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I 

A decade ago, health professionals were worried about communicable 

diseases of childhood or the effects of malaria, polio, malnutrition, small pox, 

tuberculosis, cholera and other traditional ailments. Today, urban India is 

more concerned with degenerative and man made disease like AIDS, with 

India having the largest AIDS-infected population in the world (5.7 million 

adults and children in 2005), or lifestyle diseases like stress, diabetes, cancer 

and cardiovascular problems stemming from unhealthy diet, smoking and lack 

of regular exercise. If, countries too like human beings, volunteered for 

comprehensive health checks, India's diagnostic chart 2006 would show some 

interesting squiggles and wiggles. The verdict? The country is going through 

what experts call a 'health transition", a term used to describe visible shifts in 

demographics, changing lifestyles, behaviour and disease patterns. 

For the first time in human history, the number of overweight rivals 

out numbered the underweight, according to a report from the World Watch 

Institute, a Washington, DC-based research organization. In 1999, the world's 

underfed population was 1.1 billion showing a decline since 1980, while the 

number of overweight people was 1 . l  billion showing an increase (Gardner 

and Brian, 2000). At the other end of the malnutrition scale, obesity is one of 

today's most blatantly visible - yet most neglected - public health problems 

(WHO, 2002). Malnutrition, as understood now, encompasses a whole 

spectrum of nutritional disorders including overweight and obesity. The 

public health impact is enormous: more than half of the world's disease 



burden measured in "years of healthy life lostw-is attributable to hunger, 

overeating, and widespread vitamin and mineral deficiencies. Paradoxically 

coexisting with under nutrition, an escalating global epidemic of overweight 

and obesity is taking over many parts of the world. If immediate action is not 

taken, millions will suffer from an array of serious health disorders. 

Obesity is a complex condition with serious social and psychological 

dimensions, that affects virtually all age and socio-economic groups and 

threatens to overcome both developed and developing countries. The hungry 

and the overweight share high levels of sickness and disability, shortened life 

expectancies, and lower levels of productivity-each of which is a drag on a 

country's development. In 1995, there were an estimated 200 million obese 

adults worldwide and another 18 million under-five children classified as 

overweight. As of 2000, the number of obese adults has increased to over 300 

million. Contrary to conventional wisdom, the obesity epidemic is not 

restricted to industrialized societies; in developing countries, it is estimated 

that over 1 15 million people suffer from obesity-related problems. 

Generally, although men have higher rates of overweight, women have 

higher rates of obesity. For both, obesity poses a major risk for serious diet- 

related non-communicable diseases, including diabetes mellitus, 

cardiovascular disease, hypertension and stroke, and certain forms of cancer. 

Its health consequences range from increased risk of premature death to 



Thattil 3 

serious chronic conditions that reduce the overall quality of life (International 

Obesity Task Force, 1997). Obesity in the developing world can be seen 

because of a series of changes in diet, physical activity, health and nutrition, 

collectively known as the 'nutrition transition.' 

As poor countries become more prosperous, they acquire some of the 

benefits along with some of the problems of industrialized nations. These 

include obesity. Since urban areas are much advanced in the transition than 

rural ones, they experience higher rates of obesity. Cities offer a greater range 

of food choices, generally at lower prices. Urban work often demands less 

physical exertion than rural work. In addition, as more and more women work 

away from home, they may be too busy to shop for, prepare and cook healthy 

meals at home. The fact that more people are moving to the city compounds 

the problem. In 1900, just 10% of the world population inhabited cities; 

today, it is 50%. 

There is increasing evidence that children and adolescents of affluent 

families are overweight. It is possibly because of decreased physical activity, 

sedentary lifestyle, altered eating patterns with more fat content in the diet as 

found in some studies (Umesh Kapil et al, 2002). Only 19% of school 

children were found to be engaged in outdoor activities while 90% of the 

obese children did not engage in any outdoor activity at all. Several other 

studies in India (Vedavati Subramanyam, 2003) have shown that changes in 



dietary patterns, physical activity levels, life styles associated with affluence 

and migration to urban areas are related to increasing frequencies of obesity 

and the risk of diseases, such as coronary heart disease and diabetes. Four 

percent of males and 14% of females above 40 years in India are obese 

(Vedavati Subramanyam, 1997). 

The problem of obesity was found to be more prevalent in the upper- 

middle class than among slum dwellers according to a study in Delhi by the 

Nutrition Foundation of India. As against the prevalence rate of obesity of 1% 

for males and 4% for females in the slums, the corresponding figures for the 

high-income group among the middle class were 32.2% and 50% 

respectively. Apart from dietary errors and excesses, the lack of regular 

physical exercise among urban middle class persons with sedentary 

occupations is a major contributor to overweight and obesity (Vedavati 

Subramanyarn, 1997). With regard to obesity in adolescents, during 1963-80, 

the prevalence of childhood obesity increased by 54% among 6-1 1 year old 

and 39% among adolescents (12-17 years); severe obesity increased by 98% 

and 64% respectively. In 1999, 13% of children aged 6- 1 1 years and 14% of 

adolescents aged 12-19 years in the US were overweight; the prevalence has 

nearly tripled for adolescents in the past two decades. Risk factors for heart 

disease, such as high cholesterol and high blood pressure, occur with 

increased frequency in overweight children and adolescents compared to 

children with a healthy weight. Type-I1 diabetes, previously considered an 



adult disease, has increased considerably in children and adolescents. 

Overweight and obesity are closely linked to Type- I1 diabetes. 

Overweight adolescents have a 70% chance of becoming overweight 

or obese adults. This increases to 80% if one or more parent is overweight or 

obese. The immediate consequence of overweight as perceived by the 

children themselves is social discrimination. This is associated with poor self- 

esteem and depression. Overweight in adolescents may have deleterious 

effects on their subsequent self-esteem, social and economic characteristics, 

and physical health (SGC, 2000). Overweight in children/adolescents mainly 

caused by lack of physical activity, unhealthy eating patterns, or a 

combination of both with genetics and lifestyle playing important roles in 

determining a child's weight. Television, computer and video games 

contribute to children's inactive lifestyles; 43% of adolescents watch TV for 2 

hourslday. Children, especially girls, become less active as they move through 

adolescence. Food preferences developed in childhood remain constant into 

adulthood. In a society that boasts "super size" meals, all-you-can-eat buffets 

and spends multi million of rupees advertising to youngsters, it can be quite a 

challenge for a child to develop good eating habits. Children are eating more 

meals away from home and those meals are often high in fat and low in fiber- 

rich carbohydrates such as fruits, vegetables and whole grains. It is easy for 

children to consume high fat, calorie-dense foods because many kids are 



provided with pocket money, have the freedom of choice in meals, especially 

breakfast, and lunch (Jennifer Gargiulo, 200 1). 

Another trend that is important to mention is the shift from drinking 

milk to more non-citrus juices, juice drinks and other calorie-dense beverages. 

Excessive juice consumption can lead to tooth decay and, (in studies where 

children consumed more than 340 m1 a day, found to be associated with 

increased obesity and reduced height in 2-5 year old children. Large number 

of overweight children entering adulthood together with weight gain in 

adulthood an enormous burden - human suffering, lost productivity, and 

health care expenditures (Jennifer Gargiulo, 200 1). 

Cost of obesity-related diseases accounts for 2-8% of the total health 

care expenditure (International Obesity Task Force, 1997). A recent study 

shows a significant increase in costs with increasing BMI, from Euro 

8llmonth for subject with 25<BMI <30, to Euro 112.5lmonth for subjects 

with 30 < BMI<40, to Euro 162lmonth for individuals with BMI>40 

(P<0.0001, Kruskall Wallis test). The most important item of cost was 

hospital care (64% of total costs), followed by drugs (7%), diagnostics, 

laboratory exams and physicians' visits (6% each), indicating that the major 

component of the cost of obesity and overweight is not prevention and 

treatment, but the care for complications (Lorenzo Gmantovani et al, 2002). 



The National Institute of Public Health in Stockholm estimates that 4% 

of Disability-Adjusted Life Year (DALY) lost in the European Union is due 

to overweight and obesity. Cardiovascular diseases and cancer, together with 

diabetes, account for about 30% of the total DALYs lost every year in WHO'S 

European Region. Preliminary analysis from the Institute of Public Health in 

Sweden suggests that 4.5% of DALYs are lost in EU countries due to poor 

nutrition, with an additional 3.7% and 1.4% due to obesity and physical 

inactivity. The total percentage of DALYs lost related to poor nutrition and 

physical inactivity is therefore 9.6%, compared with 9% due to smoking. 

Obesity is a serious illness that can lead to many medical complications. It is 

relatively rare (unfortunately) for physicians to treat obesity itself because it is 

a difficult long-term process to treat effectively. However, treatment for 

complications are done at enormous cost and the complications include 

hypertension, diabetes, cancer, heart attacks, strokes, degenerative arthritis, 

high cholesterol, gallstones, sleep disorders and depression. These confer 

increased morbidity and mortality on persons who are obese. Obesity is also 

directly responsible for loss in quality of life through a reduced capacity to 

perform a range of common daily activities, and through social and 

psychological effects. It is relatively rare (unfortunately) for physicians to 

treat obesity itself because it is a difficult long-term process to treat 

effectively. 



Hygiene 

Hygiene is commonly understood as preventing infection through 

cleanliness. In broader call, scientific term hygiene is the maintenance of 

health and healthy living. Hygiene ranges from personal hygiene, through 

domestic up to occupational hygiene and public health; and involves healthy 

diet, cleanliness, and mental health. 

The term hygiene originates as a reference to "Hygieia", who was a 

daughter of Asclepius and the goddess of health, cleanliness and sanitation. 

Outward signs of good hygiene include the absence of visible dirt (including 

dust and stains on clothing) or of bad odour/smells. Since the development of 

the germ theory of disease, hygiene has come to mean any practice leading to 

the absence of harmful levels of bacteria. 

Good hygiene is an aid to health, beauty, comfort, and social 

interactions. It directly aids in disease prevention andlor disease isolation. i.e., 

good hygiene will help keep one healthy and thus avoid illness. If one is ill, 

good hygiene can reduce one's contagiousness to others.) Washing (with 

water) is the most common example of hygienic behaviour. Washing is often 

done with soap or detergent that helps to remove oils and to break up dirt 

particles so they may be washed away. Frequent hand washing is one among 

the most common hygienic advice. Hygienic practices-such as frequent hand 

washing or the use of autoclaved (and thus sterilized) water in 



surgery/medical operations-have a profound impact on reducing the spread 

of disease, this is because they kill or remove disease-causing microbes 

(germs) in the immediate surroundings. For instance, washing one's hands 

after using the toilet and before handling food reduces the chance of spreading 

E. coli bacteria and Hepatitis A, both of which are spread from faecal 

contamination of food. Thus adequate hygiene requires an adequate and 

convenient supply of clean water. 

A four-phased School Sanitation and Hygiene Education (SSHE) 

programme, jointly organised by the United Nations International Children 

Emergency Fund and the District Rural Development Agency, to improve the 

health of school children through better hygiene and sanitation practices, have 

begun in Tuticorin district in Tamil Nadu (School Sanitation and Hygiene 

Education' begins, 2006). 

One of the salient features and objectives of the SSHE project is that it 

would ensure safe, secure and healthy environment for the school children 

and equip them to face the challenges in the life in a better manner. Saying 

that open defecation posed health threats, the programme was formulated to 

create awareness of the potential health and subsequent economic benefits of 

proper sanitation facilities. The UNICEF sources said that estimates suggested 

that about 65 percent of the country's population still defecate in the open, 



with a faecal load of 2 lakh tonnes per day finding its way to the soil and 

water bodies contaminating them with pathogens. 

The programme would further tell the children to wash their hands 

with soaps after each visit to the toilet and use purified water for consumption 

to prevent dysentery, gastroenteritis etc. In all, the children would be taught 

to realise their rights to a healthy and safe learning environment (Hindu, 

2006). 

Violence in Schools 

What are the differences between conflict and violence? If two 

students are yelling at one another, is that violence? If they are yelling and 

shoving, is that violence? If they are making threats toward each other, is that 

violence? The answers are not always clear. Each person, each family, each 

school, and each community may have a unique definition of conflict and 

violence. 

Conflict is a natural part of relating to others. Conflict is also a great 

teacher. When handled well, it can increase our understanding of ourselves 

and lay the foundation for creative solutions. However, conflict too often 

leads to violence. 

What do we know about violence in schools? Sometimes, it seems 

inevitable. Educator Leroy Robinson tells us that secondary students body 



language keep changing since they are together for eight hours a day. There 

are going to be some types of altercations" (Currie C, Hurrelrnann K, 

Settertobulte W, Smith R, Todd J, eds. Health and Health Behaviour Among 

Young People, 2000) 

By violent behaviour, means serious and extreme behaviour that is 

intended to cause physical harm to another person. This behaviour can be 

distinguished from aggressive behaviour, which is often less extreme and 

more normative and is not necessarily limited to physical harm. From a 

practical perspective, however, studies have rarely differentiated aggressive 

behaviour from violent behaviour, although some have indicated differences 

in the seriousness of the aggressive acts measured (e.g., pushing and shoving 

versus using a knife). Thus, considering the studies that focused on either 

aggression or violence, noting the seriousness of behaviours should be 

measured whenever possible. Because violence as an extreme form of 

antisocial and delinquent behaviour, often occurs as part of a general 

involvement in antisocial behaviour, and is not frequently studied apart from 

other types of antisocial behaviour, hence studies related to serious antisocial 

behaviour and delinquency should also be considered. Besides, it is 

acknowledged that not all antisocial and delinquent behaviour, such as use of 

drugs or burglary, is violent or aggressive, but such behaviours typically are 

highly correlated with violence and aggression. In addition, focus is confined 

to violence that is not self-inflicted (e.g., suicide) or carried out as a socially 



sanctioned behaviour (e.g., police and military actions). These forms of 

violence may be undesirable, but they are of a different nature with regard to 

impact, causes, outcomes, and need for intervention than the behaviours we 

have examined. 

Many psychologists and clinical psychiatrists compile extensive lists 

and do studies on what may be the cause of school violence. The only 

common denominator that exists between them all is the fact that there is no 

one determining factor. School violence does not start in the school. Most 

behaviour is learned responses to circumstances and situations that are 

exhibited in our everyday life. Home life conditions are influences on all 

children. If a child grows up in a home where one of the parents is abused, 

whether verbally or physically, the child will take this as the norm. 

Like all problems that exist in today's society, school violence will not 

go away overnight. It is a concern that will require diligent work of all parties 

combined. Parents, teachers, police, counsellors, and communities should 

work together with the students guiding them in the right direction, giving 

them the tools necessary to become non-violent individuals. Providing a safe 

environment in which they can learn and grow thus lessening the fears 

produced by outside forces, and help them to mature into responsible adults. 

There will always be someone who wants to hurt them or cause trouble 



because of an insecurity that they are suffering, but with the proper instruction 

students can handle their problems in a non-violent way. 

The rising prominence of adolescent violence among national concerns 

has prompted increasing demands for efforts to curb this urgent problem. 

These demands have resulted in a torrent of programmes by schools, 

neighbourhood organizations, police, courts, social services, and health 

agencies. Unfortunately, the effectiveness of these programs are seldom been 

tested. Most have been local community responses, packaged curricula that 

can be "plugged into" ongoing classes, or attempts to apply programmes 

developed for other problems. Although often based on good intentions and 

promising ideas, these programmes have rarely been subjected to empirical 

evaluation of their actual impact on adolescent violence. It is common to find 

groups claiming the effectiveness of a programme simply because either it has 

existed for a substantial period or it serves a large number of persons or 

because testimonials have been collected from clients and authority figures. 

Mental Health 

It is not unusual for young people to experience "the blues" or feel 

"down in the dumps" occasionally. Adolescence is always an unsettling time, 

with the many physical, emotional, psychological and social changes that 

accompany this stage of life. 



Unrealistic academic, social, or family expectations can create a strong 

sense of rejection and can lead to deep disappointment. When things go 

wrong at school or at home, teens often overreact. Many young people feel 

that life is not fair or that things "never go their way." They feel "stressed out" 

and confused. To make matters worse, teens are bombarded by conflicting 

messages from parents, friends and society. Today's teens see more of what 

life has to offer - both good and bad - on television, at school, in 

magazines and on the Internet. They are also forced to learn about the threat 

of AIDS and drugs, even if they are not sexually active or using drugs. 

Teens need adult guidance more than ever to understand all the 

emotional and physical changes they are experiencing. When teens' moods 

disrupt their ability to function on a day-to-day basis, it may indicate a serious 

emotional or mental disorder that needs attention. 

Adolescent depression is increasing at an alarming rate. Recent surveys 

indicate that as many as one in five teens suffers from clinical depression. 

This serious problem calls for prompt, appropriate treatment. Depression can 

take several forms, including bipolar disorder (formally called manic- 

depression), which is a condition that alternates between periods of euphoria 

and depression. 

Depression can be difficult to diagnose in teens because adults may 

expect teens to act moody. In addition, adolescents do not always understand 



or express their feelings very well. They may not be aware of the symptoms 

of depression and may not seek help. 

These symptoms may indicate depression, particularly when they last for 

more than two weeks: 

Poor performance in school 

Withdrawal from friends and activities 

Sadness and hopelessness 

Lack of enthusiasm, energy or motivation 

Anger and rage 

Overreaction to criticism 

Feelings of being unable to satisfy ideas 

Poor self-esteem or guilt 

Indecision, lack of concentration or forgetfulness 

Restlessness and agitation 

Changes in eating or sleeping patterns 

Substance abuse 

Problems with authority 

Suicidal thoughts or actions 

Teens may experiment with drugs or alcohol or become sexually 

promiscuous to avoid feelings of depression. Teens also may express their 



depression through hostile, aggressive, risk-taking behaviour. Nevertheless, 

such behaviours only lead to new problems, deeper levels of depression and 

destroyed relationships with friends, family, law enforcement or school 

officials. 

The suicide attempts among young people may be based on long- 

standing problems triggered by a specific event. Suicidal adolescents may 

view a temporary situation as a permanent condition. Feelings of anger and 

resentment combined with exaggerated guilt can lead to impulsive, self- 

destructive acts. 

Four out of five teens those who have attempted suicide have given 

clear warnings. Pay attention to these warning signs: 

Suicide threats, direct and indirect 

Obsession with death 

Poems, essays and drawings that refer to death 

Dramatic change in personality or appearance 

Irrational, bizarre behaviour 

Overwhelming sense of guilt, shame or rejection 

Changed eating or sleeping patterns 

Severe drop in school performance 

Giving away belongings 



When adolescents are depressed, they have a tough time believing that 

their outlook can improve. However, professional treatment can have a 

dramatic impact on their lives. It can put them back on track and bring them 

hope for the future. 

When teens feel down, there are ways they can cope with these 

feelings to avoid serious depression. ,All of these suggestions help develop a 

sense of acceptance and belonging that is so important to adolescents. 

Try to make new friends. Healthy relationships with peers are central 

to teens' self-esteem and provide an important social outlet. 

Participate in sports, job, school activities or hobbies. Staying busy 

helps teens focus on positive activities rather than negative feelings or 

behaviour. 

