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Ref : CHC/7/BP/ T Date :June 2, 2003

Dr. Abel Rajaratnam, g
Head of Departments, RUSHSA,
Christian Medical College,
Vellore

Dear Dr. Abel, -,

Subject : Placement of Dr. Dennis at Community ITealth Cell
for Practicum as required for the DCHM Course .

We are glad to inform you that Dr.Dennies has completed his practicum
for 102 April to 31* May 2003 under the guidance of the senior
mcmbcrs of our tcam. - . 3 |

During this practicum, Dr.Dennies focussed on Commuaity Health and
Development approach to ‘prevent alcohol abuse ‘and helped CHC in
undertaking a baseline survey in sudhamanagar slum in Bangalore
where CHC is involved in parinership with local NGOs. He participated
in the other activities' and programmes of CHC - such as life skills
training, community health orientation programmes, anti tobacco
campaign on the occasion of World Tobacco Day on 31st May 2003.

Dr. Dcnnics gave a prcsentation of his involvement in the slums to the
teamn of CHC on 2.5.2003. :

Dr. Dennies took interest in completing the assignments entrusted to
him, and showed fair enthusiasm to learn from the practicum and group
discussions. ~ ' '

Dr. Dcnnics throughout his placcment with us, maintaincd a good inter
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personnel reiationship with the members of our team in CHC.
We wish him 4l thie best in the future.
With regards,

Yours sincerely, .
For Community Ilealth Cell,

Dr./Thelma Narayan
Co-Ordinator
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Post Graduate Diploma in Community Health Management IS a
one year Academic programme conducted in RUHSA Department
of CMC,Vellore. At the end of the course the students are expected
to do a Practicum for two months. This is the report of my

practicum.

For my Practicum I selected Communlty Health Cell in Bangalore.
Community Health Cell is a nongovernmental organisation, mainly
involved in Policy and Advocacy. This organisation was started by
? I Dr.Benjamin Pulimood,Dr.C.M. Francis and Dr.Ravi Narayan. The
>
75 plesent co-ordinator is Dr.Thelma Narayan.
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‘\"Durmg my stay in CHC 1 was involved in one of the field
programmes of CHC. This programme is known as Community
Health Approach To Alcoholism(CHATA). This programme S
being implemented in five urban slums of Bangalore. I was
involved with the project in a place called Sudhama Nagar.
Sudhama nagar is an urban slum abutting an upper middle class
residential area on the arterial Airport/HAL Road of Bangalore. All
the main downtown areas of Bangaiore are within a distance of
five kilometer. There is a Roman Catholic church and a Hindu
temple adjacent to the area. The sprawling Hindustan Aeronautics
Limited Campus borders one side of Sudhama Nagar.

As my practicum I undertook a sociodemographic survey of a
demarcated area of Sudhama Nagar consisting of 129 households.

Along with this survey I also conducted another survey for a e ””
haphazard sample population of alcoholics. I was able to &% 0™’

administer a prepared schedule to 16 alcoholics. The following
report contains the report of that survey. P
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Reproducn\e and child health is one of the major item in Primary Health Care.
Governments all over the world are spending a lot of money for R Ch, But most of the
Government programmes do not produce the desired impact. One of the basic reason for
this paradox is that the Government programmes do not address the radical causes in the
aetiology of R Ch Jproblems., ‘

Alcoholism is fast becommb a major public health issue . The most affected pwplu arc
from the poorer’ socioeconomic strata of the society .In urban slums the problem is Very

~acute. Most of the interventions have failed because of different reasons. Some of these

are

1) Lack of political commitment

2) The alcohol lobby is very powerful and is able to influence policy

3) The elite classes and elders in the society set bad examples for youth.
4) Usually alcoholics are reluctant to take the problem seriously

One of the best approaches to tackle this problem is to impart life skills to the
younger generation. This will enable them to take a sensible decision when they grow
up.As citizens they will be fully aware of the consequences of alcohol addiction

In this context it is very important to take alcoholism as a serious public health issue.
This problem has serious socioeconomic 1mphcatxons as well. To understand the prorblem.j _,‘
from a community health point of view it is important to study the social canvass of an -
alcohol addict. This Survey was undertaken in an attempt to understand the social
canvass of an alcoholic.



