3
	More than two hours
	13
	22

	Total
	60
	100


Source: Field Survey
The respondents were asked to reveal the how long they had to wait for getting clean drinking water. It was observed that nine members reported that they have to wait one hour for water and 38 of them wait for two hours.  And the remaining 13 reported waiting for more than two hours. 
The women had to finish all the households’ chores and then come to fetch water. The waiting time is more in the recent times because the water supply is done only when there is electricity. With 10 to 11 hours of power cut, the frequent stoppage of water, the women have to wait endlessly near the public tap till their turn comes.
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The graph shows that majority of the respondents have to wait two hours for getting drinking water. It is concluded that water problem is severe in the study area. The respondents suggested that government should take necessary steps to overcome the problems related to drinking water.
Quality of the Water by Covering the Container:


The quality of drinking water has profound influence on the health. The survey made an enquiry with regard to the quality of water by asking them whether they kept water covered. It is observed from the table that nearly 84 percent of respondents kept water covered and only 10 respondents i.e. (nearly 17 per cent) of them kept water uncovered.

TABLE IX
Quality of the Water by Covering the Container
	Sl.No
	Coverage For The Water Container
	Number of Respondents
	Percentage

	1.
	Yes
	50
	83.33

	2.
	No
	10
	16.66

	Total
	60
	100


 Source: Field Survey
It is very important to cover the water pots in a proper way so that no insects and other objects would fall inside. It is essential to keep the container clean and tidy. One should not fill the container by putting water into the already existing stock. Once it is finished it should be cleaned thoroughly and it is advisable to keep the container under sun for an hour, so as to kill the jerms. This helps to prevent many sicknesses. Cleanliness is the key to health, so women should be educated to keep the water containers clean and covered.
Treatment of the Water:

TABLE X

Treatment of the water

	Sl.No
	Treatment
	Number of respondents
	Percentage

	1
	Chlorinated
	10
	17

	2
	Boiled
	26
	43

	3
	Other
	24
	40

	
	Total
	60
	100


Source: Field Survey

It was found out that 10 households (17 per cent) chlorinated 26 households (43 per cent) boiled water and they remaining households keep the water quality better by using conventional methods like adding roots, jerra, gooseberry’s, lemon, etc. This adds not only flavor to the water but also has high medical values. It keeps the body cool, and prevent certain ailments.
It is concluded that majority of the sample respondents were using water only after boiling. This help to reduce the major water borne diseases and improve the health status of the respondents.

GRAPH IV
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Also with regard to the treatment of water by the households themselves it was found out that 10 households (17per cent) chlorinated 26 households (43per cent) boiled water for using.
Importance of Washing Hands:
Yet another concept that has gained momentum in the recent past is washing of hands. Medical personnel emphasis the need to wash hands often in order to prevent many infection or diseases. It has been studied that washing hands often will reduce the incidence of sickness. 
TABLE XI

Importance of Washing Hands

	Sl.No
	Washing Hands
	Number Of Respondents
	Percentage

	1
	After Defecation

Yes

No
	60

-
	100

-

	2
	After cleaning baby’s bottoms

Yes

No
	44

16
	73

27

	3
	Before food preparation

Yes

No
	28

32
	47

53

	4
	Before eating

Yes

No
	45

15
	75

25


Source: Field Survey      
Though we trained children to wash hands before and after meals right from an early age, they tend to forget it and many a time just eat whatever they get with unclean hands. Adults also never bother to wash hands quit of it. Realising the importance of washing hands for betterment of health a question was asked to the respondents as to how many times they wash hands and how they wash. Their response is given in the above table XI.

All the 60 respondents stated yes, in that every one washed hands after defection. Forty four women respondents said that they washed hands after cleaning baby’s bottom an also have the habit of washing hands before preparing food. From among the sample there were only 28 women who washed hands before preparing food and 32 did not do so.
 
Further 45 women (75 per cent) washed hands before eating while the rest did not wash hands. The investigator tried to reason out for not washing hands before eating and it was some of the old ladies who reveled that they are not having the habit of washing hands.