Join organizations that offer programs for young people. Special 

programs geared to the needs of adolescents help develop additional 

interests. 

Ask a trusted adult for help. When problems are too much to handle 

alone, teens should not be afraid to ask for help. 

But sometimes, despite everyone's best efforts, teens become 

depressed. Many factors can contribute to depression. Studies show that some 

depressed people have too much or too little of certain brain chemicals. Also, 

a family history of depression may increase the risk for developing 
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depression. Other factors that can contribute to depression are difficult life 

events (such as death or divorce), side effects from some medications and 

negative thought patterns. 

It is extremely important that depressed teens receive prompt, 

professional treatment. Depression is serious and, if left untreated, can worsen 

to the point of becoming life threatening. If depressed teens rehse treatment, 

it may be necessary for family members or other concerned adults to seek 

professional advice. 

Therapy can help teens understand why they are depressed and learn 

how to cope with stressful situations. Depending on the situation, treatment 

may consist of individual, group or family counselling. Medications that can 

be prescribed by a psychiatrist may be necessary to help teens feel better. 

Some of the most common and effective ways to treat depression in 

adolescents are: 

Psychotherapy provides teens an opportunity to explore events and 

feelings that are painful or troubling to them. Psychotherapy also 

teaches them coping skills. 

Cognitive-behavioural therapy helps teens change negative patterns 

of thinking and behaving. 



Interpersonal therapy focuses on how to develop healthier 

relationships at home and at school. 

Medication relieves some symptoms of depression and is often 

prescribed along with therapy. 

When depressed adolescents recognize the need for help, they have 

taken a major step toward recovery. However, remember that few adolescents 

seek help on their own. They may need encouragement from their friends and 

support from concerned adults to seek help and follow treatment 

recommendations (NMHA, 2006). 

India, the second most populated country of the world with a population of 

1.027 billion, is a country of contrasts. It is characterized as one of the world's 

largest industrial nations, yet most of the negative characteristics of poor and 

developing countries define India too. The population is predominantly rural, 

and 36% of people still live below poverty line. 

There is a continuous migration of rural people into urban slums 

creating major health and economic problems. India is one of the pioneer 

countries in health services planning with a focus on primary health care. 

Improvement in the health status of the population has been one of the major 

thrust areas for social development programmes in the country. However, 

only a small percentage of the total annual budget is spent on health. Mental 

health is part of the general health services, and carries no separate budget. 



The National Mental Health Programme serves practically as the 

mental health policy. Recently, there was an eight-fold increase in budget 

allocation for the National Mental Health Programme for the Tenth Five-Year 

Plan (2002-2007). India is a multicultural traditional society where people 

visit religious and traditional healers for general and mental health related 

problems. However, wherever modern health services are available, people do 

come forward. India has a number of public policy and judicial enactrnents, 

which may affect mental health. These have tried to address the issues of 

stigma attached to the mental illnesses and the rights of mentally ill people in 

society. A large number of epidemiological surveys done in India on mental 

disorders have demonstrated the prevalence of mental morbidity in rural and 

urban areas of the country and are comparable to global rates. Although India 

is well placed as far as trained workers in general health services is 

concerned, the mental health trained personnel are quite limited, and these are 

mostly based in urban areas. Considering this, development of mental health 

services has been linked with general health services and primary health care. 

Training opportunities for various kinds of mental health personnel are 

gradually increasing in various academic institutions in the country and 

recently, there has been a major initiative in the growth of private psychiatric 

services to fill a vacuum that the public mental health services have been slow 

to address. A number of non-governmental organizations have also initiated 

activities related to rehabilitation programmes, human rights of mentally ill 



people, and school mental health programmes. Despite all these efforts and 

progress, a lot has still to be done towards all aspects of mental health care in 

India in respect of training, research, and provision of clinical services to 

promote mental health in all sections of society (Khandelwal et al, 2004). 

Tobacco Use 

Researchers have found that children in India smoke more tobacco at a 

younger age, which could indicate a new wave of tobacco use in developing 

countries. The result shows that sixth-grade students in Delhi and Chennai 

used significantly more tobacco than eighth-grade students (Liz Bryan, 2006). 

Early use of tobacco predicts greater likelihood of addiction, longer lifetime 

use, and higher rates of lung cancer. 

The difference in rates of tobacco use strongly suggests that sixth- 

grade students in urban India use tobacco at two to four times the rate that 

eighth graders. These findings warrant confirmation and early intervention in 

young students. 

Perry and her colleagues (2002) surveyed more than 11, 600 students 

in the sixth and eighth grades at 32 schools in Delhi and Chennai, India about 

their use of chewing tobacco, cigarettes, and bidis (hand-rolled cigarettes). 

They also found that male students were more likely to smoke tobacco than 

female students, and those that attended government schools smoked more 

than private school students. 



The study busts the commonly held belief that higher-grade students 

use tobacco products more. Besides, significant differences may also found in 

the use of various kinds of tobacco in accordance to the school, whether 

government or private on the basis of sex, age, and grade. 

Eleven percent of the surveyed girls (5226) were found to be using 

tobacco. "Many did so since it was fashionable," the study says. This study, 

incidentally, also matches the national data available from National Sample 

Survey (NSS), which shows that tobacco consumption is on the rise among 

women. 

According to the study, while students in private schools said they used 

tobacco due to the "negative influence of peer group," those in government 

schools believed it was "fun" to smoke with friends and "the rings of smoke 

fascinated them." 

"Government school students also referred to smoking styles of heroes 

in films that glamorized the act of smoking. They found the advertisements of 

cigarettes, beedis and chewing tobacco to be attractive," says Dr Reddy. 

"Children are receptive to advertisements even if they are surrogate." 

The study corroborates the 2005 report on 'Tobacco Control in India' 

brought out by the Ministry of Health and Family Welfare, which found that 

between 11 and 22 per cent of school-going students in Mumbai smoke 

tobacco. 



Tobacco use continues to be the leading cause of preventable death 

worldwide. The burden of tobacco use, however, is shifting from developed to 

developing countries. By 2030, scientists estimate that 10 million people per 

year will die from tobacco use, with 70 percent of those deaths occurring in 

developing countries. 

As the United States continues to struggle with the practice of smoking 

and its links to cancer and other illnesses, less-developed nations are facing 
" 

even more staggering challenges around tobacco use. 

In middle- and low-income countries like India, for instance, between 

68,000 and 84,000 children take up smoking every day, compared to roughly 

14,000 a day in high-income countries. Thus more than 80 percent of the 

world's 1.1 billion smokers live in low- and middle-income nations, where 

tobacco consumption is on the rise. 

These and other alarming statistics helped inspire Dana-Farber's 

Glorian Sorensen, PhD, MPH, to spend five sabbatical months in India this 

past year studying tobacco use among teachers and workers. Supported by a 

Fulbright Award, she lived in Mumbai (formerly Bombay) and collaborated 

with colleagues at the Tata Institute of Fundamental Research, the Tata 

Memorial Hospital, and other organizations. 



According to a recent release from the World Health Organization 

Representative to India, India counts an estimated 250 million tobacco users 

and more than 800,000 related premature deaths each year. 

Addressing the topic in India is complicated by regional differences in 

usage and the multitude of tobacco products available there, ranging from 

cigarettes, cigars, and bidis (traditional leaf-wrapped unfiltered cigarettes) to 

smokeless tobacco options that are inhaled, chewed, or placed against the 

gums. 

Sorensen looked at the educational and occupational variations in 

tobacco use in a large sample of residents, collected in the 1990s, in Mumbai, 

a city of 10 million. The team's analysis, to be published in the American 

Journal of Public Health, indicates that tobacco consumption in India, as in 

the West, is more common anlong low-income and less-educated populations. 

This problem puts an especially big strain on unemployed and 

homeless individuals in India, according to Sorensen. "People who have very 

limited incomes and are addicted to tobacco are making choices to buy it to 

feed their addiction, rather than feed themselves and their children." 

Another project, Sorensen examined tobacco use from the perspective 

of teachers. Tapping data from two major international surveys (the Global 

School Personnel Survey and the Global Youth Tobacco Survey), she and 

colleagues compared consumption patterns and prevention efforts among 



educators in two Indian states: Bihar, where 78 percent of teachers consume 

it, and Maharashtra, where 3 1 percent do. 

In Bihar schools (Bihar - located in the northeast of India, just south 

of Nepal) they learned, tobacco-control policies were virtually nonexistent, 

and few teachers taught students about avoidance. Nearly 60 percent of all 

students who were taken as subjects in 2000 used tobacco products, and their 

use is "deeply embedded in the social fabric of the community," the paper 

states. 

On the contrary, in Maharashtra, the west-coast state containing 

Mumbai, about 13 percent of students said they were users. More than one- 

fourth of teachers said tobacco use was prohibited at school, and instruction 

about health risks and prevention was much more common than in Bihar, a 

poorer and more rural state. Such teaching was strongly linked with having 

tobacco-control policies for staff and students and with teachers' own habits. 

The researcher underscores the importance of developing and 

enforcing such policies and programs. "Given that the majority of tobacco 

users take up use in their teens and that the risks of tobacco use are highest 

among those who start smoking early and continue for prolonged periods, it is 

of paramount importance that successful prevention efforts are implemented 

in these regions," Sorensen CO-wrote in an article to be published in 

Preventive Medicine. 



TO complement the data analysis, Sorensen and colleagues conducted 

focus groups in a dozen rural and urban schools in the two states. They asked 

teachers (in either English or Indian languages) why some consume tobacco, 

what they teach in the classroom, and what they know about the related health 

hazards. Some participants described the social pressures to smoke or chew 

- and the lack of support available for stopping (Glorian, 2004). 

Alcohol and Other Drug Use 

Alcohol use starts early in life, between the beginning and the middle 

of adolescence, with peers or even at home (Laranjeira, 1996). This use has 

medical, psychological and social implications, and can be, for many people, 

the beginning of a course that leads to alcohol dependence (Galuroz, 2000). 

Therefore, the knowledge of factors associated with alcohol use in 

adolescence is highly relevant, as it would allow interventions to reduce risk 

behaviours. 

Use of tobacco and alcohol during childhood is associated with 

unresponsiveness to school-based prevention programs and greater risk of 

substance use during adolescence and adulthood. Demonstration studies of 

middle-school prevention programmes consistently find that children are most 

likely to report substance use after completing such programme. 



There are many theories on the causes of substance abuse. They range 

from a genetic basis to personality characteristics. Drug or alcohol abuse in 

children usually seems to be a symptom of conhsion, unhappiness, or 

alienation. Let us look at four general areas of characteristics often seen in 

these children. 

Lack of self-discipline. Children who lack self-discipline often show a 

lack of internal control and responsibility. They have a self-centered, 

pleasurable approach to the environment, and feel little personal or social 

responsibility. These youngsters are often impulsive, act before they think, 

and have difficulty adhering to duties and responsibilities imposed by 

others. Trouble with authority figures very frequently and they show poor 

academic performance because they lack a sense of responsibility. They 

often set very high goals for themselves, but do not have the self- 

discipline or knowledge of the process necessary to achieve these goals. 

Lack of motivation: Some teenagers appear to lack interest in activities, 

things, and events. They are disinterested in school and do not have any 

hobbies. They live day-to-day and moment-to-moment and they show 

little or no interest in personal achievement or success, or put no value on 

them. They don't plan ahead or show any concern for fbture events or 

consequences they may experience. 
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Unhappiness, dissatisfaction, depression, anxiety, boredom. These are 

frequent symptoms in teenagers who have a negative picture of themselves 

and see others as better than they are. They generally lack confidence in 

their abilities. They are unhappy in their home setting and often feel 

alienated as a part of their family unit. 

Socialization problems: Teens with socialization problems usually 

maintain friendships on a superficial level or else do not have many 

friends. Often they do not have a close friend and feel isolated from their 

peers. They have trouble with authority, difficulties at home, conflicts 

with family members and peers can easily influence them. 

These characteristics are typical, but not conclusive. Adolescents who 

abuse drugs or alcohol have different personality characteristics and do have 

different reasons for using them. Given below are some of the most frequent 

reasons for this behaviour. 

Experimentation: Almost all teenagers try alcohol or drugs. If the child is 

only experimenting, this behavior will be seen very infrequently or 

observed a few times, then discontinued. Experimentation is the first stage 

in the four steps toward substance dependency. It is usually followed by 

occasional use, which is less than once a week, then regular use, where the 

child is actively involved with drinking or drugs. The final stage is 

dependence. 



Peer pressure: All the teenager's friends are involved with drugs or 

alcohol. He may not be able to go against the influence or pressure of the 

peer group. 

Rebellion: Sometimes drug or alcohol use is based on the child's tendency 

to rebel against parental or societal values. 

Confidence problems: Teenagers with negative self-concept are often 

insecure and lack confidence. This may be the basis of some drug and 

alcohol usage. 

To promote and enhance social interaction: Some teenagers who have 

difficulty in interacting with age-mates or with the opposite sex feel that 

using drugs or alcohol releases inhibitions and makes it easier for them to 

relate to peers. 

To mask depressive feelings: Some teenagers use drugs or alcohol as self- 

medication. Their emotional difficulties centre round depression, 

hopelessness, and unhappiness. These substances seem to help alleviate 

the symptoms. 

They like it: Some teens are involved because drinking or using drugs 

makes them feel good and they enjoy the pleasurable feeling of getting 

high. 



There are many symptoms of substance abuse. The list that follows is not 

conclusive. If your child shows one or two of the symptoms, it does not mean 

he is using drugs or alcohol. Be concerned when you observe a cluster of 

symptoms. Look first for symptoms you can see. Often, appearance is 

affected by the use of drugs or alcohol. 

Seeing the child drunk: The child is drunk frequently. Alcohol or 

medications disappear from the home. You find hidden drugs or 

alcohol. You discover store-bought drug paraphernalia (packets of 

rolling paper, various types of pipes, syringes). You frequently find 

household items that may be used as drug paraphernalia (plastic bags, 

baggies, lock-type pouches, aluminum-foil strips, small bottles, boxes, 

razor blades, weighing scales, kitchen spoons, and bottle caps burnt 

black on the bottom). 

Loss of interest: Loss of ambition. Loss of interest in hobbies, sports, 

or activities. Overall deterioration of morals or values. 

Physical changes: Deterioration in health and/or physical appearance. 

Appetite swings, either a loss or an increase. Bloodshot eyes, 

hyperactivity, frequent "colds" or nosebleeds. 

Personality changes: The child doesn't seem to like himself. Mood 

swings. Violent or destructive behavior. Severe depression. Threats of 



suicide or actual attempts. Running away from home or threats to run 

away. 

Loss of interest in school: Grades start to drop. Missing school. 

Secretive behavior: The door to his room is locked, Very private phone 

calls, and Chronic tardiness (late for school, dates, activities). 

Avoidance of others; Avoiding family fbnctions, neighbors, or old 

friends. Hanging out with older children. Verbal andfor physical abuse 

of parents or siblings. Changes in friends or hangouts. 

Money problems; Money disappearing from the house. Vague money 

needs. Sudden expenses. The child has money but you don't know 

where it is coming fiom. 

Chronic lying: Frequent alibis, excuses, and justifications (Teachers 

don't like me. Everybody is picking on me. You don't understand me). 

Inability to keep promises. Excuses, such as: Everyone smokes (or 

drinks). Why should you care? It's not hurting you. 

Trouble with police: Police involvement of any kind. Driving-under- 

the-influence citations. Automobile or motorcycle accidents. 

Recent surveys by national organizations of various countries related to 

drug abuse and alcoholism shows: 



1. The average age of first drug use is 13. The average age of first alcohol 

use is 12. 

2. Over 50% of high-school seniors have tried drugs. Over 33% have 

tried a drug other than marijuana. 

3. Nearly 33% of all high-school seniors claim that most of their friends 

get drunk at least once a week. 

4. Nearly one in 16 has tried cocaine or its powerful, addictive derivative, 

crack. 

5. High-school senior girls ingest more stimulants and tranquilizers than 

boys. Girls almost match the boys' use of alcohol, marijuana, and other 

drugs. 

6. Approximately 33% of fourth-graders reported peer pressure to try 

alcohol and marijuana. 

Elementary school-aged initiators of cigarette smoking are least likely 

to attempt to quit or to succeed in quit attempts, and are most likely to smoke 

as adults. Similarly, the earlier children begin alcohol use, the greater their 

risk of alcohol misuse during adolescence. According to Kandel's 20 years 

cohort study of stages of drug use, early use of tobacco and alcohol is the 

strongest predictor of progression to the use of marijuana and other illicit 

drugs. Indeed, Kandel et al. conclude that early intervention to delay the onset 



of tobacco and alcohol use should constitute our principal approach to drug- 

use prevention. 

Studies showed that alcohol use, in general, starts in childhood and 

consolidates in adolescence. The results of study conducted by Meire Soldera 

(2004) showed that the mean age of the first alcohol experimentation was 

very early (12 years of age). What is worrying is the fact that the earlier start 

of contact with alcohol the higher the probability of developing dependence 

on this drug. Regarding the different studied schools (private and central and 

peripheral public schools), it was identified that, central public schools have 

patterns more similar to private than to peripheral public schools. Heavy 

alcohol use was verified among 14.8% and 12.3% of the students in central 

public and private schools respectively, as to peripheral public schools, it was 

noted lower heavy alcohol use (8.6%). These results do indicate that students 

of peripheral schools, for having less money, consume less alcohol. 

HIVIAIDS Related Knowledge 

The spread of HIVIAIDS depends on, and exposes, almost every 

weakness in the society. It spreads if there is poverty, illiteracy, lack of public 

health, if women do not have reproductive rights, if the use of alcohol and 

narcotics is high and widespread, and if corruption becomes part of daily life. 

The last, corruption, also precludes the possibility of adequate response by the 



government or the bureaucracy. It is for these reasons that HIVIAIDS is not 

simply a medical disease but also a social one. 

India has a very large migrant work force, both industrial and 

agricultural, estimated at over 20 crores, and increasing in numbers due to the 

growing population. Furthermore, every natural disaster (cyclone in Orissa, 

drought in Rajasthan, earthquake in Bhuj) displaces people and adds to the 

ranks of the migrants. A majority of those on the move are men who work 

under harsh conditions to save as much as possible for their families. Their 

life styles and conditions expose them to alcohol and drug addiction and to 

risky sex. They return home sporadically, often carrying diseases to their 

spouses. This migrant labour force is very often served by a community of sex 

workers, that is itself migrant and indistinguishable; many cities do not have 

well-defined "red-light" areas which serve as focal points for sex work. 

Reaching these sex workers is, therefore hard hence, their education and 

empowerment remains at the same level as that of the work force at large. 

India is sandwiched between the two major heroin-producing areas of 

the world - the golden triangle (Myanmar, Laos, Thailand) and the golden 

crescent (Afghanistan and Pakistan) - which account for roughly 95 percent of 

the world's heroin production. India itself produces significant quantities of 

opium, hashish, and ganja. Historically, the use of these narcotics has been a 

part of the life of rural Indians, blue-collared workers, and urban slum 



dwellers. They have used it as part of evening entertainment, relaxation, and 

community activities. What is different today is the amount, variety, and 

toxicity of drugs available. For example, opium use is a widespread and huge 

problem in the districts of Punjab bordering Pakistan and in Rajasthan west of 

Jodhpur. The concentration of narcotics in chewing tobacco and "gutka" is 

growing along with the increase in the number of people using them 

throughout the day. 