GOALS AND OBJECTIVES L len eenn
GOAL \
y\{‘_JY :
To study how Reproductive and Chl]d Health is influenced by the effects of “‘ ) \\
alcoholism as a social problem. A ‘\'\. o i
le”
OBJECTIVES
1) To study the social canvass of an addict through post facto explanation | ¥ \
2) To study the effectiveness of deaddiction programmes e
3) To study the effect of alcoholism on the family
METHODOLOGY]
& 1) Lite‘rature‘revi‘ew o 4
e nbael - 2) Case study
3) Administered questionnaire to a haphazard sample to identified famllles of
addicts.
4) Analysis of data.
5) Preperation of report \ o
v
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ALCOHOL AND HEALTH

The use of alcohol containing beverages has been present throughout recorded history.lts use
can be seen in most societies though not in all.lt is the only socially acceptable intoxicant in most
societies.Certain beverages are specific to certain cultures.Examples being Wine in
Mediterranean countries,Palm. toddy in certain parts of Africa and India,Sake in Japan and
Pulque in Mexico.Feni of Goa and Mahua of tribal belts of Central India can also be mentioned in
this context. In India Soma,an alcoholic drink was used in Yagas from Vedic times.Another drink
called Sura also is mentioned in Vedic texts.

The process of distillation of fermented sugar to produce alcohol is considered the first chemical
industry in the World.This is considered an art.In some societies distillation and consumption of
alcohol has religious and spiritual overtones.The process of distillation of alcohol is supposed to
have originated in China.The process reached Europe during middle ages through Arabia.Alcohol
is not easily denatured.So it can"be stored and shipped.During the era of colonisation European
powers used alcohol as an instrument of economic and sociocultural domination.

PHARMACOLOGY OF ALCOHOL

Any carbohydrate containing *organic material can be used to. produce alcohol by
fermentation.Fermented sugars yield about 5-15% of alcohol.This is further concenterated
through distillation.Distilled beverages can contain anything between 20-55% of alcohol by
volume. Ethyl alcohol is the active chemical constituent of all types of alcoholic beverages. It is a
colourless,volatile-and inflammable liquid.

TOPICAL APPLICATION

When topically applied alcohol has a cooling effect due to evaporation.in higher concenterations it
has a rubifacient and mild irritant action.lt also has astringent germicidal action in higher
concenterations.If injected locally alcohol can produce denaturation of proteins and dehydration.

ORAL ADMINISTRATION

Taken orally alcohol produces a local feeling of warmth and increased sahvary secretion. It
irritates gastric mucosa and produces increased gastric secretion.But in concenterations higher
than 15% alcohol inhibits "gastric secretion.The irritation of gastric mucosa can lead to
gastritis,nausea and vomiting.Chronic alcoholism leads to gastritis and achlorhydria.

Alcohol consumption leads to impairment of physical co-ordination.lt reduces cognition and
attention.This in turn increases risk of injury and accidents.Alcohol can affect intention and
judgement.This gives rise to violent behaviour and crime.lt is estimated that one in five violent
crimes are committed under the influenze of alcohol. Very rarely overconsumption of alcohol can
lead to a fatal overdose.

Alcohol can potentially affect any organ in the body adversely.The main pathologic conditions
resulting from chronic abuse “are liver cirrhosis,cancers of upper gastro intestinal tract and
liver,cardiomyopathies,gastritis and pancraatitis.Alcoholics are shown to have more susceptibility
to infectious diseases in some studies.

ABSORPTION AND EXCRETION :

Ethyl alcohol is absorbed as such from stomach, duodenum, and jejunum.it gets distributed
throughout the body tissues and diffuses back to blood whenever the blood level falls.In the Jung
alcohol passes from blood to alveolar air.This is the reason why alcoholics smell of alcohol. Most
(90 % to 98 % )of the alcohol is metabolized in the liverlt is oxidized into
acetaldehyde.Acetaldehyde is in turn converted to Acetyl Co-enzyme A and is finally oxidized to
Carbon Dioxide and water:an metabolised alcohol is excreted through kidney and lungs. |
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PATHOLOGIC CONDITIONS CAUSED BY ALCOHOL.

Over the past few decades consummption of alcohol is increasing.The age at which people start
drinking is becoming less and less.So from a community health point of view diseases due to
chronic abuse of alcohol is likely to increase in the near future.Violent crimes and accidents
induced by drunkenness also are likely to increase.Apart from these direct effects, alcoholism can
lead to social ills like family disorganization,crime and loss of productivity. Alcohol is incriminated
in one out of five violent crimes.

USES ‘

Medicinal "use‘ of alcohol was very prevalent until the beginning of twentieth' century.Before the
era of .aneasthetics alcohol was widely used as an aneasthetic.Consumption of alcohol in
moderate amounts is said to have a beneficial effect on cardiovascular diseases eventhough this

is very controversial and is not proved conclusively.The exact mechanism of this action is not

known.According to some studies it is resveratrol,a red wine constituent that gives the beneficial

effect rather than the alcohol. Alcohol definitely can prevent the build up of plague in the, arteries,
Injection of alcohol into nerves is beneficial in certain cases of neuralgias. Topical alcohol agts as

an astringent and is used in debilitated patients to prevent bedsores.In a concenteration of 70%
W, alcohol is a good antiseptic.