Washing Habits of the Respondents:
TABLE XII

Washing Habits of the Respondents

	 Sl.No
	Wash Your Hands
	Number of Households
	Percentage

	1
	With water

a. yes

b. No
	50

10
	83

17

	2
	With soap

a. yes

b. No
	20

40
	33

67

	3
	With both hands

a. yes

b. No


	25

35


	42

58


    Source: Field Survey                                               


It is observed from the survey that 50 women were using only water to wash hands after these activities, and 20 women used soap to wash hands. While 25 of them thoroughly washed with both hands 35 of them did not practice that. Hence there is a great need to educate the women folk to wash hands with soap and then start any activities. This would be one major step towards achieving health security.
Toilet Facilities of the Sample Respondents:

TABLE XIII
Toilet Facilities of the Sample Respondents
	Sl.No
	Toilet facilities
	Number of households
	Percentage

	1
	Use of toilet

a. Private toilet

b. Public toilet
	25

35
	42

58

	2
	Away from House
a. ½ KM

b. 1 km
c. 2 KM
	35
-

-
	58

-

-

	3
	Pay for amount

a. 1 rupee

b. 2 rupee

c. 3 rupee
	-
35
-
	-
58

-


      Source : Field Survey
India is faced with the formidable task of handling 900 million liters of urine and 135 million kg of faucal matter per day with a totally inadequate system of collection and disposal. In most of the urban areas even on the streets where sewers have been laid, houses have not been connected in spite of municipal laws making such connection compulsory. Thus insanitation continues; in rural areas and 102 million households have no toilet facilities at all.
Adequate sanitation calls forth facility of having separate latrine for each household. It is observed from the table that many households in the study area were using public toilets. 35 households (58 per cent) use only public toilets and they have to go nearly ½ km to reach the toilet.
 These toilets provided by the government are to be used on payment basis. Each person have to pay Rupees two for using the toilet. Many people do not prefer this because it is not kept clean. Another notable feature is that some of the respondents were using open grounds for toilet purpose.  It was the economic status which keeps the people to live in poor insanitary condition. But most of them are willing to pay for better sanitation. They wanted either the government or private to take up the provision of water and sanitation.
Organization Preferred for Better Water and Sanitation Facility:
TABLE XIIV
Organization preferred for better water and sanitation facility

	Sl.No
	Organization
	Number of Respondents
	Percentage

	1
	Private  sector
	17
	28

	2
	Government
	34
	57

	3
	Co-operate sector
	6
	10

	4
	Others
	3
	5

	
	Total 
	60
	100


   Source : Field Survey
Table shows the preference of the organization for giving better water and sanitation facility. It is inferred that majority of the respondents i.e. 57 per cent  opined that government would provide better water and sanitation facility followed by   private sector ( 28 per cent)  with will provide better service  and 10 per cent of respondents felt that  co-operate sector will give better service. Only 5 per cent of respondents think that there is a need to arrange separate agency to solve the water and sanitation problem 
Recognizing the importance of Health in the process of economic and social development and improving the quality of life of our citizens the Government of India has launched the National Rural Health Mission in 2005 to carry out necessary architectural correction in the basic health delivery system. The mission adopts a synergistic approach by relating health to determinants of good health, viz. segments of nutrition, sanitation, hygine and safe drinking water. It also aims at mainstreaming the Indian Systems of medicine to facilitate health care. The plan of Action includes increasing public expenditure on health, reducing regional imbalance in health infrastructure, pooling resource manpower, integration of organizational structures, optimizations of health manpower, decentralization and district management of health programmes, community participation and ownership of assets , induction of management and financial personnel in to district health system, and operationalzing community health centers in to functional hospitals meeting Indian public health standards in each block of the country. The goal of the mission is to improve the availability of and asses to quality health care by people, especially for those residing in rural areas, the poor women and children 
The core strategies include training and enhancing the capacity of Panchayati Raj Institutions (PRIs) to own, control and manage public health services, promote access to improved health care and household level through the female health activist (ASHA), health plan for each village through village health committee of the panchayat, strengthening existing sub-centre, PHCs and CHCs for improved curative care to a normative standard.