Intravenous use of heroin has already resulted in an HIV crisis in 

Mizorarn, Manipur, and Nagaland. There is growing incidence of IV heroin 

use (and of other opiates, tranquilizers, and sedatives that are easily available 

from many pharmacists) among school and college students in all major cities 

and, widespread in Punjab, Haryana, and Rajasthan. This growing threat of 

drugs is, in itself, a nightmare for the nation and needs a major intervention 

programme, when coupled with HIV it will be devastating as demonstrated by 

the experience in Mizoram, Manipur, and Nagaland. The authorities are aware 

of the severity of the problem in the border states, however, lack of political 

will and corruption has, and is, preventing adequate response to the 

widespread drug problem. 

In the affluent classes, evening entertainment is synonymous with 

hours of intensive drinking. The quality and quantity of single malt scotch 

consumed has become a status symbol. It should, therefore, come as no 



surprise that younger and younger children are imitating their parents and 

elders, and for them risky behaviour includes alcohol, drug and sex(A very 

high correlation has been observed between these three risky behaviours). 

These children are often left without responsible supervision and with .ample 

funds for days at end and while the parents are on business trips. Sexual 

experimentation, with HIV ever waiting, is proving deadly for many. Alcohol 

use among the poor has reached nightmarish proportions; the government, 

mindful only of the welcome increase in taxes collected, is seemingly 

oblivious of the eventual cost to the society and the nation. 

The increasing reliance on television, alcohol and gambling as the 

most common outlets for stress and tensions, and as the predominant form of 

entertainment is a devastating social behaviour with far reaching 

consequences. For example, it has become an underlying cause of risky 

sexual behaviour. To counter this "way of life" requires the development of 

alternate forms of entertainment, and the awareness on why the constructive 

use of leisure time is a necessary life-long habit (life-skill), which needs to be 

developed early in life. (Possible activities include voluntary community 

improvement programs, spending more time with children, reading, sports 

and other outdoor activities). Facilitating such a change in lifestyle is a 

Herculean task considering the fact that a significant fraction of the society of 

1 billion has already become addicted to television and alcohol. The problem 



of drug addiction, however, will only become worse if people do not develop 

such life-skills. 

It has become amply clear that in India's middle and upper classes, the 

onset of sexual experimentation and development of risky sexual behaviour is 

occurring in mid-to-late teens. The most vulnerable time being the transition 

from school to college, especially among boys and girls from rural 

backgrounds going to colleges in cities. Consequently, awareness and 

intervention programs have to begin in schools and before risky behaviours 

become addictive habits. Schools are very open to providing awareness, but 

are relying on external speakers since their staffs are reluctant andlor un- 

prepared to speak on relevant issues of sexuality and sex. Thus, the exposure 

is sporadic, hurried, and inadequate; only a fraction of the senior classes 

attend a given session and the information is expected to trickle down to the 

rest, or they must wait for the next speaker who may come months or years 

later. This is true even in the very elite schools of India which have English as 

the medium of instruction; a language that possesses a clinical vocabulary on 

sex. In most Indian languages, the lack of such a vocabulary has attached a 

perception of vulgarity to discussions of sexuality, reproductive health, 

methods of birth control, and sexually transmitted diseases. As a result, most 

students still do not get adequate information from reliable sources - parents, 

trained teachers or counsellors. 



On the treatment front there is very good news. The year 2001 has 

already provided the world with two miraculous gifts, whose resonant 

application can start to make a difference immediately. First, is the growing 

widespread acceptance of the Brazilian experiment - providing Highly 

Aggressive Anti-Retroviral Therapy (HAART) to all HIVIAIDS patients. 

This has resulted, in Brazil, in holding down the rate of new infections at the 

1995 level, and given a life to those infected. 

The above two breakthroughs, while being landmarks and essential in 

the fight against the spread of HIVIAIDS, are, by themselves, not enough. For 

example, most of the estimated 40 lakhs Indians infected with HIV are not 

aware of their status. In fact, only a few percent are. So, in view of a long- 

term solution, having HAART available is not very helpful, unless we have 

the capacity to prevent infections or, if they happen, to intervene very early. 

Given the non-specific symptoms of HIV infection in early stages, which may 

last years, there is no motivation for the masses to seek the specific blood test 

unless the awareness levels are very high. Today, most HIV infections are 

being detected at very late stages when serious opportunistic infections force 

the poor and the marginalized to seek medical help. Diagnosis late in the 

progression of the disease has two disastrous consequences. First, the 

continued risky behaviours during the time of the undetected infection put 

others at risk, and second, since HAART does not undo the damage to the 

body and the immune system already caused by the virus (HAART 



significantly reduces hrther degeneration by reducing the viral load to 

negligible amounts and hence the transmission rate), late detection means 

living with a highly compromised system even if HAART was made 

available. 

Today, there is much debate whether India has the infrastructure in 

place to administer HAART. Today, the majority of doctors are decoupled 

and disengaged from the HIVIAIDS crises because they feel powerless, as 

there is nothing they can do to help the infected. Making drugs available to 

them to administer will lead to their becoming engaged, learning about the 

disease, and thus providing the infrastructure that is arguably missing today. It 

will also go a long way in removing the stigma associated with the disease, 

give a life to those infected, and allow many of the HIV+ to become peer 

educators. 

As India gears up implementation of national plans to fight HIV, 

infectious diseases experts are pointing out serious gaps in public knowledge 

about the disease and identifying early problems in private clinics, where 70 

percent of HIV-infected Indians receive their everyday medical care. India 

recently surpassed South Africa as having the largest number of people 

infected with HIV, at 5.7 million and 5.2 million, respectively. Only one-third 

of 1,667 HIV-infected men and women surveyed in Mumbai and three other 

Indian cities had ever heard of antiretroviral therapy, let alone understood 



what it was. Indeed, 19 percent of those surveyed, all of whom were patients 

in a mix of six public and private clinics known for treating people infected 

with HIV, thought that antiretroviral were an actual cure for HIV disease 

instead of long-tenn therapy. 

Results came from one of two surveys led by Hopkins researchers, 

where knowledge-based interviews were conducted among patients from 

February to June 2004. Patients came from all socioeconornic classes and 

ranged in age from 28 to 39. Other findings were that 57 percent of those 

interviewed also had not heard of a CD4 T-cell, the body's key immune cell 

that fights HIV, and only one-third had ever had a CD4 T-cell count taken. 

Moreover, only 20 percent of those surveyed knew about viral load testing, a 

key measurement used to monitor disease progression, and only l l percent 

had ever undergone the test. 

Though only 20 percent were found to be taking antiretroviral, 

researchers say, those being cared for in private clinics were four times more 

likely to be on the medications than those seeking treatment in public 

hospitals. Other key predictors for using antiretroviral included age (1.6 

times more likely for every decade older), or some knowledge of drugs (2.8 

times more likely), and having had a CD4 T-cell count taken (3.7 times more 

likely). However, the survey also showed that cost was a key disincentive for 

one-third of those not yet taking the medications. 



Mumbai, formerly Bombay, is considered the epicenter of India's 

AIDS epidemic. It is the nation's economic hub and home to its largest 

concentration of citizens infected with HIV. Interview results from the second 

survey, which focused specifically on how well or not 279 infected men and 

women took their medications as prescribed, revealed that 73 percent of 

patients stuck closely to their drug regimens. However, for those who 

missed taking some, reasons cited included running out of pills, traveling, 

forgetting, or that the pills cost too much. An additional burden, they found, 

was that 25 percent of those on antiretroviral drugs were also being treated for 

active tuberculosis. 

Average spending on antiretroviral was 30 percent to 50 percent of 

disposable income for survey respondents, all at three private clinics in 

Mumbai, with 39 percent citing cost of drugs as a strain on their household 

budget. The median cost was Rs.21601- per month per patient, but some 

received their medications for free while others paid more than Rs.960001- per 

month for the very latest drugs. Sixty-three percent of those on therapy 

managed to suppress viral levels to less than 400 copies per cubic milliliter of 

blood. Yet, 19 percent were found to be using only two antiretroviral 

therapies, when the typical combination therapy consists of at least three 

drugs. This, researchers warn, could lead to the buildup of drug resistance 

within the local population. 



In public clinics in heavily infected regions, researchers say the 

financial burden is much less, because the government at no cost provides 

antiretroviral therapy. However, they note, India's national plan provides free 

antiretroviral only to patients in some selected public clinics, not to the vast 

majority being cared for privately. 

According to study lead researcher, Amita Gupta, M.D., government 

programs to combat HIV infection will have to focus on care in private clinics 

as much as, if not more than, they do in public clinics because most Indians 

are going to the fee-for-service clinics. Gupta, an assistant professor at The 

Johns Hopkins University School of Medicine and deputy director of its 

Center for Clinical, Global Health Education, adds that solving the problems 

of HIV infection in India must also involve awareness-raising initiatives to 

educate the public about the disease, and programs to develop the skills of 

physicians and other local health care providers on how best to inform 

patients about their illness, encourage testing, promote adherence, and 

minimize the development of drug resistance as the epidemic spreads (David, 

2006). 

Attitude towards Physical Activity 

An active lifestyle during childhood directly benefits the health both 

during adulthood and at old age. However, due to the modem way of living 

and technological developments (e.g. cars, elevators, computers and 



television), both children and adults have become less physically active. In 

certain cultures, inactivity and the resultant obesity and diseases have reached 

'crisis proportions'. New research shows that Indians are genetically more 

likely to get heart attacks than any other ethnic group in the world. One out of 

four Indian-Americans had high levels of Lipoprotein (a) as compared to the 

Japanese, Chinese, Caucasians and Hispanics. (Enas EA, 98). However, genes 

alone do not explain the sudden spurt in heart disease among the youth. The 

answer, in a word, is lifestyle. "Genetics load the gun, lifestyle pulls the 

trigger" is how Enas describes. (Dr Enas K. Enas, Director, CADI). WHO 

predicts that, India will have10 crore or 60 percent of the world's heart 

patients by 2010 (India Today, June l l ,  200 1). It shows that the declining 

level of exercise has the potential to increase the burden of chronic diseases in 

our population, directly as an independent risk factor and indirectly through 

increased obesity. Lifestyle choices have never been more important in 

determining the outcome of a national problem. 

Moreover, the school curriculum should not overemphasize sports and 

other activities that selectively eliminate children who are less skilled. 

Besides, the benefits of exercise, the development and maintenance of a 

healthy lifestyle and a positive attitude towards exercise conditioning 

throughout life should be promoted in schools. But, unfortunately we do not 

have a structured Physical Education programme. In most of the schools, 

majority of the students are not exposed to any type of physical education 



programmes. Always, the school authorities do make the selection and impart 

training only to a few gifted students. The school authorities cannot be 

blamed for such an attitude, because paucity of work force, infrastructure 

facilities, lack of proper motivational techniques and failure to make 

awareness among the parents are some reasons that contribute to such a 

phenomenon. 

Apart from a healthy diet and not smoking, appropriate regular daily 

physical activity is another major component in preventing chronic disease. 

For individuals, physical activity is a powerfbl means of preventing chronic 

diseases and for nations, it can provide a cost-effective way of improving 

public health across the population. Regular physical activity will also help to 

build greater peak bone mass, thereby reducing adult risk for osteoporosis 

(Vogel, P. G., 1986). Involvement in physical activity, exercise and sport 

promotes psychological well-being, the therapeutic use of physical activity 

and exercise for improving the mental health of adolescents goes beyond both 

traditional treatment and mental health programmes. Available experience 

and scientific evidence show that regular physical activity provides people, 

both male and female, of all ages and conditions - including disabilities - with 

a wide range of physical, social and mental health benefits. Physical activity 

interacts positively with strategies to improve diet, discourage the use of 

tobacco, alcohol and drugs, helps reduce violence, enhances functional 

capacity and promotes social interaction and integration. 
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One of the major benefits of physical activity is that it helps people to 

improve their physical fitness. Fitness is a state of well-being that allows 

people to perform daily activities with vigour, thereby reducing their risks for 

health problems. Five basic components of fitness that found to be important 

for good health are cardio respiratory endurance, muscular strength, muscular 

endurance, flexibility, and body composition (percentage of body fat). The 

essential characteristic of health-related physical fitness is that exercise has a 

positive influence on these components, and that an adequate level of 

development in the above said components is necessary for positive health. 

Facts 

Appropriate regular physical activity is a major component in 

preventing the growing global burden of chronic diseases. 

At least 60% of the global population fails to achieve the minimum 

recommendation of 30 minutes per day moderate intensity physical 

activity. 

The risk of getting a cardiovascular disease increases by 1.5 times in 

people who do not follow minimum physical activity 

recommendations. 

Inactivity greatly contributes to medical costs - by an estimated $75 

billion in US in 2000 alone. 



Increasing physical activity is a societal, not just an individual 

problem, and demands a population-based, multi-sector, multi- 

disciplinary, and culturally relevant approach. 

Extent of the problem 

Physical inactivity is estimated to cause 2 million deaths worldwide 

annually. Globally, it is estimated to cause about 10-16% of cases each of 

breast cancer, colon cancers, and diabetes, and about 22% of ischemic heart 

disease. Estimated attributable fractions are similar in men and women. 

Opportunities for people to be physically active exist in the four major 

domains of their day. 

These are: 

At work (whether or not the work involves manual labour) 

For transport (walking or cycling to work, to shop etc) 

During domestic duties (housework, gathering fuel etc) 

In leisure time (sports and recreational activities) 

The global estimate for the prevalence of physical inactivity among adults 

is 17%. Estimates for prevalence of some, but insufficient, activity (<2.5 

hours per week of moderate activity) ranged from 3 1% to 5 l%, with a global 

average of 41% across the sub-regions. World Health Review 2002 used a 

number of direct and indirect data sources and a range of survey instruments 



and methodologies to estimate activity levels in these four domains. Most of 

the data was available for leisure time activity, with less direct data available 

on occupational activity, and little direct data available for activity related to 

transport and domestic tasks. In addition, the World Health Review 2002 da@ 

only estimates the prevalence of physical inactivity among people aged 15 

years and over, which suggests that the total figures could be higher. Physical 

activity declines with age, falling off from adolescence, as physical activity 

and physical education is declining in schools worldwide. Inactivity is 

generally higher amongst girls and women. 

Why is regular physical activity necessary? 

Physical inactivity, along with other key risk factors, is a significant 

contributor to the global burden of chronic diseases. Regular physical activity 

reduces the risk of heart disease, stroke, breast and colon cancers. These 

benefits are mediated through a number of mechanisms. In general, physical 

activity improves glucose metabolism, reduces body fat and lowers blood 

pressure; these are the main ways in which it is thought to reduce the risk of 

CVD and diabetes. It can also help manage and mitigate the effects of these 

diseases. Physical activity may also reduce the risk of colon cancer by its 

effects on prostaglandins, reduced intestinal transit time, and higher 

antioxidant levels. 
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Physical activity is associated with low risk of breast cancer, which 

may be the result of effects on hormonal metabolism. Participation in physical 

activity can also improve musculoskeletal health, control body weight, and 

reduce symptoms of depression. The possible beneficial effects on 

musculoskeletal conditions such as lower back pain, osteoporosis and falls, as 

well as on obesity, depression, anxiety and stress, have been well reported in a 

number of studies. 

Physical activity also has economic benefits, especially in terms of 

reduced health care costs, increased productivity, and healthier physical and 

social environments. Data from developed countries indicate that the direct 

costs of inactivity are enormous. The costs associated with inactivity and 

obesity accounted for some 9.4% of the national USA health expenditure in 

1995. Physically active individuals in the USA save an estimated $500 per 

year in health care costs according to 1998 data. Inactivity alone may have 

contributed as much as $75 billion to US medical costs in the year 2000. In 

Canada, physical inactivity accounts for about 6% of total health care costs. 

No much data is available about the cost of inactivity in India. 

Progress must be a product of ali efforts and use of resources must 

result in productive findings. Keeping the above factors in mind the research 

scholar felt a need to undertake a research project with purpose to understand 
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the status of priority health-risk behaviour, which contribute to the leading 

causes of morbidity and mortality among adolescents in Kerala. 

STATEMENT OF THE PROBLEM 

The purpose of the study is to assess the health-risk behaviours and 

attitude towards physical activities among higher secondary school students in 

Kerala state. 

The topics include height, weight, dietary behaviour, over weight, 

hygiene, violence, mental health, prevalence of tobacco use, alcohol and other 

drug use, HIVIAIDS related knowledge and attitude towards physical activity 

which are the priority health-risk behaviours and often established during 

youth thus extending into adulthood and that contribute to the leading causes 

of mortality, morbidity, and social problems among youth and adults 

DELIMITATIONS 

The study was delimited to the following: 

1. A sample size of 5067 students studying in higher secondary schools in 

Kerala State (2546 boys and 2521 girls). 

2. Schools following the State Higher Secondary, CBSE, ISE and VHSE 

syllabus of education. 

3. Selected questionnaire in assessing the gender differences, dietary 

behaviour, over weight, hygiene, violence, mental health, tobacco use, 



alcohol and other drug use, HIV/AIDS related knowledge and attitude 

towards physical activity. 

LIMITATIONS 

The following are considered as limitations of this study: 

1. All data are self-reported except height and weight, and the extent of 

underreporting of behaviours cannot be determined. 

2. Survey data apply only to youth who attend school and, therefore, are 

not representative of all persons in this age group. 

3. Questionnaire research has its limitations, any bias that may have 

entered into the subject on this account may be considered as a 

limitation to this study. 

4. Owing to the social sanctions and cultural differences, many questions 

coming under the survey of health-risk behaviours may not provide 

correct responses. 

5. Life style of the subjects was beyond the control of researcher. 

6. Environmental factors, socio-economic and religious factors, which 

cannot be controlled by the scholar, might have affected the responses 

of the students. 

7. Finally, survey only address behaviours that contribute to the leading 

causes of morbidity and mortality among youth and adults. 



DEFINITION AND EXPLANATION OF TERMS 

Health -Risk Behaviour 

Health-risk behaviours, which contribute to the leading causes of 

morbidity and mortality among youth and adults, often are established during 

youth and extend into adulthood, are interrelated, and are preventable. Six 

categories of priority health-risk behaviours among youth and young adults - 

behaviours that contribute to unintentional injuries and violence; tobacco use; 

alcohol and other drug use; sexual behaviours that contribute to human 

imrnunodeficiency virus (HIV) infection; unhealthy dietary behaviours; and 

physical inactivity - plus overweight (Jo Anne Grunbaum et al, 2004). 

A ffitude 

It is a complex mental state involving beliefs, feelings, values, and 

dispositions to act in certain ways. 

A positive attitude toward exercise may be the primary determinant of 

a physically active lifestyle (Terry, 1996). Allport (1947) introduced the 

classic definition of attitude as a "mental and neutral state of readiness, 

organized through experiences, exerting a direct or dynamic influence upon 

the individual's response to all objects and situations with which it is related". 

Attitudes are directed towards attitude objects, such as classes of people, 



objects, or ideas. Thus if a person has a positive attitude toward physical 

fitness, hisher behaviour should reflect this attitude (Gill, 1986). 