Apart from these medicinal uses alcohol has some industrial use as well.in many industries
alcohol is used as a solvent.In.some countries alcohol mixed with petrol.which is otherwise known
as gasohol,is used as an automotive fuel.

It is used as a religious sacrament by Christians.Some of the tribal cults in Africa and South
America also drink alcohol as a religious ritual.Alcohol is used as a food stuff in some cultures.In
Mediterranean countries alcohol is used as a thirst quencher especially wine.

PSYCHOACTIVE PROPERTIES

Alcohol affects mood and feeling.Earlier alcohol was considered to be a CNS stimulant in small
doses. But now it is considered a CNS Depressant irrespective of dose.The oral administration
can give rise to symptoms ranging from mild mood alteration to comatose stage.Furthermore
consumption of alcohol is considered as a social act.It is often subject to collective influenze.In
Modern Society drinking alcohol is often an expression of espirit de corps.

ALCOHOL DEPENDENCE SYNDROME

Experience of loss of control ovet drinRing leading to other psychological and physical sequelae Is
defined as alcohol dependence syndrome.

It is also known as alcohol dependence,alcoholism,obsessive compulsive dnnklng etc..
This condition is treated as a mental disorder.

» : ) 4 g2t
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ALCOHOL AS A PUBLIC HEALTH HAZARD
3.5% of the global disease burden is directly linked to alcoholism.(calculated in DALYS)

SI.No. Disease/Addiction ‘ % DALYs
1 Alcoholism " 35 |
2 Tobacco . 2.6 1 v i
2 3 Drug Abuse . 0.6 ] o """"

4 | Tuberculosis 34 p*

5 Reproductive Tract Infections 3.8 f

6 | Malaria - 26

7 Cancer 5.8 ]

8 Ischemic Heart Disease 3.1 *|

9 | Cerebro Vascular Accident .3.2 i

This problem is likely to increase in the near future.The reasons for this are,

1. People start drinking at a comparatively younger age.So there is going to be an increase
in the number of cases with after effects of long term abuse.

2. A society undergoing rapid social changes are more likely to come under the adverse
effects of alcohol.Most parts in the world are currently undergoing unprecedented
sweeping changes.This can lead to an increased level of consumption.

3. After the age of globatisation, local and national Governments are compelled to dance to
the tune of International Industrial Interests and are unable to enforce restrictions even if
something is against the larger national interests.International trade treaties are dumb on
this issue. ;

4. Multmatlonals are capable of pulling advertising and marketing coups it third world
countries with total disregard to national and public opinions.

5. Liquor sale through internet is capable of overcoming all national res'rictions and
conventional checks and controls.

THE BUSINESS INTEREST

In a market economy the pricing of a commodity is based on the amount of raw material and
labour that goes into the production of that particular commodity.If someone tries to charge more
than this, the competition will undercut him pricewise.Alcohol is an exeption to this rule.Alcoholics
are prepared to pay much more than what is a fair price for a commiodity. This leads to profiteering
and makes alcohol industry a iucrative business

proposition.in the context of globalisation this becomes much more worrisome. The multinationals
can outsource their raw materials from wherever it is cheaply available,

produce alcohol where labour and other infrastructure facilities are available and market it in
countries where profits are lucrative. ’

THE RESPONSE SO FAR

The negaﬁve response of the society to alcohol is not something new. Islam has declared alcohol
as haraam(forbidden).In all the major world religions there are sects and denominations who
consider alcohol as taboo.Apart from religions, Governments and communities have attempted to
control alcoholism in the society. Starting from 1800 there were téemperance societies in all the



major European countries:Their concerted effort resulted in the prohibition of alcohol in all'major
European nations and America at about the turn of twentieth century.All these efforts were
initiated by people concerned with society from a moral and ethical point of view.The public health
concerns concenterated mainly on the health related problems at an individual level. The main
thrust of the public health authorities was in increasing treatment capacity for problems due to
chronic abuse.All the efforts of the public health authorities were directed at heavy drinkers.

Apart from prohibition,measures like rationing,prescribed minimum age for drinking,higher penalty

for crimes committed under the influenze of alcohol etc...also were tried in the prevention of 1, ¢

alcohol abuse.All these measures were rolled back by about 1930.The legal prohibition of alcohol
led to the mushrooming of a clandestine industry in almost all the countries where prohibition was
enforced.Furthermore the prohibition was considered - against the spirit of freedom and
egalitarianism prevailing during the period.The temperance movements lost their
momentum,once prohibition was enforced in European nations.Similar movements occurred
sporadically in other parts of the world also.The Indian freedom movement had prohibition of
alcohol as one of its programmes.