An important premise of the NRHM is the involvement of the community .Starting from the need assessment, decentralized participatory planning, industrial arrangements, fund managements selection and training accredited Social Health Activist (ASHA), monitoring of the NRHM, the Panchayat Raj Representative, NGOs etc. have been involved in the health mission. This idea has been taken from moderate success of the education programmes like the Sarva Shiksha Abhiyanwhere the involvement of the community has resulted in activity some success in the respective developmental programmes.
CHAPTER V
SUMMARY AND CONCLUSION

 The summary and conclusion of the current study entitled “Dimensions and Performance of Health Services: With Special Reference to Water and Sanitation” is given in this section.
Half a century of efforts by WHO, UNICEF and other international organizations to improve water and sanitation conditions around the world have contributed to global awareness, the establishment of international programmes and the strengthening of national institutions. In the 1990s this afforded improved water supply for more than 800 million people and sanitation for around 750 million people. However, despite the intensive efforts of many institutions at the national and international levels, nearly 1.1 billion people still remain without access to improved sources of water, and about 2.4 billion have no access to any form of improved sanitation services. As a consequence, 2.2 million people in developing countries, most of them children, die every year from diseases associated with lack of safe drinking-water, inadequate sanitation and poor hygiene. 

Access to safe water and to sanitary means of excreta disposal are universal needs and, indeed, basic human rights. They are essential elements of human development and poverty alleviation and constitute an indispensable component of primary health care. There is evidence that provision of adequate sanitation services, safe water supply, and hygiene education represents an effective health intervention that reduces the mortality caused by diarrhea disease by an average of 65 per cent and the related morbidity by 26 per cent. Inadequate sanitation, hygiene and water result not only in more sickness and death, but also in higher health costs, lower worker productivity, lower school enrollment and retention rates of girls and, perhaps most importantly, the denial of the rights of all people to live in dignity.

With this background the present study is attempted with the following objectives.

· To examine the socio-economic states of selected households in a rural area.

· To assess the availability of water and sanitation infrastructure in the area.

· To analyze the relationship between sanitation and health among the selected households.

· To suggest measures to improve the set up

Major Findings:

· In the current study there were 45 members (20 per cent) who were in the age group of 0-14 years. And 45 members (65 per cent) are in the productive age group i.e. 15-54. It is interesting to observe that people in the elderly group were also involved in some kind of job like clearing the weeds, plucking some crops or such kind of agricultural activity. It is concluded that even at this age people are working to earn some thing for their daily bread. 

· In the study 12 families’ lives in joint families system and 48 families are in the nuclear families. With regard to the size of the family, the majority i.e. 50 households (83 per cent) have 3-4 members while only six households (10per cent) have more than five members in the family and only four respondents have only two members in the family.
· In the study, it is observed that 17 percent have only primary education and 31 percent have secondary education. There were only 13per cent of respondents have qualification at college level. Another notable feature is that 19 per cent of were illiterates also living in the study area. 
·  The occupational status of the respondents reveals that there were 22 (14 percent)  were working in private concern mainly in Textile shop, Jewelry shop, provision stores etc. The average working time in the private firm is 12 hours per day and also earns income ranging from Rs.5000 to 7000 per month. Among the total respondents 42 of them were agriculturist, 32 mill workers and 38 respondents working as Cooley for living .Another notable feature is that five respondents were engaged in various business activity and 18 respondents were doing self employment for their living.

· The study analyzed the total family income of the selected households and there were 16 households who get a monthly income of less than Rs 5000. Around 23per cent of respondents belongs to the income level of Rs 5000 to 10000 and 38 per cent were in the income level of Rs10000-15000.  And only 3 per cent of respondents earn income above Rs 20000. 

· Among the 60 selected households 58 (97 per cent) of them were permanent residents and the rest of them had occupied only for the past two years. With regard to the type of houses they occupy it was found out that 20 respondents were living in own house and the remaining household had to pay a rent.
·  The health status of the selected households reveals that nearly one- third of the people were affected by Diarrhea and Dysentery. Around 32 per cent have the problem of diarrhea and 33 per cent have the problem of dysentery. Seventeen percentage of respondents reveals that typhoid was a major diseases followed by malaria which affected seven percentage of the households.