Physical Activity 

Physical activity is an important part of both a healthy lifestyle and a 

child's daily routine says Sallis (1993). Development of good health and 

fitness habits in childhood is associated with physical fitness as an adult 

(Harsha, 1995). Participation in physical activity is an important part of a 

child's normal psychosocial development and self-image. 

Height 

Height is the measurement of distance between a specified point and a 

corresponding plane of reference. If the distance is occupied by a contiguous 

form of matter, the measurement is colloquially known as how "tall" the form 

is. Human height is one of the areas of study within anthropometry. The 

average height of human populations appears to be a convenient metric for all 

the factors that make up a group's well-being. While height variations within a 

population are largely genetic, height variations between populations are 

mostly environmental. The United Nations uses height (among other 

statistics) to monitor nutritional standards in developing nations. In human 

populations, average height can distil1 down complex data about the group's 

birth, upbringing, social class, diet, and health care system. However, the 



height of a human is not always directly connected or related to such things as 

nutrition, social class, etc. (http://en.wikipedia.org/wiki/Height). 

Weight 

Weight, in the context of human body weight measurement in medical 

sciences and in sports is a measurement of mass, and is thus expressed in 

units of mass, such as kilograms (kg), or units of force such as pounds (lb). In 

Britain and Ireland, the unit stone (equivalent to 14 1b or 6.35 kg) is 

commonly used as well. A quantity called body mass index (BMI) is often 

used to express weight relative to height. This is determined by dividing the 

weight of a person in kilograms by the square of the height in meters. 

(http://en.wikipedia.org/wiki/Human - weight) 

SIGNIFICANCE OF THE STUDY 

The proposed study will help to understand present status of both gender 

in physical activity patterns, dietary practices and health risk behaviour 

among Higher Secondary School Students of Kerala State. This knowledge 

will definitely help the administrators and policy makers to formulate suitable 

programmes to motivate and develop lifetime activity behaviour among 

students. The knowledge about the gender differences in physical activity 

patterns, dietary practices and health risk behaviour among Higher Secondary 

School Students will help the teachers, parents and counsellors to better 

understand the way of thinking of the future generation. 



The questionnaire thus developed for this study will provide an 

excellent tool for educationists, social and health workers. It will help to 

gather data regarding health-risk behaviours among Higher Secondary school 

children. This tool can also be used nationwide by health and education 

officials to improve and modify national, state and local policies and to design 

programmes to reduce risks associated with leading causes of mortality and 

morbidity. 

The information thus gathered about different health-risk behaviour 

patterns, intentional injury, use of tobacco and use of alcohol and drugs, 

unhealthy dietary habits and physical activity can be used to improve state, 

and local policies and programmes to reduce risks associated with the leading 

causes of mortality and morbidity. 

The data obtained regarding physical inactivity and attitude towards 

physical activity will help to know the status on important issues regarding 

Physical Education programmes in schools. Besides, the data can also be used 

for better co-ordination of policies concerning Physical Education, sports, 

health, recreation and Health Education. 

The results will alert besides Physical Education teachers, the children 

themselves, parents, schools, sports clubs, etc; about their several and mutual 

responsibilities in maintaining a reasonable standard of physical fitness 

among those committed to their change. 



E OF RELATED 
LITERATURE 



A careful study and exploration of the selected literature for present 

study is essential to have an insight into the work already done. In India, very 

little research has been done as compared to other countries in this area. The 

scholar has given a deep thinking to those studies and has gained valuable 

methodological hints from their procedure and findings that were of great 

importance in the formulation of this study. A brief review of related studies 

on health-risk behaviours are presented in this chapter. 

Danice K et a1 (2005) conducted a survey on the Youth Risk Behaviour 

Surveillance System (YRBSS) which monitors six categories of priority 

health-risk behaviours among youth and young adults, including behaviours 

that contribute to unintentional injuries and violence, tobacco use, alcohol and 

other drug use, sexual behaviours that contribute to unintended pregnancy and 

sexually transmitted diseases (STDs), including human imrnunodeficiency 

virus (HIV) infections, unhealthy dietary behaviours, and physical inactivity. 

In addition, the YRBSS monitors general health status and the prevalence of 

overweight and asthma. YRBSS includes a national school-based survey 

conducted by CDC and state and local school-based surveys conducted by 

state and local education and health agencies. This report summarizes the 

results from the national survey, 40 state surveys, and 21 local surveys 

conducted among students in grades 9-12 during October 2004-January 

2006. The results do indicate that: In the United States, 71% of all deaths 

among persons aged 10-24 years result from four causes: motor vehicle 



crashes, other unintentional injuries, homicide, and suicide. Results from the 

2005 National Youth Risk Behaviour Survey (YRBS) indicated that, during 

the 30 days preceding the survey, many high school students engaged in 

behaviours that increased their likelihood of death from these four causes: 

9.9% had driven a car or other vehicle when they had been drinking alcohol; 

18.5% had carried a weapon; 43.3% had drunk alcohol; and 20.2% had used 

marijuana. In addition, during the 12 months preceding the survey, 35.9% of 

high school students had been in a physical fight and 8.4% had attempted 

suicide. Substantial morbidity and social problems among youth also result 

from unintended pregnancies and STDs, including HIV infection. During 

2005, a total of 46.8% of high school students had ever had sexual 

intercourse; 37.2% of sexually active high school students had not used a 

condom at last sexual intercourse; and 2.1% had ever injected an illegal drug. 

Among adults aged less than 25 years, 61% of all deaths result from two 

causes: cardiovascular disease and cancer. A result from the 2005 National 

YRBS indicates that risk behaviours associated with these two causes of death 

were initiated during adolescence. During 2005, a total of 23.0% of high 

school students had smoked cigarettes during the 30 days preceding the 

survey; 79.9% had not eaten less than 5 times/day of fruits and vegetables 

during the 7 days preceding the survey; 67.0% did not attend physical 

education classes daily; and 13.1 % were overweight. Interpretation: Since 

199 1, the prevalence of many health-risk behaviours among high school 



students nation- wide has decreased. However, many high school students 

continue to engage in behaviours that place them at risk for the leading causes 

of mortality and morbidity. The prevalence of many health-risk behaviours 

varies across cities and states. Public Health Action: YRBS data are used to 

measure progress toward achieving 15 national health objectives for Healthy 

People 2010 and three of the 10 leading health indicators, to assess trends in 

priority health-risk behaviours among high school students, and to evaluate 

the impact of broad school and community interventions at the national, state, 

and local levels. 

G. Sikazwe et a1 (2004) conducted the Zambia Global School Health 

Survey (GSHS)in 2004 for collecting accurate data on health behaviours and 

protective factors among school going children grade 7 to 10. The survey was 

done in all the nine provinces of Zambia. A sample size of 50 schools was 

selected out of which 47(94%) schools participated. The 2004 Zambia GSHS 

employed a two-stage cluster sample design to produce a representative 

sample of students in grades 7, 8, 9 and 10. The first-stage sampling frame 

consisted of all schools containing any of the above grades. Schools were 

selected with probability proportional to school enrolment size. The second 

stage of sampling consisted of randomly selecting classes (using a random 

start) from each participating school. All classes in each selected school were 

included in the sampling frame. All students were eligible to participate in 

the GSHS. During the 2004 Zambia GSHS, 3,021 students were eligible but 



only 2,257 students participated (75%) giving an overall response rate of 

70%. The weighted demographic characteristics of the sample are as follows:. 

Grade 7 - 56.0%, Grade 8 - 20.9%, Grade 9 - 21.1%, and Grade 10- 2.0%. 

The Zambia GSHS questionnaire addressed the following topics; Age and 

Sex, Weight, Height and going hungry, Dietary behaviours, Personal hygiene, 

Water, Physical violence, Injuries, Bullying, Personal safety, Feelings and 

fkiendship, Alcohol abuse, Drug abuse, Sexual behaviours and HIVIAIDS, 

Physical activity, Leisure time, experiences at school. 

The survey revealed that nutritional deficiencies because of food 

insecurity (protein-energy malnutrition, iron, Vitamin A, and iodine 

deficiency) affect school participation and learning. A total of 28.7% of 

students, 26.7% male and 30.6% female went hungry most of the time or 

always during the past 30 days because there was not enough food at home. 

The grade 7 students [29.8%, C1 (26.5-33.1)] were significantly more likely to 

go hungry than grade 9 students [21.9%, C1 (17.8-26.0)] and among the grade 

8 students, males [24.6%, C1 (21.6-27.6)] were significantly less likely to go 

hungry than females [35.6%, C1 (30.3-40.8)]. In developing countries, many 

children do not have access to clean water and thus, are susceptible to 

diseases such as diarrhoea, dysentery, cholera etc. According to the survey, 

12.5% of the students with 13.7% males and 10.7 % females never or rarely 

washed their hands before eating during the past 30 days. While 23.8% 

(23.7% being males and 23.6% being females) reported to have no place to 



wash their hands before eating at school. This poses a great challenge to both 

the Ministries of Health and Education in addressing these issues. In Zambia 

like indeed other countries alcohol and other drug abuse has resulted in both 

uncalled for injury, death, loss of property as well as violence and 

engagement into myriad risky behaviours. This may include use of tobacco, 

unprotected sex etc. The overall percentage of lifetime drug use (using drugs, 

such as daga, ibange, or ichamba, one or more times during their life) is 

36.7%. Besides, the survey revealed that the prevalence of alcohol use among 

students (i.e. drinking at least one drink containing alcohol on one or more of 

the past 30 days) is 42.6%. In all the variables, the survey revealed that grade 

seven (7) pupils were more vulnerable than other grades and were the most 

indulgent. 

Marina (2004) conducted Global School Health Survey, a school- 

based survey primarily among students aged 13 to 15 years of age in 

Philippines. It measures behaviour and protective factors related to the 

leading causes of mortality and morbidity among youth and adults in the 

Philippines: Alcohol and other drug use, dietary behaviours, hygiene, mental 

health, physical activity, protective factors, HIV-related knowledge and 

skills, tobacco use, violence and unintentional injury. Locally, the University 

of the Philippines' Population Institute had conducted a nationwide study on 

youth risk behaviour in 1994 and 2002. The Young Adult Fertility and 

Sexuality Study (YSFS) took special interest in the risk or problem 



behaviours that young people engage in. Likewise, the Global Youth Tobacco 

Survey was conducted in the country in 2000 and in 2003, which investigated 

on tobacco use and its determinants (WHO-CDC). A Baseline Behavioural 

Risk Factor Survey by the Department of Health and the University of the 

Philippines, Manila was initiated in 2000 to establish baseline data of risk 

behaviours for non-communicable diseases in the country. The survey 

covered Filipinos 15 years old and over, and investigated among others, 

tobacco and alcohol use, dietary behaviour, physical activity, etc. 

The Department of Health has an Adolescent and Youth Health 

Development programme. The programme focus on addressing the following 

health concerns: Growth and Development concerns, Nutrition, Physical, 

mental and emotional status; Reproductive Health, Sexuality, Reproductive 

Tract Infection (STD, HIVIAIDS), Responsible Parenthood, Maternal and 

Child Health, Communicable Diseases, Mental Health, Substance use and 

abuse, Intentional, non-intentional injuries and Disability. The 2003 

Philippines' GSHS employed a two-stage cluster sample design to produce a 

representative sample of students in 2nd to 4" year levels of Secondary 

Education or High School. The first-stage sampling frame consisted of all 

schools containing any of 2" to 4L" year levels. Schools were selected with 

probability proportional to school enrolment size. One hundred and fifty 

schools (150) were selected to participate in the Philippines' GSHS. The 

second stage of sampling consisted of randomly selecting intact classrooms 



(using a random start) from each school to participate. All classrooms in each 

selected school were included in the sampling frame. All students in the 

sampled classrooms were eligible to participate in the GSHS. The 

questionnaire contained 92 multiple-choice questions. Approximately, 30 

Survey Administrators were specially trained to conduct the GSHS 

nationwide. 

Nationwide, over half of the respondents were females (56.8%) and 

43.2% were males. Forty-four per cent were attending 2 year, 32.0% were in 

3 year, and 27.0% were in 4' year High School and only about 0.8% were 

freshers. The median age is 14 years old. The mean age is 15 years old with a 

range of 12-18 years. Nationwide, one in five (18.9%) students admitted, 

they had their first drink of alcohol other than a few sips when they were 13 

years old or younger. The boys (24.8%) were significantly more likely than 

girls (14.3%) to have had their first drink of alcohol other than a few sips at 

this young age. Overall, about 5.9% of the students were 13 years old or 

younger when for the first time they drank so much alcohol that they were 

drunk. The boys (8.7%) were significantly more likely than the girls (3.9%), 

to have drank so much alcohol that they were really drank likewise the 2nd 

year students (7.7%) were more likely than the 4" year students (4.3%). 

Nationwide, two in five (40.0%) students have seen a lot of advertisements or 

promotions for alcohol in newspapers or magazines during the past 30 days 

preceding the survey. There were no significant differences by sex. Overall, 



about 6.3% of students have used marijuana one or more times during their 

life. The boys (1 1.6%) were significantly more likely than girls (2.4%) to 

have used marijuana one or more times during their life; and the 4" year 

students (9.4%) were more likely than the 2nd year students (4.3%) to have 

ever used marijuana. Nationwide, almost seven out of ten students usually ate 

fruit (67%), such as banana, mango, or papaya, one or more times per day 

during the past 30 days preceding the survey. The girls (69.4%) were 

significantly more likely than boys (62.9%) to have eaten such. The 2nd year 

students (71.7%) were more likely than the 4" year students (62.2%) to eat 

fruit one or more times per day. Overall, only 1.2% of students did not clean 

or brush their teeth during the past 30 days preceding the survey. 

Only 4.3% of students have never or rarely washed their hands before 

eating during the past 30 days preceding the survey. At the same time only 

4.0% of students have never or rarely washed their hands after using the toilet 

or latrine during the past 30 days preceding the survey. Nationwide, only one 

out of ten (10.5%) students felt lonely most of the time or always during the 

past 12 months preceding the survey. There were no significant differences in 

this kind of feelings by sex, and by year in school. About one in ten (14.6%) 

students, most of the time or always, felt so worried about something that they 

could not sleep at night during the past 12 months. Nationwide, only 7.6% of 

students were physically active all seven days during the past 7 days for a 

total of at least 60 minutes per day. The 4" year students (10.4%) were 



significantly more likely than the second year students to be physically active 

all seven days for at least 60 minutes. Almost one-third of students (3 1.2%) 

missed classes or school without permission on one or more of the past 30 

days preceding the survey. 

About one-third of students (30.2%) have reported that most of the 

students in their school were kind and helpful most of the time or always 

during the past 30 days preceding the survey. Overall, 95.3% of students had 

ever heard of HIV or disease called AIDS (Table). The 4" year students 

(97.2%) were more likely that the 2nd year students (93.9%) to have ever 

heard of HIV or a disease called AIDS. Overall, 14.6% of high school 

students currently smoke cigarettes and the boys (23.5%) were significantly 

more likely than girls (8.2%) to be current smokers. 

Nationwide, one in ten (10.8%) students who currently smoke 

cigarettes admitted to have tried their first cigarette at age 9 or younger. The 

2nd year students who currently smoke (16.2%) were significantly more 

likely than the 4' year students (5.9%) to have tried their first cigarette at age 

9 or younger. Nationwide, half (50.1%) of students were involved in a 

physical fight one or more times during the past 12 months preceding the 

survey. The 2"d year students (56.0%) were significantly more likely than the 

3" year (47.5%) and the 4" year students (43.5%) to have been involved in 



a physical fight one or more times during the past 12 months preceding the 

survey. 

The Global School-based Student Health Survey in the Philippines, a 

component of the Global School-based Student Health Surveillance System, 

is the first survey conducted among youth in schools nationwide and was 

intended to provide baseline data on levels of risky behaviours and eventually 

to assess trends in the coming years. The results should be adopted to set 

health education and health promotion goals, support curricula or program 

modifications, support legislation that promotes health. The Adolescent and 

Youth Health Program of the Department of Health and the School-Health 

Program of the Department of Education should consider significant results, 

hence, be guided in modifying strategies towards effective program 

interventions, reducing morbidity, mortality from chronic diseases even 

among youth and when they become adults sooner or later. This GSHS 

Surveillance System should be maintained and be sustained to help monitor 

and ensure the effectiveness of those and other public health and school health 

programs for youth. 

Thankachi Y amini Ramachandran (2004) conducted a study to 

estimate the prevalence of overweight and obesity among school and college 

going adolescents of 13-19 years of age in rural and urban 

Thiruvananthapuram district of Kerala, India. This cross-sectional study was 



done in the urban population of one Corporation (Thiruvananthapurarn) and 4 

Municipalities (Neyyattinkara, Attingal, Nedumancaud, Varkala) and the rural 

population of the panchayats in the Thiruvananthapuram district of Kerala, 

which has high enrolaent ratio and literacy rate. Besides, the district has a 

large number of schools and colleges with a good mix of students from all 

levels in the society. The study was conducted among students between the 

age group of 13-19 yrs (studying in classes 8-9, 11 classes, degree lSt and 2nd 

year); 10 and 12 classes were excluded as the students were studying for 

their final examinations. The sample included 232 rural schools (18 boys 

only, 15 girls' only & 199 both boys & girls), 90 urban schools (1 1 boys, 19 

girls, and 60 both), 9 rural colleges (all coeducational) and 17 urban colleges 

(3 girls' only & 14 both). Given this, the stratified frame had the possibility of 

12 strata and one school each was selected from each stratum randomly. Data 

was collected using a pre-tested self-administered questionnaire distributed in 

the classroom after telling them what the study is about and taking the verbal 

consent of the students. Anyone not interested was allowed to keep away. 

Each question was explained while the students filled them up with 

clarification of doubts. Simultaneously, height and weight were measured. 

The entire process took about 1 - 1.5 hrs. Pamphlets on adolescent health, 

BM1 and graphs by which the children can know their BM1 were distributed. 

Calculation of BM1 and steps to undertake for a healthy and fit body were 

also explained to them. 



The sample consisted of 1,055 adolescent (13- 19 yrs) students fiom 6 

schools and 6 colleges of Thiruvananthapuram district. Mean age of the 

sample students was 15.6 yrs (15.5 yrs for boys and 15.7 yrs for girls). About 

two-third of the students belonged to the forward community while the rest 

belonged to backward class (25.7%), scheduled caste (1 1.1%), and scheduled 

tribe (1.7%). Fathers of 60.8% of students had secondary education ( 1 0 ~  

standard) and 36.7% had pre-degree/graduatelpostgraduate/above; the rest 

(2.5%) did not know the status. One-third were casual labours, 12.3% were in 

business, 45.5% were salaried, and 5.2% were retired, temple priest etc. More 

than half (55.5%) of the students did not know the household income, while 

13.6% reported a monthly income of greater than Rs. 1,0001- and 1.8% 

reported an income higher than of Rs. 15,0001-. Majority (77.1%) had good 

house while 19% had average and 4% had poor houses. Half of them studied 

in government, 39.4% private aided and 10.5% private unaided 

schools/colleges. 

Prevalence of overweight,obesity was 5.4% (mean BM1 = 19.1, SD = 

3.2) 5.2% among boys (mean BM1 = 18.9, SD = 3.4) and 5.5% among girls 

(mean BM1 = 19.30, SD = 3.0). The difference between boys and girls was 

statistically insignificant (Chi test, P = 0.81). Fathers of 10.9% students and 

mothers of 13.0% were found to be overweightlobese; 4.2% of siblings were 

also ovenveight/obese. About 50% (48.4%) lived within 5 km from the school 

and 22.7% travelled less than 10 km. Only 26.8% of students walked/cycled 



to school. More than 75% did some routine work (sweeping, swabbing, 

shopping, agriculturelgardening, washing clotheslutensils, fetching water, and 

cooking) at home and with 46.1 % did it everyday. Over 60% went for tuitions 

(1 - 14 timeslweek) and most of them went to places < 1 km from their 

residence; 60.7% walked/cycled. Nearly half of them (70.6% for boys, 25.8% 

for girls) were involved in outdoor games; only 11.8% did so for less than 8 

hrslweek. One-fourth played daily for at least 1 hr; others played during 

weekends. Only 15.5% (3 1.2% for boys, 4% for girls) were active members 

of sports team having regular practice sessions. Three-fourth of the students 

watched TV daily for 1 to 5 hrs. Half of them used computers; 33% used it for 

greater than 8 hrslweek. It was found that only 8.5% do not watch TV/ use 

computer. About 75% spent 2 to 8 hrslweek on hobbies and 35% slept during 

daytime. 

Thankachi concluded that, the prevalence of ovenveightlobesity among 

the schooVcollege going adolescents of urban and rural Thiruvananthapuram 

District is 5.4%. There was a strong association of this prevalence with family 

history of ovenveightlobesity among the parents and sibling. Rural urban 

differentials were also observed, though not statistically significant. and lack 

of physical activity also showed an increase association with the prevalence in 

private unaided school students. 'The awareness and perceptions about obesity 

as a problem is high but their knowledge about the causes and consequences 

of ovenveight/obesity is not satisfactory. Dietary pattern especially 'fast 



food', fizzy drinks, chocolates and ice creams, snacks, pastries and milk were 

highly significant in increasing the prevalence of obesity. However, age at 

menarche was not significantly associated with diet alteration and physical 

activity restrictions did contribute to higher prevalence. Around 74 % of the 

girls did not play any outdoor games at all andAonly 12% of the adolescents 

were involved in regular games every week. 

Sussman (2002) conducted a study to monitor behaviors that place 

adolescents at increased risk for premature morbidity and mox-tality, the 

Centers for Disease Control and Prevention developed the Youth Risk 

Behavior Surveillance System (YRBSS). This system measures six categories 

of behaviors, including behaviors that contribute to violence and unintentional 

injuries; tobacco use; alcohol and other drug use; sexual behaviors that 

contribute to unintended pregnancy and sexually transmitted diseases, 

including HIV infection; unhealthy dietary behaviors; and inadequate physical 

activity. This study summarizes how some education and health agencies and 

nongovernmental organizations, in collaboration with community agencies, 

school boards, parents, and youth, use YRBSS data to describe risk behaviors, 

create awareness, supplement staff development, set and monitor program 

goals, develop health education programs, support health-related legislation, 

and seek funding. This study also summarize the ways in which YRBSS data 

are distribute electronically. 



Grunbaum (2002) studied the priority health-risk behaviors, which 

contribute to the leading causes of mortality and morbidity among youth and 

adults, often are established during youth, extend into adulthood, are 

interrelated, and are preventable. This report covers data during February- 

December 2001. The Youth Risk Behavior Surveillance System (YRBSS) 

monitors six categories of priority health-risk behaviors among youth and 

young adults; these behaviors contribute to unintentional injuries and 

violence; tobacco use; alcohol and other drug use; sexual behaviors that 

contribute to unintended pregnancy and sexually transmitted diseases (STDs), 

including human imrnunodeficiency virus (HIV) infection; unhealthy dietary 

behaviors; and physical inactivity. The YRBSS includes a national school- 

based survey conducted by CDC as well as state, territorial, and local school- 

based surveys conducted by education and health agencies. This report 

summarizes results from the national survey, 34 state surveys, and 18 local 

surveys conducted among students in grades 9-12 during February-December 

2001. In the United States, approximately three fourths of all deaths among 

persons aged 10-24 years result from only four causes: motor vehicle crashes, 

other unintentional injuries, homicide, and suicide. Results from the 2001 

National Youth Risk Behavior Survey demonstrated that numerous high 

school students engage in behaviors that increase their likelihood of death 

from these four causes: 14.1 % had rarely or never worn a seat belt during the 

30 days preceding the survey; 30.7 % had ridden with a driver who had been 



drinking alcohol; 17.4 % had carried a weapon during the 30 days preceding 

the survey; 47.1 % had drunk alcohol during the 30 days preceding the 

survey; 23.9 % had used marijuana during the 30 days preceding the survey; 

and 8.8 % had attempted suicide during the 12 months preceding the survey. 

Substantial morbidity and social problems among young persons also result 

from unintended pregnancies and STDs, including HIV infection. In 200 1, 

45.6 % of high school students had ever had sexual intercourse; 42.1 % of 

sexually active students had not used a condom at last sexual intercourse; and 

2.3 % had ever injected an illegal drug. Two-thirds of all deaths among 

persons aged greater than or equal to 25 years result from only two causes: 

cardiovascular disease and cancer. The majority of risk behaviors associated 

with these two causes of death are initiated during adolescence. In 2001,28.5 

% of high school students had smoked cigarettes during the 30 days preceding 

the survey; 78.6 % had not eaten greater than or equal to 5 servings per day of 

fmits and vegetables during the 7 days preceding the survey; 10.5 % were 

overweight; and 67.8 % did not attend physical education class daily. Health 

and education officials at national, state, and local levels are using these 

YRBSS data to analyze and improve policies and programs to reduce priority 

health-risk behaviors among youth. The YRBSS data are also being used to 

measure progress towards achieving 16 national health objectives for 2010 

and 3 of the 10 leading health indicators. 



Thatcher et a1 (2002) conducted a study to determine if differences 

existed between four racelgender groups concerning attempted suicide among 

a randomly selected, cross-sectional population of 4,565 public high school 

students in South Carolina. A modified Youth Risk Behavior Survey was 

designed to gather information on quality of life, life satisfaction, and six risk- 
3 

behavior categories. The data collected was first analyzed using logistic 

regression analysis and subsequently analyzed using path analysis. Results 

suggest several independent variables namely feelings of intimidation, alcohol 

and cocaine use, self-perceptions of mental health, self perceptions of body 

weight, dieting practices, bulimic episodes, and physical and sexual abuse 

were significantly (p < .01) associated with adolescent attempted suicide 

either directly or indirectly through mediating variables. Significant 

associations among risk behaviors, mediating variables, and self-reported 

attempted suicide varied across the four racelgender groups, indicating a need 

to further study differences noticed in each racelgender scheme. 

Caroleo, 0.(2002) conducted a study to examine the level of 

HIVIAIDS risk-behavior knowledge of students majoring in recreation and 

health-related fields. A total of 258 undergraduate and graduate students were 

surveyed. Over 50 % of the participants believed that HIV can penetrate 

unbroken skin, over 40 % believed that sharing kitchen utensils and a 

bathroom with a person with AIDS places one at risk for contracting AIDS, 

and nearly 25 % believed that AIDS can be transmitted by mosquitoes and 
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cockroaches. No significant relationship was found between participants' 

personal experience with people with AIDS and level of knowledge. Overall 

students demonstrated some knowledge of AIDS. However, there is still a 

great deal of misinformatiop regarding AIDS suggesting the need for 

incorporating HIVIAIDS information into the curriculum. 

Takakura, M. et a1 (2001) explored patterns of health-risk behaviors 

among Japanese high school students and examined if a cluster and an 

accumulation of health-risk behaviors existed. Self-administered 

questionnaires were employed in 1999 using a sample of 1,466 students (male 

50.5 %, female 49.5 %) in grades 10 through 12 at seven public senior high 

schools in Okinawa, Japan. Health-risk behaviors studied included cigarette 

smoking, alcohol use, thinner use, non use of seat belts, suicide ideation, 

sexual intercourse, weight loss practices, and physical inactivity. Among male 

and female students, cigarette smoking, alcohol use, and sexual intercourse 

clustered. Accumulation of these risk behaviors also occurred because the 

observed proportion was greater than the expected proportion assuming 

independent occurrence. Vocational high school students and upper graders 

were strongly associated with accumulation of health risk behaviors. These 

findings identify a high-risk target group among Japanese adolescents and 

suggest that preventive intervention strategies should take into consideration 

the cluster and accumulation of health-risk behaviors. 



Morrison-Theodore-Charles (2002) examines the correlates of 

violence, sexual risk taking, and substance use among a sample of 284 newly 

incarcerated African American adolescent males in Birmingham, Alabama. 

Subjects gave informed consent to be interviewed and to be tested for 

gonorrhoea and chlamydia. Additionally, separate urine samples collected by 

the detention centre staff were analyzed for presence of drug metabolites. 

Graduate students interviewed subjects in small groups of 1 to 6. This study 

combined Social Cognitive Theory, Resilience Theory, and Problem 

Behaviour Theory. Variables chosen as dependent variables to represent the 3 

types of risk behaviour were history of having shot at someone with a real gun 

in the past year, history of having caused a pregnancy, and being classified as 

a cocaine user. Hypotheses were that specific protective and risk variables 

would have the same relationships across the three dependent variables. 

Data analysis included' cross-tabulations of each dependent variable 

and the list of independent variables. Logistic regression analyses were 

performed with variables that had significant (P .05) or near-significant (.10) 

bivariate associations with each de pendent variable. Logistic regression 

analyses also were performed for each dependent variable with the same set 

of independent variables to identify shared protective and risk factors. 

Over 38% of those surveyed reported having shot at someone with a 

real gun in the past year. More than one third of respondents reported having 

gotten someone pregnant. 15.3% of. respondents were classified as cocaine 



users. About one third (33.7%) of participants reported belonging to a gang. 

Some participants (21.7%) reported having been abused sexually. Eighteen 

percent tested positive for gonorrhoea andlor chlamydia. Protective factors 

were detected for each risk behaviour. Being in school was negatively 

associated with each dependent variable. Measures of religiosity had near- 

significant bivariate associations with having shot at someone. Many of the 

relationships between dependent variables and hypothesized risk factors were 

supported. Gang membership was significantly associated with both histories 

of shooting and getting someone pregnant. Comparisons between the study 

results and those in the literature are discussed. 

Sun-Feng (2001) research investigation indicates that education and 

health are interrelated. A child's health status is a major determinant of 

educational achievement. Risky behaviors by youth cause school failure, 

underachievement, and related health problems. In 1989, the U.S. Centers for 

Disease Control and Prevention (CDC) developed the Youth Risk Behavior 

Surveillance System (YRBS) to monitor priority health-risk behaviors in 6 

categories among youth and young adults nationwide. This survey provides 

national, state, territorial, and local school-based information gleaned from 

high school students and is conducted every 2 years to acquire data 

representative of students in Grades 9 & 12, summarizing results and trends in 

the above selected risk behaviors. This quantitative study used reports from 

the past 3 years of the Alabama YRBS data developed by the CDC. The 



population for this study included students who were enrolled in both public 

and private high schools during the academic school years of 1995, 1997, and 

1999 across Alabama. In this study, 5 research questions were asked. 

Descriptive statistics were.used to generate profiles for the past 3 years of 

data. A multivariate analysis of variance (MANOVA) and cross tabulation 

were made to compare percentages of 3 racelethnic, gender, and grade 

subgroups for the above 6 categories on selected youth risk behaviors 

identified by CDC. A linear regression was used to analyze trends of Alabama 

youth risk behaviors. Findings included the profiles of 3 years of YRBS data, 

the most prevalent youth risk behaviors, significance of comparison results 

with the national YRBS data, the degree of youth risk behavior changes 

among 3 subgroups, and trend analyses for Alabama students. Implications 

were discussed that were appropriate for Kindergarten through Grade 12 

school health educators, university graduate teacher preparation programs, 

and educational leaders. Future study recommendations were also suggested. 

Findings of this study can help state policy-makers understand the current 

status of the health of Alabama youth. It can also assist local policy-makers 

such as boards of education, local educators, and especially superintendents, 

principals and school health educators, as they struggle to create and win 

support for improved student health. 



METHODOLOGY 

Questionnaire Development 

Item Rationale 

Selection of Participants 

Data Collection Protocol 

Date processing Procedure 



This chapter consists of procedure adopted with Questionnaire 

development, Item rationale, Selection of participants, Data collection 

protocol and Data processing procedure. 

Questionnaire Development 

To determine the health risk behaviours, the development of the 

questionnaire is primarily based on the questionnaire developed by Centre for 

Disease Control and Prevention, U.S. Department of Health and Human 

Services, Atlanta, GA 30333. The review conducted indicate that virtually all 

behaviours contributing to the leading causes of morbidity and mortality can 

be placed into eight categories: Dietary behaviour and over weight, Hygiene, 

Violence, Mental health, Tobacco use, Alcohol and other drug use, 

HIVIAIDS related knowledge and Attitude towards physical activity. The 

temporarily developed questionnaire was sent to the specialists in survey 

research and modified according to their comments and suggestions. The first 

version of the questionnaire was completed in 2004 and reviewed by 

representatives from the education agency viz. Board of State Secondary 

Education, CBSE, ISE and VHSE. A field-testing was conducted with 

sample size of 500 and thereafter examined the student's responses to 

questionnaire, many changes on items for improving the wording of questions 

and identifying response categories were made. 



The questionnaire contains 55 questions addressing the following topics: 

This questionnaire is presented as Appendix I and the item rationale is 

presented below: 

S1. 
No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

Item Rationale 

Respondent demographics Question(s): 

Q.  1 .  How old are you? 

Q. 2. What is your sex? 

Q. 3. In which standard are you studying? 

Q. 4. In which category does your school belong to? 

Q. 5. Which Syllabus of education are you following? 

Topics 

Respondent demographics questions 

Dietary behaviour and overweight 

Hygiene 

Violence 

Mental health 

Tobacco use 

Alcohol and other drug use 

HIVIAIDS related knowledge 

Attitude towards physical activity 

Q. nos 

1-5 

6-9 

10-13 

14 

15-17 

18-23 

24-3 8 

39-45 

46-55 
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Rationale: 

The questions in this module measure the age, gender, class, category 

and syllabus of the respondents. These characteristics are related to the health 

risk behaviours and attitude towards physical activity assessed by the survey. 

Data describing how health risk behaviours and attitude towards physical 

activity factors vary by demographic characteristics can help guide policy, 

programme planning and implementation. 

Height, Weight, Dietary Behaviour and Over weight Question(s): 

Q. 6. What is your height and weight? 

Q. 7. During the past 30 days, how often did you feel hungry because of not 

having enough food at home? 

4.8. How many times per day did you usually eat fruits such as ripe 

bananas, papaya, pineapple, grapes, orange or any other? 

Q.9. How many times per day did you usually eat vegetables such as ladies 

finger, pumpkin, drumstick, brinjal, tomato, plantain raw or any other? 

Rationale: 

These questions in this measure self-reported height and weight, 

frequency of hunger and fruit and vegetable consumption. Data on self- 

reported height and weight can be used to calculate body mass index and 



provide a proxy measure of whether higher secondary school students are 

overweight. 

Although overweight prevalence estimates derived from self-reported 

data are likely to be low, (Berner et. al, 2000 and Goodman, 2000) they can 

be useful in tracking trends over time. Prevalence trends from US national 

surveys of adults using self-reported height and weight have been consistent 

with trend data from national surveys using measured height and weight 

(Galuska et. a1 , 1996). Overweight and obesity are increasing in both genders 

and among all population groups. In 1999, an estimated 61% of United States 

adults and 14% of adolescents aged 12-1 9 years were overweight. In 1999, 

there were nearly twice as many overweight children and almost three times 

as many overweight adolescents as there were in 1980. (NCHS-CDC, 2002) 

Approximately 300,000 deaths a year in the United States are currently 

associated with overweight and obesity. Overweight or obesity acquired 

during childhood or adolescence may persist into adulthood and increase the 

risk later in life for coronary heart disease, gallbladder disease, some types of 

cancer, and osteoarthritis of the weight-bearing joints (Public Health Service, 

1988). In adolescence, obesity is associated with hyperlipidemia, 

hypertension, abnormal glucose tolerance, and adverse psychological and 

social consequences (Dietz WH, 1998). 



As part of a school health programme, school meal programmes can be 

source of healthy food to students (as many may not have other regular 

sources of food) and can promote daily attendance, class participation and 

academic achievement. In addition, schools can teach nutrition education as 

part of health education curriculum to help students develop the knowledge, 

skills, and behaviours needed to foster life long healthy eating habits. 

Fruits and vegetables are good sources of complex carbohydrates, 

vitamins, minerals, and other substances that are important for good health. 

Dietary patterns with higher intake of fruits and vegetables are associated 

with a decreased risk for some types of cancer. (Van Duyn MA 2000, Ness 

AR1997 & Terry P, 2001) In 2001, only 23.3% of male high school students 

and 19.7% of female high school students met the minimum average daily 

goal of at least five servings per day of vegetables and fruits (CDCP, 2002). 

Hygiene Question (S): 

Q. 10. During the past 7 days, how did you usually wash your hands before 

eating at school? 

Q. 1 1 Are the toilets or latrines safe at school? 

Q. 12 Are the toilets or latrines clean at school? 

Q. 13. How often did you use soap when washing your hands after using 

toilet or latrine? 



Rationale: 

The questions in this module measure frequency of hand washing and 

hand-washing with soap after using toilet. Diarrhoea1 diseases kill 2 to 3 

million children in developing countries every year. Hand washing with soap 

alone could cut deaths into half. Removing excreta and cleaning hands with 

soap after contact with faecal material prevents transmission of the bacteria, 

viruses, and protozoa that cause diarrhoea1 diseases. UNICEF reports "one of 

the major problems faced by hundreds of millions of school-age children is 

infection by parasites and flukes. These parasites consume nutrients from 

children they infect, bringing about or aggravating malnutrition and retarding 

children's physical development. They also destroy tissues and organs in 

which they live causing pain and various health problems. Water and 

sanitation related diseases affecting children include diarrhoea, trachoma, 

schistosomiasis, scabies, and Guinea worm. All of these compromise 

children's attendance and performance at school and, not uncommonly, can 

result in death" (Annan, 200 1). 

Schools can help improve child and adolescent health by providing and 

maintaining sanitary conditions. Hand washing, toilet or latrine, and other 

sanitation facilities and safe water are either non-existent or inadequate in 

many schools in both rural and urban areas in developing countries. By 

providing well-maintained and adequate number of sanitation facilities and 



safe water as part of the school health programme, schools can reinforce the 

health and hygiene messages delivered in health education and serve as a 

model to both students and the broader community. 

School Violence &uestion: 

Q. 14. During the past 12 months how many times were you in a physical 

fight? 