·  Children are the major victims of water borne disease followed by women and elderly people. But only 13 percent of men were affected these diseases.

· The incidence of illness affecting the household members was taken up for the study. It was noticed that 17 members (28 per cent) fall sick at least once a month while 20 members (33 per cent) are affected by such illness twice a month and 22 per cent of respondents affected within two month, only ten percent six month once.
· These days many people find it difficult to get proper treatment because of high medical expenses. In the study area it was reported that 20 household (33 per cent) were spending Rs 201-300 per month towards medical expenses. The five households were in the next two classification spending 401-500 and above 500. The rest of them spend less than Rs 200 or so.

· In this study the respondents were asked to reveal the availability of water connection in their house. It is observed that 67 percent of the respondents have their own water connection and only 33 percent of the sample respondents were depend on other source for getting drinking water.

· In the study area all the households get sufficient water but only thing is that they have to wait for some time. It could be observed that 36 household (60 per cent) as tap connection within their houses and 24 (40 per cent) make use of public tap.

· The respondents were asked to reveal the how long they have to wait for getting clean drinking water. It was observed that nine members reported that they have to wait 1 hour for water and 38 of them for two hours.  And the remaining 13 keeps waiting for more than two hours
· The survey made an enquiry with regard to the quality of water by asking them whether they kept water covered. It is observed that nearly 84 percent of respondents kept water covered and only 10 i.e. (nearly 17 per cent) of them kept water uncovered.
· With regard to the treatment of water by the households themselves it was found out that 10 households (17%) chlorinated, 26 households (43%) boiled water and the remaining households keep the water quality better by using conventional methods like adding roots, jerra, gooseberry’s, lemon, etc.

· All the 60 respondents stated yes, in that every one washed hands after defection. Forty four women respondents said that they washed hands after cleaning baby’s bottom and also have the habit of washing hands before preparing food. From among the sample there were only 28 women who washed preparing food and 32 did not do so.
· Further 45 women (75per cent) washed hands before eating while the rest did not wash hands. The investigator tried to the reason for not washing hands before eating and it was some of the old ladies who reveled that they are not having habit of washing hands.

· Further 50 women use only water to wash hands after these activities 20 women used soap to wash hands. While 25 of them thoroughly washed with both hands 35 of them did not practice that. 
· It is observed from the study that many households in the study area were using public toilets. Thirty five households (58 per cent) use only public toilets since they have to go nearly ½ km to reach the toilet. These toilets provided by the government to use it on payment basis. Each person have to pay rupees 2 for using the toilet .Through many people do not prefer this because it is not kept clean. Another notable feature is that some of the respondents were using open grounds for toilet purpose. 
·  The preference of the organization for giving better water and sanitation facility was taken up. It is inferred that majority of the respondents i.e. 57 percent were opines that government would provide better water and sanitation facility followed by   private sector (28 per cent)  will provide better service  and 10 percent of respondents felt that  co-operate sector will give better service. Only five percent of respondents think that there is a need to arrange separate agency to solve the water and sanitation problem. 

Conclusion:
Rural areas bear a greater brunt of diseases due to poor sanitation. The current study focused on these aspects in a selected village in a rural area. It was found that most of the households did not enjoy the benefits of private toilets and potable drinking water. This affects their health and it was children who were mostly affected. If this basic facilities are ovement in the health status of the members.
Some of the suggestion that emerge from the study are listed here 

· General awareness need to be created among the households members to keep the home and surrounding clean.
·  New method and programmes should be introduced for people water and sanitation for all.

· Extra care need to be taken for personnel hygiene. To give a financial assistance to build latrine to the common people.
·  To made a people water and sanitation facility.

· Government should take efforts to construct and provide toilets to all households in the area.
· The municipality is taking all measures to keep all area clean but many a times several areas escape their attention. No proper cleaning is done in public toilets and poses great threat to the general public. Hence care need to be taken for regular cleaning of toilets.

· Regular water supply is need to be ensured.

· Women need to be educated to boil water before drinking.

·  Educating the women to keep the container closed need to be emphasized.

· Washing hands regularly reduces the incidence of sickness. Women should do this and make it a regular practice.     
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