Rationale: 

This question will help to understand the magnitude of violence in 

schools. School violence does not start in the school. The question will 

measure how often students have been physically attacked, how often they 

have participated in a physical fight, the circumstances surrounding serious 

injuries. Injuries are a major cause of death and disability among young 

children. Each year, 750,000 children die from injuries. Another 400 million 

children are hurt seriously. In 2000, estimated 190,000 youth homicides (9.2 

per 100,000 populations) occurred globally. For every youth homicide, 

approximately 20 to 40 victims of non-fatal youth violence receive hospital 

treatment. Many injuries lead to permanent disability and brain damage. 

Victims of bullying have increased stress and a reduced ability to concentrate 

and are at increased risk for substance abuse, aggressive behaviour, and 

suicide attempts (Anti-Bullying Centre,2002). 



School health programmes can help reduce violence and unintentional 

injuries in schools by establishing social and physical environments that 

promote safety and prevent injuries and violence; implementing health 

education that teaches students knowledge, attitudes, and skills they need to 

adopt safe lifestyles; establishing crisis response mechanisms; providing 

mental health and social services to meet the needs of students; and providing 

safe physical education and extracurricular physical activity programmes. 

Mental Health Question(s): 

Q. 15. During the past 30 days how often have you felt lonely? 

Q. 16 During the past 12 months, did you ever seriously consider attempting 

suicide? 

Q. 17 How many close friends do you have? 

Rationale: 

The questions in this module measure feeling of loneliness, loss of 

sleep due to worry, sadness and hopelessness, suicide thought and attempts, 

and attachment. Anxiety disorders, behaviour disorders, cognitive disorders, 

depression and other mood disorders are among the most common mental 

health problems among adolescents. Every country and culture has children 

and adolescents struggling with mental health problems. Most of these young 

people suffer needlessly, unable to access appropriate resources for 
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recognition, support, and treatment. If ignored, these young people are at 

high risk for abuse and neglect, suicide, alcohol and other drug use, school 

failure, violent and criminal activities, mental illness in adulthood, and health- 

jeopardising impulsive behaviours. Depression during adolescence and 

young adulthood is recognized increasingly as an important public health and 

social problem. Worldwide, about 4 million adolescents attempt suicide 

annually, resulting in at least 100,000 deaths. (Annan KA, 2001 & WHO, 

2001). 

As part of a school health programme, school mental health and social 

services can play a critical role in fostering healthy social and emotional 

development among students. To help students develop positive mental 

health, school mental health and social services can teach life-skills such as 

problem-solving, critical thinking, communication, interpersonal relations, 

empathy, and methods to cope with emotions and crises. In addition, school 

mental health and social services can include prevention, assessment, 

treatment, and case management for students either directly or through 

referrals to community-based programmes (NMHI, 1999 & Adelman, 1998). 

Tobacco Use Question(s): 

Q.  18. How old were you when you first tried a cigarette? 

Q. 19. During the past 30 days how many days did you smoke cigarettes? 



Q. 20. During the past 30 days how many days did you use any other form of 

tobacco such as gudka, hans, panparag ? 

Q. 21 During the past 12 months have you ever tried to stop smoking 

cigarettes? 

Q. 22. During the past 30 days how many cigarettes did you smoke daily? 

Q. 23. Which of your parents or guardians use any form of tobacco? 

Rationale: 

The questions in this module measure current cigarette use, age of 

initiation of cigarette smoking, attempted cessation of cigarette smoking, 

current use of other tobacco products, exposure to second-hand smoke, and 

tobacco use by parentslguardians (i.e., role models). 

About one in three or 1.1 billion people worldwide smoke. Among 

these, about 80% live in low and middle-income communities (WHO, 1999). 

By 2020, the tobacco epidemic is expected to kill more people than any single 

disease. By 2020, tobacco use will cause about 18 percent of all deaths in 

developed countries and about eleven percent of all deaths in developing 

countries. Tobacco use is a known or probable cause of about 25 diseases 

including heart disease, cancer, stroke, and chronic obstructive pulmonary 

disease. Smokeless tobacco use causes oral cancer in the lip, tongue, mouth, 

and throat areas and digestive system cancers. Most people who use tobacco 

initiate use prior to age 18. Exposure to tobacco smoke in the environment 



can aggravate allergies and increase the severity of symptoms in children and 

adolescents with asthma and heart disease; it is also associated with lung 

cancer (UNESCO, 1999). Family members, film stars, and sports heroes, 

who use tobacco .idhence children and adolescents to use tobacco 

(USDHHS, 1994). 

School health programmes can reduce tobacco use by implementing 

and enforcing policies to prevent tobacco use among students, faculty, staff, 

and visitors on school property and at all school events at all times; by 

providing tobacco use prevention education; and by offering tobacco 

cessation programmes for faculty, staff, and students (CDC, 1994). 

Alcohol and Other Drug Use Question(s): 

Q. 24. How old were you when you had your first drink of alcohol other than 

a few sips? 

Q.25 During past 30 days on how many days did you have at least one drink 

containing alcohol? 

Q. 26 During your life, how many times did you drink so much alcohol that 

you were really drunk? 

Q. 27. How old were you for the first time you drunk so much alcohol that 

you were really drunk? 



Q. 28. During your life how many times have you ever had a hangover, felt 

sick, headache, got into trouble with your family or friends, missed 

school or got into fight as a result of drinking alcohol? 

Q. 29 The most number of drinks you have had on one occasion? 

Q. 30 What type of alcohol do you usually drink? 

Q. 3 1 With whom Do you usually drink alcohol? 

Q. 32 Do your parents or guardians know that you drank alcohol? 

Q. 33 Which of your parents or guardians drink alcohol ? 

Q. 34 During' your life how many times have you used drugs such as 

marijuana, ganja, hashish? 

Q. 35 During the past 30 days how many times did you use ganja? 

Q. 36 How old were you when you first tried marijuana or ganja? 

Q. 37 During your life how many times have you shared needles or syringes 

used to inject any drug into your body? 

Q. 38 During this school year were you taught in any of your classes the 

dangers of using drugs? 



Rationale: 

The questions in this module measure current alcohol use, how 

students get the alcohol they drink, episodes of heavy drinking, problems 

associated with alcohol use, and lifetime drug use. 

Worldwide, alcohol use causes 3% of deaths (1.8 million) annually, 

which is equal to 4% of the global disease burden. Across sub-regions of the 

world, the proportion of disease burden attributable to alcohol use is greatest 

in America and Europe ranging from 8% to 18% of total burden for males and 

2% to 4% of total burden for females. Besides the direct effects of 

intoxication and addiction, alcohol use causes about 20% to 30% of 

oesophageal cancer, liver disease, homicide and other intentional injuries, 

epilepsy, and motor vehicle accidents worldwide (WHO, 2002). In most 

countries, alcohol-related mortality is highest among 45- to 54-year-olds, but 

the relationship between the age of initiation of alcohol use and the pattern of 

its use and abuse in adulthood makes the study of alcohol consumption among 

adolescents important (Poikolainen K et. al., 2001). 

While adverse health consequences from long-term chronic alcohol use 

may not cause death or disability until fairly late in life, acute consequences 

of alcohol use, including intentional and unintentional injuries, are far more 

common among youth and young adults. Unintentional injuries are the 

leading cause of death among 15- to 25-year-olds and many of these injuries 



are related to alcohol use (Facy F, 2000). Young people who drink are more 

likely to use tobacco and other drugs and engage in risky sexual behaviour, 

than those who do not drink (Hibell B et. al, 2000). Problems with alcohol 

can impair adolescents' psychological development and influence both the. 

school environment and leisure time negatively (Currie C et al, 2000). 

Although scientific evidence on the efficacy of educational 

programmes conducted in schools is limited, such programmes have been 

designed to help reduce risks associated with alcohol use among young 

people. School health programmes can help students acquire communication, 

critical thinking, refusal, and other life skills needed to avoid problems 

associated with alcohol and other drug use (Paglia A, and Room R, 1998). 

HZV/AIDS Related Knowledge Question(s): 

Q. 39 Have you ever heard of HIV or the disease called AIDS? 

Q. 40 During this school year, were you taught in any of your classes about 

HIV or AIDS? 

Q. 4 1 Can people get HIV infection or AIDS from mosquito bites? 

Q. 42 Will people get infection of HIV by having sexual intercourse? 

Q. 43 Will people get infection of HIV through blood transfusion? 

Q. 44 Will people get infection of HIV by using common syringes of medical 

injection? 

Q. 45 Will people get infection of HIV by a touch from an AIDS patient? 



Rationale: 

These questions measure the knowledge and concept about HIV and 

whether higher secondary school students have received HIV prevention 

education. Since the epidemic began, more than 60 million people have been 

infected with HIV (UNAIDS, 2002). In 2001 alone, an estimated 5 million 

people became infected with HIV. More than half of those newly infected 

with HIV today are between 15 and 24 years old. Each day, nearly 6,000 get 

infected. An estimated 11.8 million young people aged 15 to 24 are living 

with HIV and AIDS (UNICEF, 2002). HIV infection and AIDS is by far the 

leading cause of death in sub-Saharan Africa and the fourth leading cause of 

death worldwide, by the epidemic claiming about 3 million lives in 2001. 

In many countries, HIV infection and AIDS is reducing average life 

expectancy, threatening food security and nutrition, dissolving households, 

overloading the health care system, reducing economic growth and 

development, reducing school enrolment and the availability of teachers 

(UNAIDS, 2002). 

School health programmes can play an important role in helping 

students reduce their risk of pregnancy, STD and HIVIAIDS infection (WHO, 

UNAIDS, UNESCO,, 1998). Based on community norms and references, 

school health education can help students develop the knowledge and skills 

they need to avoid or reduce sexual risk behaviours, school health services 
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can provide or refer to reproductive health services, and school health policies 

can protect students and staffs infected with HIV and foster a safe and 

respectful environment for everyone. 

Attitude towards Physical Activity Question(s): 

Q. 46 During a usual week, on how many days are you physically active for a 

total of at least 60 minute per day? 

Q. 47 How much time do you spent during a usual day sitting and watching 

television, playing computer games, talking with friends or doing other 

sitting activities such as reading books, playing chess or playing 

scrabble? 

Q. 48 During the past 7 days on how many days did you walk or ride a 

bicycle to and from school? 

Q. 49 During the past 30 days on how many days did you miss classes or 

school without permis&on? 

Q. 50 During the past 30 days how often did your parents or guardian 

understands your problems and worries? 

Q. 5 1 During the past 30 days how often did your parents or guardian really 

know what you were doing with your free time? 



Q. 52 During this school year on how many days did you got to physical 

education class each week? 

Q. 53 During the past 12 months, on how many sports teams did you play? 

Q. 54 During this school year have you been taught in any of your classes the 

benefit of physical activity? 

Q. 55 During the past 7 days on how many days did you do exercise such as 

push-ups, sit-ups, toe touch, knee bending, leg stretching or weight 

training? 

Rationale: 

The questions in this module measure participation in physical activity, 

physical education classes, sports teams, watching television and sedentary 

leisure behaviour and travel to school. Participating in regular physical 

activity helps build and maintain healthy bones and muscles, control weight, 

build lean muscle, and reduce fat; reduces feelings of depression and anxiety; 

and promotes psychological well-being (USDHSS, 1996). Participating in 

adequate physical activity throughout the life span and maintaining normal 

weight are the most effective ways of preventing many chronic diseases, 

including cardiovascular disease and diabetes (WHO, 2002). The prevalence 

of type I1 diabetes is increasing globally and now is occurring during 

adolescence and childhood (Silink M, 2002). However, "a sedentary lifestyle 



has increased rapidly in most developed and developing countries around the 

world. It is estimated that in a great number of countries, both industrialised 

and developing, less than one third of young people are sufficiently active to 

benefit their present and future health and well-being" (CDCP, 1996). 

As part of school health programmes, schools can offer physical 

education and opportunities, both during and outside the school day, for all 

students to participate in physical activity and sports. Schools that "offer 

intensive physical activity programs see positive effects on academic 

achievement, even when the time spent on academics is reduced to allow for 

these programmes, including increased concentration; improved mathematics, 

reading, and writing scores; and reduced disruptive behaviours" (Shepard R, 

1997: Sallis J et al, 1999: MMWR, 1997). 

Selection of Participants 

The study is intended to provide reliable data describing the 

characteristics of higher secondary school children of 15 to 18 years of both 

sexes. The sample represent proportionately the various districts of Kerala 

state with 2546 boys (Mean Age = 16.48 years) and 2521 girls (Mean Age = 

16.19 years). The details of the selected subjects are given below: 



TABLE 1 

Q.5 Which syllabus of education are you following? 

The sample design divide the state based on revenue districts (14) in 

which each educational district (34) was evaluated for their location in 

accordance with geographic regions, such as coastal, midlands and highlands 

and thereafter based on the total strength of students belonging to that area, 

proportionate allocation was done. 

State Higher Secondary (%) 

CBSE (%) 

ISE (%) 

VHSE (%) 

Total 

The graphical representations of total and category wise details of the 

participants are presented as Figure. 1 and Figure 2. 

N 

1399 

598 

376 

173 

2546 

Boys (%) 

54.95 

23.49 

14.77 

6.79 

100 

N 

1609 

517 

166 

229 

252 1 

Girls 
(%) 

63.82 

20.5 1 

6.58 

9.09 

100 





Twenty (20) Primary Sampling units (PSU) were created by grouping 

the adjacent educational districts, so that the total population in each group 

were approximately the equal. The PSU's were assigned in such a way that 

each group represents a compact area of the state, so that, such groups will 

have an approximately equal student population. Thereafter, one or two 

schools from each PSU's were selected randomly. The selection was done 

based on the average class strength and the number of divisions. This 

procedure will result in a sample, that will include at least two classes from 

two different schools for each PSU. 

One division was selected at random from each group and two or more 

groups (science, humanities and commerce treated separately) were selected 

from each school. Each division in a given group thus got an equal chance of 

being selected. All the students from the selected division of a particular 

group were invited to participate in the testing programme. Thus, 50 to 100 

students from each PSU were selected for the testing programme. 

Data Collection Protocols 

Data collection procedures are similar for all PSUs. Local procedures 

for obtaining parental permission are followed before administering the 

questionnaire in school. Passive permission, in which parents send back a 

signed form, only if they do not want their child to participate in the survey. 



Survey procedures are designed to protect student privacy by allowing for 

anonymous and voluntary participation. In the survey, students complete the 

self-administered questionnaire during one class period and record their 

responses directly in an answer sheet. To the extent possible, students' desks 

are spread throughout the classroom to minimize the chance that students will 

see each other's responses. Students were also encouraged to use an extra 

sheet of paper or envelop, provided by the investigator, to cover their 

responses as they complete the questionnaire. When students complete the 

questionnaire, they were asked to seal their questionnaire answer sheet in an 

envelop before putting it in a box. 

Data Processing Procedure 

Microsoft ACCESS0 was used to code the data. The category wise 

response to each question was drawn using structured query (SQL). The 

extracted data were analysed using Microsoft EXCEL0 software. Percent 

Analysis was later done on the data collected. The Body Mass Index (BMI) 

was calculated using the formula BM1 = Weight (in kg.) X Height (in m2). 

Student's t-test was performed for comparing the means on height and weight 

variables. 
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SUMMARY 

The purpose of the study was to assess the health-risk behaviours and 

attitude towards physical activity among higher secondary school students in 

Kerala. The variables selected were height, weight, dietary behaviour, over 

weight, hygiene, violence, mental health, prevalence of tobacco use, alcohol 

and other drug use, HIVIAIDS related knowledge and attitude towards 

physical activity which are the priority health-risk behaviours. 

The survey covered 5067 male and female students in higher 

secondary schools following the State Higher Secondary, CBSE, ISE and 

VHSE syllabus of education in Kerala during the year 2005-06. The sample 

represented proportionately the various districts of Kerala state with 2546 

boys (Mean Age = 16.48 years) and 252 1 girls (Mean Age = 16.19 years). To 

determine the risk behaviours and its assessment, a questionnaire was 

developed primarily based on the questionnaire developed by Centre for 

Disease Control and Prevention, U.S. Department of Health and Human 

Services, Atlanta, GA 30333. The questionnaire contained 55 multiple-choice 

questions. The sample design divide the state based on revenue districts (14) 

in which each educational district (34) was evaluated for their location in 

accordance with geographic regions. Twenty (20) Primary Sampling units 

(PSU) was created by grouping the adjacent educational districts, so that the 

total population in each grouping was approximately equal. Two classes from 



two different schools of each PSU were selected. All the students from the 

selected division of a particular group were invited to participate in the testing 

programme. Thus, 50 to 100 students from each PSU participated in the testing 

programme. The data collected was subjected to statistical treatment namely, 

descriptive statistics and student's "t" test. 

The analysis of the results in relation to the dietary behaviour and 

obesity do reveals the findings the prevalence of underweight among higher 

secondary students of Kerala aged 16-19 years (40.64%). A major difference 

was found in the prevalence rate of under weight among State + VHSE boys 

(43.55%) when compared to CBSE + ISE boys (26.55%) students and among 

girls, 49.95% of the State + VHSE students are underweight compared to the 

29.14% in the CBSE+ISE counter parts. The prevalence of over weight1 

obesity among higher secondary students was only 5.72%, 9.14% of boys and 

6.86% girl students belonging to CBSE+ISE stream were obese when 

compared to 0.02% boys and 2.50% girls students among State + VHSE 

counter parts. The mean height of the higher secondary State + VHSE boys 

students was 1.06 cm lesser when compared to standard value (168.4 cm) for 

16 years boys, the average height of the CBSE+ISE boys were 168.28 cm and 

State+VHSE boys were 167.34, which is 0.94cm higher than State+ VHSE 

boys. While, State+VHSE girls students were found with recommended height 

(155.3cm) at the same time CBSE+ISE girls students were found 3.33 cm 

taller. Body weight of State + VHSE boys were 1.42 kg lesser than the 



recommended value (55.5 kg) for 16 year boys and the CBSE+ISE boys 

weigh 3.47 kg more than the recommended weight. While the body weight of 

girls students in State + VHSE were 3.89 kg lesser than the recommended 

weight (49.8 kg) for 16 year old girls and at the same time CBSE+ISE girls 

students were 0.36 kg higher than the recommended value. 

As far as the variable hygiene was concerned, State-wide, 69.77% of 

the students believed that, the toilets or latrines in their school are safe but 

42.10% of students are of opinion, that the toilets or latrines in their schools 

are not clean, overall 21.75% of students never or rarely used soap for 

washing hands after using toilet or latrine. 

Regarding the variables violence and mental health, State-wide 42.19% 

students had involved in physical fight more than once during the past 12 

months. The sense of loneliness was found among 32.5% of students in 

Kerala during the past 30 days preceding the survey. Further regarding the 

variable tobacco, alcohol and other drug use, Overall, 6.16% students smoked 

cigarettes 30 days preceding the survey and approximately 4.89% students 

had used some form of tobacco within 30 days preceding the survey. The 

percentage of youth aged 15-19 years who consumed alcohol was 5.96%, 

while only 2.13% students had used drugs such as marijuana, ganja or hashish 

in their life. Besides, 30.73% students were not taught about the dangers of 

using drugs in their school. 



However, regarding the variable HIVIAIDS related knowledge 96.49% 

of higher secondary students are aware about HIVIAIDS as a infective 

communicable disease, 11.62% students believed that people can get HIV 

infected or AIDS from mosquito bite and 4.50% students believe that people 

will not get infected of HIVIAIDS by having sexual intercourse. While, 

7.18% students felt that HIVIAIDS can be transmitted by casual contact and 

handshake and an alarming percentage of 38.22% higher secondary students 

are not taught about HIV or AIDS in their school. 

Lastly, the findings related to the variable, attitude towards physical 

activity, overall, 35.88% of students had been physically active and doing 

some kind of physical activity of at least 60 minuteslday on S days or more 

preceding the survey, which do increase their heart rate and at the same time 

30.89% of students attended only one class in physical education per week 

preceding the survey, State-wide 33.95% of students watched television, 

played video or computer 23 hours per day on an average school day. 

Conclusions 

Antonovsky (1996) states: ". . . We are always in the dangerous river 

of life. The twin question is: How dangerous is our river? How well can we 

swim?" Youth risk behaviour studies provide one mechanism for assessing the 

'level of danger' in an adolescent's river of life. Based on the findings of the 

study the following conclusions were drawn: 



Thattil 240 

1. Prevalence of underweight among higher secondary students of Kerala 

aged 16- 19 years were found to be 40.64% compared to the BM1 criteria 

( 4 8.5) of the World Health Organization. 

2. A major difference was found in the prevalence rate of under weight 

among State + VHSE boys (43.55%) compared to CBSE + ISE boys 

(26.55%) students. 

3. Among girls, 49.95% of the State + VHSE students are underweight 

compared to the 29.14% in the CBSE + ISE counter parts. 

4. The prevalence of over weightlobesity among higher secondary students 

was only 5.72% taking the BM1 criteria of World Health Organization. 

5.  9.14% of boys and 6.86% girl students belonging to CBSE + ISE stream 

were obese compared to 0.02% boys and 2.50% girls students in the 

State + VHSE counter parts. 

6. The mean height of the higher secondary State + VHSE boys students 

was 1.06 cm lesser when compared to standard value (168.4 cm) for 16 

years boys. 

7. The average height of the CBSE+ISE boys were 168.28 cm and State + 

VHSE boys were 167.34, which is 0.94cm higher than State + VHSE 

boys. 



8. State + VHSE girls students were found with recommended height 

(155.3 cm) and at the same time CBSE+ISE girls students were found 

to be 3.33 cm taller. 

9. Body weight of State + VHSE boys were 1.42 kg lesser than the 

recommended value (55.5 kg) for 16 year boys and the CBSE+ISE boys 

were 3.47 kg heavier than the recommended weight. 

10. Girl students in State + VHSE weigh 3.89 kg less than the recommended 

weight (49.8 kg) for 16 year old girls at the same time CBSE+ISE girl 

students were 0.36 kg higher than the recommended value. 

11. Overall, 69.77% of the students are of the notion that, the toilets or 

latrines in their school are safe but 42.10% of students had the opinion 

that the toilets or latrines in their schools are not clean. 

12. Overall 21.75% of students never or rarely used soap for washing hands 

after using toilet or latrine. 

13. State-wide 42.19% students had involved in physical fight more than 

once during the past 12 months. 

14. The sense of loneliness was found among 32.5% of students in Kerala 

during the past 30 days preceding the survey. 

15. Overall, 6.16% students smoked cigarettes 30 days preceding the 

survey. 
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16. Approximately 4.89% students had used some form of tobacco on 

within 30 days preceding the survey. 

17. The percentage of youth aged 15-19 years who consumed alcohol was 

5.96%. 

18. Only 2.13% students had used drugs such as marijuana, ganja or hashish 

in their life. 

19. 30.73% students were not taught about the dangers of using drugs in 

their school. 

20. 96.49% of higher secondary students are aware about HIVIAIDS as a 

infective communicable disease. 

2 1. 1 1.62% students believed that the people can get HIV infected or AIDS 

fiom mosquito bite. 

22. 4.50% students believe that people will not get infected of HIVIAIDS by 

having sexual intercourse. 

23. 7.18% students felt that HIVIAIDS can be transmitted by casual contact 

and handshake. 

24. An alarming percentage of 38.22% higher secondary students are not 

taught about HIV or AIDS in their school. 



25. Overall, 35.88% of students had been physically active and doing some 

kind of physical activity for at least 60 minutes per day 23 days or more 

preceding the survey which do increase their heart rate. 

26. 30.89%. of students were found to have attended only one class in 

physical education per week preceding the survey. 

27. Overall 33.95% of students watched television, played video or 

computer 3 hours per day on an average school day. 

RECOMMENDATIONS 

In the light of the conclusions drawn, the following recommendations 

are made: 

1. Supplementary feeding activities need to be better targeted towards 

those who need it most, and growth-monitoring activities need to be 

performed with greater regularity, with an emphasis on using this 

process to help parents understand how to improve their children's 

health and nutrition. 

2. A surveillance system should be maintained and be sustained to help 

monitor and to ensure the effectiveness of much systems and also other 

public and school health programmes for youth. 

3. An education programme to improve the health of school children 

through better hygiene and sanitation practices have to implemented in 



each school. This will ensue safe, secure and healthy environment for 

the school children and equip them to face the challenges in their life in 

a better manner. 

4. The children should be taught to realise their rights for a healthy and 

safe learning environment. 

5 .  Schools should help to improve child and adolescent health by providing 

and maintaining sanitary conditions, such as hand washing, toilet or 

latrine, other sanitation facilities and safe drinking water as they are 

either non-existent or inadequate in many schools in both rural and 

urban areas in Kerala. 

6.  School health programmes should be designed and implemented, which 

will help to reduce violence and unintentional injuries in schools by 

establishing social and physical environments that promote safety, 

prevent injuries and violence. 

7. Health education should be taught, so as to develop students knowledge, 

attitudes, and skills which they need to adopt safe and healthy lifestyles 

for establishing crisis mechanisms; for developing mental health and 

social services so as to meet the needs of students, apart from and 

providing safe physical education and extracurricular physical activity 

programmes. 



8. Non-violence should be taught as part of the school curriculum. 

Educating today's youth about the effects of violence, how the police are 

there to help and how to manage conflict in a non-violent way? 

9. Teachers should be trained for early detection of possible problems, 

which will be a blessing besides, Teachers and parents need to watch for 

signs of unusual behaviour and address it before it escalates into an 

uncontrollable violence. 

10. Parents, teachers, police, councillors and communities should work 

together with students, guiding them in the right direction, giving them 

the tools necessary to become balanced individuals. 

11. Students should be provided with a safe environment to learn and grow 

so as to lessen the fears produced by external debilitative forces thereby 

helping them to mature into responsible adults. 

12. Programmes should be implemented to identify the students with 

emotional, social and physical problems. 

13. To help students develop positive mental health, School mental health 

and social services should impart life-skills such as problem solving, 

critical thinking, communication, interpersonal relations, empathy, and 

methods to cope with emotions and crises and to develop mental health. 



14. In addition, school mental health and social services should include 

prevention, assessment, treatment, and case management for students 

either directly or through referrals to community-based programmes. 

15. Action should be taken to reduce tobacco use by implementing and 

enforcing policies to prevent tobacco use among students, faculty, staff 

and visitors on school property during all school events not only by 

providing tobacco use prevention education but also by offering tobacco 

cessation programmes for faculty, staff and students. 

16. Alcohol abuse prevention programmes should be implemented in school 

campuses, and besides more effective policies and programmes have be 

implemented to address this issue. 

17. The help of voluntary organisations should be sought to provide training 

and support for peer- facilitated prevention activities, usually related to 

alcohol and other drug use and sexual responsibility. 

18. The government machinery should formulate policies, regulations and 

practices in the right perspective so as to reduce alcohol consumption 

among school children. The parents and teachers being guardian and 

caretakers have a big role to play too, so as to s strictly guard pupil 

against this habit. 
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19. Government should implement policies and programmes that reduce 

drug use. Besides, parents and teachers should educate children about 

drug use and its consequences. 

20. Health education programme should be provided to help shrdents 

develop the knowledge and skills they need to avoid or reduce sexual 

risk behaviours. 

21. Action should be initiated to ensure that each student is undergoing the 

recommend level of physical activity each week. 

22. Students should be taught about the importance of physical activity and 

the Ministry of Education may tackle this problem by including physical 

education in the school curriculu~n and by providing emphasis to this 

aspect among the teaching staff. 

23. Regular Monitoring and evaluation activities should be carried out for 

strengthening through the collection of timely, relevant, accessible, 

high-quality information. 

24. School authorities should address priority health-risk behaviours among 

their students by increasing access to health-related information, 

education and services. 



25. Important baseline data should be developed and provided to school 

authorities, leaders, students and health officials so as to use in reducing 

health-risk behaviours among school students. 

26. Programmes should be planned and implemented to deal with adolescent 

health risk behaviours and prevention efforts should be taken by 

education, public and community. 

27. The Department of Education and the Directorate of Health Services 

should consider significant results, and , be guided in modifying 

strategies towards effective programme interventions, reducing 

morbidity, mortality from chronic diseases even among youth and also 

when they become adults. 

28. Further research should be taken up to clarify the multidimensionality 

underlying Kerala adolescent population health risk behaviours which 

were not examined in this study. 

29. Further, this study should be carried out periodically in order to track 

how results change over a period of time. 
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APPENDIX - I 

The Questionnaire on Health Risk Behaviour and Attitude 
towards Physical activity among Higher Secondary 

School Students in Kerala 
- 

This survey is about your health and the things you do that may affect your 
health. Students like you all over your state are doing this survey. The information 
you give will be use to develop better health programmes for young people like 
yourself 

Do not write your name on this survey or the answer sheet. The answers you 
give will be keeping private. No one will know your answer. Answer the questions 
based on what you really know or do. There is no right or wrong answers. 

Completing the survey is voluntary. Your grade or mark in the class will not 
be affect whether or not you answer the questions: If you do not want to answer a 
question, just leave it blank. Make sure to read every question and make tick mark 
in the answer sheet. 

g9 m d e q  m l m 2 ~ a s  ~ e a 3 c n ~ a r n m j o l ~ o  colmu3 a d g j m  & 3 q  

md a m a m  colssn2~ss a ~ e a ~ ~ c n j a r n  m ~ w l m j m j  clg)mmlammjoIgjm3 
sm'. m l m d  mdcajm cu7czramd co?ma2eg3aj~cuajas angogtjS mea3 
~hdcbld3~l&Cd cr i l&c ru?~ l& j~01cn '  2d~Q3~lc%lJCfTlO1~n36m~. 



1. How old are you? (co7mgjas m o d ? )  
A. 15 years old or younger (15 cuwaqp  m r l m j  G 5 ) 3 ~ 9 ~ ~ 3 )  
B. 16 years old (is c u w a  ) 
C. 17 years old (l7 c u w a  ) 
D. 18 years old (l8 mm@) 
E. 19 years old or above (is m w o q p  mmlmj  mj&2ld) 

2. What is your sex? (co7md a ~ d & j ~ l o w 3  add&jFj lao3? ) 
A BOY ( a Q d & j ~ I )  
B. Girl (s,~~a-&~-,j~l ) 

3. In which standard are you studying?(mlmd acmj % 3 q l d  do1 
mamj?)  
A. +l 
B. +2 

4. In which category does your school belongs to? ( d m 2 j a s  cru'qd 
arj culs3cnmld a d s j m j ? )  
A. Government (cncudarncfj) 
B. Aided (cncudaa$ q d w n o ' )  
C. Un Aided ( m d  qwlcwhu') 

5 .  Which syllabus of education are you following?. (mlm2ja s  cro'b~d 
n@Oj d 3 0 ~ d n ~ O l ~ 3 6 m ~  (LnC'KDj~C~jCrncrn'?) 
A. State Higher Secondary (cruommm clood acrummol) 
B. C.B.S.E. (ml.mI.qcru'.q.) 
C. I.S.E. ( a q . q c 6 . s . )  
D. V.H.S.E.( cu1.qd.qcr;i.p.) 

6 .  What is your Height and weight? 
A. Height - In cm 
B. Weight - in Kgs 

During the past 30 days, how often did you feel hungry because of not 
havingenough food at home?( AYI~TDTZO 30 o l c u c r u m d ~ l s w l d  m l m  
220s &$d s d t 4 l m n r n l q ~ m m ~ a ~ ~  duod m m ~ s m a ~ s ~ a m 3 ? )  
A. Never (6301d36)e~jo) 
B. Rarely ( c n r a c z l ~ d q m ~ d )  

C. Sometimes ( L L J ~ ~ I ~ C L J ~ ~ )  
D. Most of the time (almo~t139j0) 
E. Always ( n g ) t p G o ~ ~ ~ ~ ~ j o )  



8. HOW many times per day did you usually eat fruits, such as ripe 
bananas, Pappaya, Pineapple, grapes, orange or any other? (&am 
0 1 0 3 8  n6)lm @W3.l6lYl c016ZBd crU3~3~~mm3d W39490, d 4 3 W y  6)a&m 
gm, m~mlal m a g p l d  magaccn&Iaj~ d~md & ~ l m 3 0 2 ~ ? )  

A. I did not eat fruits (mad d9md &~1&3o?g) 
B. 1 time per day (drumo em2 emao) 
C. 2 times per day (~Icucruo am2 emao) 
D. 3 times per day (nlcumo m ~ m 2  emao) 
E. 4 or more times per day (m3ea3 m m l d  &jsjmeen) 

V 9. How many times per day did you usually eat vegetables, such as ladies 
finger, Pumpkin, Drumstick, Brinjal, Tomato, raw Plantain or any 
others? ( ~ l c u m m l d  aim mcum m ~ m d  maw3asmw3~1 d d m o l  
&d (acumm, m m m ,  m~almm3m, cu~jmmm, mm321, ~acudcn 
md mjmenocu &91m30jd?) 

A. I did not eat vegetables ( m ~ d  d g m o l b d  & ~ I m 3 o l ~ )  
B. 1 time per day (nlcumo sad emao) 
C. 2 times per day (nlcumo am2 ~mao) 
D. 3times per day (nlcumo m~m~emao) 
E. 4 or more times per day (m3eer3 mdd &~sjmd) 

10. During the past 7 days, how did you usually wash your hands before 
eating at School? (~~lsrrmn 4391 dcumm2ld rr3q21d scud nb)m 

amwasm' sasmczn70-Y m j 6  so& ~ 9 j ~ j m & ? )  

A. I did not wash my hands before eating at School (cru'd342ldacu4 
s ~ s m m l f i  m ~ d  aa& ~ 9 2 ~ 3 o I g )  

B. In a dish of water used by others (mg~mcud ~ ~ e w ~ c n l ~ a ~ ~ m l a l  
mjm d3~mmlaa  acummld) 

C. In a dish of water used only by me ( m ~ d  m3lcmo 2n~em3cn l~~~~m 
da~mmlaa acuwmld)  

D. Under running water or tap ( r i ~ j ~ j m ,  acummld  wag&163 
s34ldmlmi;) 

E. Some other way (moo2 crlwmld) 
Are the toilets or latrines safe at school? (cru'd3,~21aa e~~~slcn~o es3d 
erg20 cru~amlma~em~?) 
A. There are no toilets or latrines at school (cru'~j21d es3crijag20 

f=lslqo 2%) 
B. Yes (warn) 
C. No (m%) 



12. Are the toilets or latrines clean at School? (cru'&~2loe1 e~~~slcojo as3wI 
agjo m & m l w j ~ m ~ a m 3 ? )  
A. There are no toilets or latrines at School (&&~21d ~ ~ ~ 6 e ~ g j o  

eIq.slmjo 
B. Yes(mam) 
C. No (m%) 

13. How often do you use soap when washing your hands after using toilet 
or latrine? (asoa5erglerj0 cmaageld er~~slmlerj~ ad3crumlm~acro&o 

*CO mmm aa& & v j ~ j a m o d  a m a d  2~~amocnlm3oj&? ) 
A. Never (salme~jo) 
B. Rarely (mdjdqm3wl) 
C. Sometimes (dIerag3d.) 
D. Most of the time (mImag39jo) 
E. Always (ng)go6agocsjo) 

14. During the past 12 months, how many times were you in a physical 
fight? (~vlsrsnn 12 m~mm~eJmlmlsw1d ng)[mmmm mlmd cro~)3(bqal 
&mow qgjmjseild q j j d a g s l ~ j ~ ? )  

A. 0 time (9%) 
B. 1 time (sol mcum) 
C. 2 to 5 times (2  mjmd 5) 

D. 6 to 9 times (6 mjmd 8) 

E. 10 or more times (10 m a g e l d  m m l d  &~sjmd) 

15. During the past 30 days, how often have you felt lonely? ( ~ v l m  30 

nlmmmdmlsazjld colmd& ng)[m mcum ~&3crmm mcojam 

agsa?) 
A. Never (salme~jo) 
B. Rarely (cmacrljdqmsd ) 
C. Sometimes (~IQJGO-J~~.)  
D. Most of the time (mIma0~3~j0) 
E. Always (4g36a0-~39j0) 

16. During the past 12 months, did you ever seriously consider attempting 
suicide? ( ~ v l m  12 m 3 ~ 1 ~ m 3 e r m I m l s 6 ~  ~mamw36Cnu (~li3mdmh 
a l z l a ~ m m l a m m ~ o ~ ~  ~ m d  63Q ad308 mpo3m1dsjom3?) 

A. Yes (pmZ) 

B. No (!B%) 



17. How many close friends do you have? (colmd& clgjpjo msjm 
n6)LO dh~3&3@3 piI-l2? ) 

A. 0 ( o @ j m l g )  
B. l (ad) 
C. 2 ( c a d )  
D. 3 or more (3 motp%ld m m l d  6 ~ s j m d )  

18. How old were you when you first tried a cigarette? (ml-d /anjm3wl 
crulmcafi cudgy t13d  r u w ~ m ~ w l a j m j  ? ) 
A. I have never smoked cigarettes (m308 6301&e~Jo CLIJA m e i l ~ l s l g )  
B. 10 years olds or younger (10 cuweQo m m l d  aajocao ~ 2 2 y o d . )  
C. 11 to 13 years old (11  mjmd 13 mw@) 
D 14 to 16 years old (14 mjmd 16 am@)  
E. 17 years old or elder (17 ceraag~ld m m l d  h ~ s j r n d )  

19. During the past 30 days, on how many days have you smoked 
cigarettes? (&~lsrsrp, 30 nlcucrum21d (r6)~m olcumo dmd CLI~A c u d  
4ls2sm' ? 
A. 0 days (o dcucruo) 
B. 1 or 2 days ( I  cmaageld 2 nlcumo) 
C. 3 to 15 days (3 mjmd 15 nlcucruo) 
D. 16 to 29 days (a mjmd 29 nlcucruo) 
E. All days ( q j y p  nlcumrujo) 

20. During the past 30 days, on how many days have you used any other 
form of Tobacco such as Gudga, Hans, Panparag? (~ylsrrmn 30 nlcum, 
m321d nlcumo m l m d  (zrjbda,  megama3najo m c a m l e r j ~  
cnjnu'~,  nnadcn5, d3dmm3~ cmjsmlwcu gcllcw3cnlglsjaS? ) 
A. 0 days (o nlcucruo) 
B. 1 or 2 days ( I  magahld 2 nlcucruo) 
C .  3 to 15 days (3  mjmd 15 olrumo) 
D. 16 to 29 days (16 mjmd 29 nlrucruo) 
E. All days (*g3 nlcucruruj~) 

21. During the past 12 months, have you ever tried to stop smoking 
cigarettes? (~~Is r s rp ,  12 m ~ m m ~ a m l m l ~ a z , l d  n6)~#)a(Pah?erjo djh 

ola ~ e d ~ I m 3 d  ~mrnlzjlsjcm3?) 
A. I have never smoked cigarettes (m3d ~ d m a ~ o  ~IJCMUELQIS;~~) 
B. I did not smoke cigarettes during the past 12 months ( m 3 d  

12 m ~ c r u ~ ~ a m l m l s w l d  d j ~ c u d 2 j l s l g ~ )  
C. Yes (sd ) 
D- No (9%)  



22. During the past 30 days, how many cigarettes have you smoked daily? 
(&w16~nm 30 o 1 c u m m 2 1 ~  eq o ~ a m  ay)lmmcum nljd.aeI&~m" 7) 

A. I did not smoke cigarette) ( m 3 d  d j ~  ae i lmlg)  
B. 1 or 2 numbers (I magsld 2aq30) 
C. 3 to 15 numbers (3 m j c m d  15 q q o )  

D. 16 to 29 numbers (16 mjmld 29 n6)qo)  

E. 30 or more (30 m m l d  ~ ~ s j m d )  
23. Which of your parents or guardian use any form of tobacco? (col- 

220s (bc&1(m3&21d CGQs3sm' d j & ~ h  2ca?idmmd ~ ~ J G w W ~ I C B ~ ) ~  
cm&? ) 
A. Neither (m&mjalg) 
B. My father or male guardian mad) 
C. My mother or female guardian ( a a q  mm) 
D. Both ((brn~Gnl(bj0) 
E. I do not know (aml~~6)olwlg)  

24. How old were you when you had your first drink of alcohol other than 
a few sips? ( m l m d  rno~mowl anJo ~ w l d a ~ o d  mImClijd36j cuw 
'1xjrn3~I(bJcmj?) 
A. I have never had a drink of alcohol ( m 3 d  630lme~jo mo~o ~9141 

slg) 
B. 1 l years or younger (11 a m @  cmaagsld mmlajo mmw) 
C. 12 or 13 years old (12 c u w d  matpSld 13 a w @ )  
D. 14 or 15 years old (14 c u w d  magsld 15cuw@) 
E. 16 years old or elder (16 magdd mmlmjaj&2ld) 

25. During the past 30 days, on how many days did you have at least one 
drink containing alcohol? (&9161ara, 30 nlcummlcolsG& olcumo 
6302 1 ~ 1 6 ) ~ ~ ~ Q J j o  0BJo &91*?) 
A. 0 days (o olcumo) 
B. l or 2 days (I magah7& 2 olcumo) 
C .  3 to 15 days (3 0~063 29 olcumo) 
D. 16 to 29 days (is a j m d  2s oculcruo) 
E. All days ( a g p  n l a m a j ~ )  

26. During your life, how many times did you drink so much alcohol that 
you were really drunk? (wScu7mm1cn7swI~ a i m  m a m  G ~ T U ~ W O  mo 
wjmmjcuaca ~jsldlspd) 
A. 0 days (o  olcucruo) 
B. 1 or 2 times ( I  cmaa~alcd 2 mcum) 
C. 3 to 9 times (3 mjmd 9 mcum) 
D. 10 to 19 times (l0 mjmd 19 mcum) 
E. 20 or more times (20 mml& ~ ~ s j m d )  



vii 

27. HOW old were you for the first time you drunk so much alcohol that 
you were really drunk? (ng)~amacma, cucrucpJle~366 G ~ ~ C U O  mowJmmJ 
cuaa a~ojm3wil ~~s ldcm '? )  
A. I have never drunk so much alcohol that I was really drunk ( m ~ m l  

m p a a w j o  G61213W0 mow~mm~cuoa &~sl&jIg) 
B. 11 years old or younger ( 1 1 m w a ~ o  m m l d  ~ j o c u ~ o )  
C. 12 or 13 years old (12 cmaagl%l& 13 cuwq$? 
D. 14 or 15 years old (14 cmaaglIEend 15 am@)  
E. 16 years old or elder (m  ~ W Q J O  cmamlm~ m j ~ 2 1 e ~ ~ o )  

28. During your life, how many times have you ever had a hang-over, felt 
sick,headache got into trouble with your family or friends, missed 
school, or got into fights, as a result of drinking alcohol? ( m l m 2 ~ c s  
~ ~ ~ m ~ ~ e r r n 1 m l s w l d  ~ ~ ) O ~ ~ O ~ ~ I ~ J J O  mop & ( ~ ~ D J ~ J D J ~ J ~ J ~  nnaocij 
633md, O€!lGmBCD, G(b3CD0, & J S J O G C U ( F I F ~ ~ J J ~ C U ( ~ J ~ ~ G Q , ~  (TUJrrZ)&cUnnJd332J 

m 3 0 3  ~ 9 ~ ,  cru'~~21d ~ d 3 & 3 d  ~ ~ I w ~ ~ I ~ I ( ~ ~ ) J A ,  n6jg~m~~ajm3 

cuj& ng)mlm ~ s m s w I g c s m 3  ?) 
A. 0 times (o mcum) 
B. 1 or 2 times (I cmaogsld 2 m u m )  
C. 3 to 9 times (3 D J O ~  9 m m m )  
D. 10 to 19 times (10 m ~ m d  19 mmm) 
E. 20 or more times (20 m d d  (a~sjcmd) 

29. What is the most number of drinks you have had on one occasion? (63a 
cu(TUamld 4gcUJo & ~ s J m d  ng)l(U) ~ulahv Was &9Id33Jo?) 
A. I do not drink alcohol ( m a d  & ~ s l a l g )  
B. Less than peg (60 ml) (GOJ a d @ &  (60ml) &JOG) 
C. 2 peg (2 
D. 3 peg (3 a d @ )  
E. 4 or more drinks (4 m m l d  q s j m d )  

30. What type of alcohol do you usually drink? (n(i)cm~ma~ mnjffi36mv m 3 ~ 3  

am &'91ce6)36 ?) 
A. I do not drink alcohol ( m 3 d  &JSICBO~OI~) 
B. Beer ( d a d )  
C. Vodkalgin ( e m ~ d ~ / ~ l c d )  
D. Toddy (h&) 

E. Some other type (rnegamdajo) 



... 
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31. With whom do you usually drink alcohol? (~ea3aso~m3sm' m o ~ d l  
m36?) 
A. I do not drink alcohol (mad ~ j s l m ~ o l g )  
B. With my friends 
C. With my family (&jsosnr~m3as3go) 
D. With persons I have just met(m3d crumam6 AmJmJSJmw 

~a30~3nJ0) L. 

E. I usually drink alone (6396m3sm' dcmlci) 

32. Do your parents or guardians know that you drink alcohol? (mlm2jss 
m~cm3dcm3mdem3 am103m~c(86)3 dmd m ~ j h i l m j m  culcuao 
molw3em3?) 
A. I do not drink alcohol (mad m ~ j ~ i m o d g )  
B. Yes (macm) 

c. No (@g) 
D. I do not know (,-g)mlmolwlgj) 

33. Which of your parents or guardian drink alcohol? (mlm2~as mom3dl 
m3m21d magdeld m~lcm3m21d c m ~ a o ~  mmjdm~onmi ?) 
A. Neither ((0li3ajo &jsIm301g) 
B. My father or male guardian (*as mgd mag~lald mmlcmodi) 
C. My mother or female guardian (@a$ mm m a g e l d  ~ ) ~ I c m 3 6 )  
D. Both (2aJcua~o) 
E. I do not know (,qmlmoIalgj) 

34. During your life, how many times have you used drugs, such as 
Marijuana, Ganja, Hashish? (&lcu?mmld ,-g)~m mcum mwmjmmjmj 
&g30 &m3d, rrz)3dl& 2 c u  ghiew3~nl~I~jm"?) 
A. 0 times (o cmcum) 
B. l or 2 times ( I  m a g e l d  2 mwm) 
C. 3 to 9 times ( 3  mjm& 9 cuaa) 
D. 10 or more times (10 magel& mdd &~s,~cmd) 

35. During the past 30 days, how many times did you use Ganja? (&91m 
30 B I s  n6)1(7n CZnCllSm ' A G R I U ~ ~  2 d ~ ~ 3 C n l & j j ~ ? )  
A. 0 days (o nlrucruo) 
B. 1 or 2 days (l magelcd 2 olcucruo) 
C. 3 to 15 days (3  rnpv-53 9 maa) 
D. 10 to 19 days (10 m~md 19 cuaa) 
E. 20 or more times (20 m o g ~ l 6 3  &as~ctn&) 



36. How old were you when you first tried marijuana or ganja? ( r n n ~ m ~ d  
m d q a o m  mcgald &m3$ w e ~ m o d  g d e r n o m I g q 3 d  m l m d ~  
am2 k d s w m ~ m 3 w l a ~ m ~  ?) 
A. I have never tried marijuana or ganja ( m m 3  e(b7maio m(b'1qm3m 

magah'ld dwm~3CUV gr r lcw~ml~ls j lg )  
B. 11 years old or younger (11 c u w e ~ o  m m l d  6206)  
C. 12 or 13 years old (12 magah'ld 13 

D. 14 or 15 years old (14 magald 15 mm@) 
E. 16 years old or elder (16 magah'lai3 ~ ~ s j m d )  

37. During your life, how many times have you shared needles or syringes 
to inject any drugs into your body? ( c o l m 2 ~ a s  ~?culm~3accmnY q ~ c m  
cmam ~~cmrrilcu6~3co~~ew~mIa~m w~didh220 ~IO'~GRIUJ 
6220 dap4 ~ d e w 3 m l Z j ) s ~ ~ ? )  
A. 0 times (o m a m )  
B. l or 2 times ( I  magald 2 mcum) 
C. 3 to 9 times (3 m ~ m d  9 mcum) 
D. 10 to 19 times (10 m ~ m d  19 cuacb) 
E. 20 or more times (20 magald 6 ~ s ~ n n d )  

38. During this school year, were you taught in any of your classes the 
dangers of using drugs? ( 2 3  cru'caad c u d a m l d  r n w m ~ m c b ~ c m ~ ~ d  
gdem3ufldm~mmlaa md~socmrr im2old  rnamala20 do ld&ea3? )  
A. Yes ( m a m )  
B. No(2g))  
C. I do not know (t-q)mlmolwlg) 

39. Have you ever heard of HIV or the disease called AIDS? ( m l m d  
t-q)g)ag3a~sIa~0 ad. at-q). d. a w m j o 1 4  m o ~ a l d  t - q ) 6 ~ m I a m & ~  
014 e6!zj15jjern3?) 
A. Yes ( m a m )  
B- No- (@Q) 

40. During this school year, were you taught in any of your classes about 
HIV or AIDS? ( ~ 9  cru'6Jd c z l d a m l d  4 4  a@. mlaw marp%l63 
t -q )6~ou70mm~01d  d 0 1 ~ 1 & ~ ~ 3 ? )  
A. Yes ( m a m )  
B. No (2%) 
C. I do not know ( t - q ) m I a o l d ~ )  



4 1. Can people get HIV injection or AIDS from mosquito bites? (a6dcru' 
dbajnocm' a&3mj& &s1mjmm1a~asw3em3? ) 
A. Yes (macm) 
B. No (@g) 
C. I do not know ( ~ m l m o l w l g )  

42. Will people get infection of HIV by having sexual intercourse? 
(aaercnloh m m o m l a j a s  acriihiicru' n ~ ~ a ~ ~ m 3 ? )  
A. Yes ( m a m )  

B- No (@g) 
C. I do not know ( a m l m o l w l g )  

43. Will people get infection of HIV through blood transfusion? ( a m 0  
a ~ ~ s j m j n o c m l e r ~ a s  a6dcru' cll&ajcm~?) 
A. Yes ( m a m )  

B. No(@g) 
C. I do not know ( n g ) m l ~ o l w l ~ )  

44. Will people get infection of HIV by using common syringes of medical 
injection? ( c w m d  mlolmV ~ ' ~ ~ w ~ c n l m j ~ m l e r j a s  acdicw'cru' db 

cbj~m3?) 
A. Yes(mam) 

B. No(@%) 
C. I do not know (ng)mlmolwlg) 

45. Will people get infection of HIV by a touch from a AIDS Patient? 
(46dcru' ea~cnlaw am3sjmmlajas  46dcru' daajemo?) 
A. q i a m )  

B. No (@g) 
C. I do not know ( q m l m o l a l g )  

46. During a usual week, on how many days are you physically active for a 
total of at least 60 minutes per day? ( a a j  m3~3am ~ ( ~ ' Z L J W I ~  
n lcum~ m l m d  aaj oIcummlC6a 60 mlmlagalajo m3a~al&m3wl 
~ ~ d ~ m o u ~ e r m ~ w l a j m j  ?) 
A. 0 times (o m w m )  
B. 1 or 2 days ( I  magal& 2 olwouo) 
C. 3 or 4 days (3mag&l& 4 olczrcruo) 
D. 5 or 6 days (5 magalC6a 6 olwcruo) 
E. 7 days (7  nlwouo) 



47. How much time do you spend during a usual day sitting and watching 
television, playing computer games, talking with friends, or doing 
other sitting activities, such as reading books, playing chess, or playing 
scrabble? ( m ~ j  cru3~3am ~ICUCTUO sl. al. d~1mjmmlem3 ( a m ~ ~ d  
acnwlonu' o~h2lmjmmleco3 q ~ , n ~ m j m 2 j m 3 w l  cru0cru3almjmmIem3 
magahld pajcmjadmmj os~apcujm m$ wcudcaroil~21d a d ~ g ~ j  
cmmlaco3 mmowctr'i n~jcru(U)v(ao cu3~1mj(a, odnu' 0 j s m l w c u 6 ~  
C I Q ~ ~  crumwo a~~e~czlrplmjmj?) 
A. Less than 1 hour per day ( I  m m l m ~ o l d  a j o 6 )  
B. 1 to 2 hours per day (I  mjmd 2 mmlmjd) 
C. 3 to 4 hour per day (3 mjmd 4 mmlmjd) 
D. 5 to 6 hour per day (5 mjmd 6 mmlmjd) 
E. More than 7 hour per day (7 olcucruo) 

48. During the past 7 days, on how many days did you walk or ride a 
bicycle to and from school? ((arplm 7 o l c u c r u m d m j s l d  n6)~m 
olcucruo dmd cru'd342lee1& msem3 aacrud3sil2lem3 ecrl3cujdhwjo C U O ~  

cthwjo a d 6 m j ? )  
A. 0 times (o olcumo) 
B. 1 or 2 days (I rrcraagpild 2 olcucruo) 
C. 3 or 4 days (3 m a g ~ l d  4 nlrucruo) 
D. 5 or 6 days (5 magahld 6 olcucruo) 
E. 7 days (7 olcumo) 

49. During the past 30 days, on how many days did you miss classes or 
school without permission? (dh(91m 30 o l c u c r u m d m j s l d  n6)lmnl 
cucruo cn lmd& mcsll'sagsj m a g a l c d  nu'(aj2Id co ld  mcnj 
cu~oo b jsaam m~olcnlmj?) 
A. 0 days (o olcumo) 
B. 1 or 2 days (I mgah7cd 2 olcumo) 
C. 3 to 5 days (3  mjmd 5 olcucruo) 
D. 6 to 9 days ( 6  mjmd 9 olcucruo) 
E. 10 or more days (10, m a g ~ l c d  ~ j s j m d )  

50. During the past 30 days, how often did your parents or guardian 
understand your problems and worries? (dhrplm 30 olcucrumdmj 
mlcd cr6)~m mcum colm2jos rn~m))3n~Im~m& mag8h7d a m I m 3 m d  
mIm2jas  ~ d d r n m 2 j 0  cul&wm2j0 mm%la3ml?) 
A. Never ( aa lma jo )  
B. Rarely (mdjdqm3wl) 
C. Sometimes ( Inaa~~~3ui3)  
D. Most of the time (mlma~3(sj0) 
E. Always ( C I Q I ~ ~ ~ G C L J ~ P ~ O )  
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5 1. During the past 30 days, how often did your parents or guardians really 
know what you were doing with your free time? (&ylsnmn 30 olcum 
rn&m~g@d n~) lm mcum m l m 2 j a s  rnactnadlmamcd magald 
( b ~ ~ ~ 4 1 m 3 m d  m l m 2 j a s  ~ ~ ~ I a j c r u r n w ~  a3cIuymcumld n ~ ) m a m  a d m a  
ylmjqacurro" n~) lm mcum ~ O ~ J C ~ I ~ O I ~ J ? )  
A. Never (aa lmmj)  
B. Rarely ( m ~ ~ ~ d q r n 3 Q n )  
C. Sometimes ( d l m q 3 d )  
D. Most of the time ( ~ 1 & ~ 4 3 9 j o )  
E. Always (nG)g~6ag39jo) 

52. During this school year, on how many days did you go to physical 
education class each week? ( 2 9  d&jd c u d a m l d  a ~ G d w l d  n6)~c.n 

dam0 m l m d  nolM-d nG)wjjam&d ~ o m l d  daabs~mi? ) 
A. 0 days (o olcumo) 
B. 1 day (I nlcucruo) 
C. 2 days (2 nlmcruo) 
D. 3 days (3 nlcucruo) 
E. 4 or more days (4 m m l d  h i s j m d )  

53. During the past 12 months, on how many sports teams did you play? 
( & ~ l m  12 rn~crumld m l m d  n6)lm s"lj&21d ~ 2 1 4 ~ ?  ) 
A. 0 teams (o S%) 
B. l team(is70)  
C. 2 teams (2 s"lj&2Id) 
D. 3 or more teams (3 m m l d  q s j m e ~ j o )  

54. During this school year, have you been taught in any of your classes 
the benefits of physical activity? ( 2 9  cIuy=qcd cud,-amld q j o m  
almjo $p(1;\31d (1d3a?ol& ( d c u d m m m 2 j a s  a rnm&a2m~d34  dolgl 
gJacu~?)  
A. Yes ( m a m )  
B. No(=%) 
C. I do not know (n~)mlmolwlgj) 

55 .  During the past 7 days, on how many days did you do exercises such as 
push-ups, sit-ups, toe touch, knee bending, leg stretching or weight 
training? ( & 9 1 m  7 n l m m m 2 l d  d j &  mdj&&,  m l ~ g ~ d  093 
sqIoG, & o d r n j s j ~ d  a 2 m a 3 ,  a m 6  n;ia(sgl06 magald acu6Q 
o~sQnmlG rnjmeIDw a j ~ w ~ m m d  n6)~m nlcumo adaimj.? ) 
A. 0 times (o m m m )  
B. l or 2 days ( I  cmaogsh'llcoa 2 nlcucruo) 
C. 3 or 4 days (3 m a g ~ l d  4 nlcucruo) 
D. 5 or 6 days (5 mogah7d 6 nlmcruo) 
E. 7 days (7  nlcucruo) 
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