THE CURRENT PUBLIC HEALTH APPROACH

A comprehensive approach to alcoholism has many problems. Heavy drmkers and chronic .
abusers of alcohol constitute only a small percentage of the population. These people 4s such

are responsmle for only a small amount of social problems caused by alcohol. Usua ly a public
health. problem in a particular society can be studied as an aggregate of problems faced by each
and every affected individual. But in the case of alcohol, apart from adverse effects at individual
level , the effect at a social level also should be taken into account. These are accidents, crimes
like homicide and suicide committed under the influenze of alcohol, traffic accidents caused by
drunken driving etc...If the mortality and morbidity due to these factors are clubbed with direct
mortality and morbidity due to alcohol the picture becomes much more serious. Apa:t from this
the anguish and mental stress experienced by the family members , friends and colleagues of an
alcoholic gives the problem a community mental health dimension also. At the community leve!
any beneficial effect due to alcohol is cancelled out due to the larger number of adverse effects.

In the community health approach drinking at a lower level is more of a threat rather than heavy
drinking .So the policy measures in most of the countries addresses the problem at two levels.

1. Reducing the level of consumption in the society.

2. controlling the availability

\

This model is termed total consumption model in Sweden.Reducing the level of consumption calls‘

for a sincere effort from the Governments and social instituitions. Controlling the availability is
being attempted through various legal means like increased taxation,prescribed minimum age
limit for drinking,higher penalty for-crimes committed under the influenze of alcohol et¢...
There are groups who oppose these measures.Their arguments are,
1) The laws do not respect consumer-sovereignity and the primacy of mdnvndual choice.Their
answer to the problem is to domesticate alcohol consumption.

2) Policy measures directed at heavy and problem drinkers is more approprlate rather than
measures directed at all drinkers.These groups advocate harm reduction measures for

problem drinkers rather than total prohibition.



PREVENTIVE STRATEGIES

Different strategies are advocated for the, prevention of problems due to alcohol ause.These
are,

Educational strategy

Coercive strategy

Behaviour modification strategy.

Isolation strategy '

Regulatory strategy

Collaborative strategy

Therapeutic strategy

~NO O A WN =

POLICY CHANGES

Policy changes can be used effect'ively at three levels

1 Production and marketing
2 Consumption
3 Prevention of health hazards

GLOBAL PERSPECTIVE

Smuggling of alcohol across frontiers have been a lucrative business in frontier towns of all
countries were prohibition was -enforced. But till recently most of the countries were able to
control and dictate alcohof policies within their national borders. But the picture is changmg
slowly. The last fifteen years of twentieth century saw the unprecedented wave of globalisation.
The free market economy advocated by the proponents of globalisation is slowly eroding the
power that the nations exercised over their domestic industries including alcohol industry. The
national Governments have to follow the norms set by the international trade agreements Whlch
in turn are dictated by International business interests.

In this context it is imperative to have an international policy in the production, consumptlon and
marketing of alcohol.
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THE SOCIAL CANVASS OF SUDHAMA NAGAR

Table-1 shows the distribution of houséholds in Sudhama Nagar based on the number
of years of residence in ihe area.More than half the households (57.37%) are comparatively new -
residents.The duration of their residence in the area was less than 10 years.

- TABLE-1
Classification of Househalds in Sudhama Nagar
sascd on Number of years of residence in the area
- 1] - _
! Si.No No.or years or | No.of. . %
K residence . | Households |
{3 <5 38 3023
2 £--10 35 2714
= = {
2 1115 22 0 1705 |
4 1620 . | 15 11.83 |
5 »20 ' 18 . 13.95 ! i
“TITOTAL 129 | 100
i
! i o '
' (]
qH *
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Table-2 shows that 36.43%of the population in Sudhama Nagar are from the state of
Karnataka itself.But the majority of the population (61.24%) are migrants from the neighbouring
state of Tamil Nadu.Together these two groups form 97.67% of the population in the Sudhama -
Nagar Slum. .

| ABLE-2 _
Classification of Houschelds in Sudhama Nagar
Lased oh ine Siate uf Grigin : ‘
' S.No State of Origin ~ INo. L%
- 1| Tamil Nadu ! 79| 6124
2! Karnataka 1 A7) 3643
3i Andhra Pradesh ‘ 2 1.66
I [ i B A 2 | ~ '
4 Madiya Pragesi ‘ e G.7Y o
1 I TOTAL ‘ 129 100 ”
gl o i
GRAPH-2
Original State from which People migrated
1 Tamil Nadu

2 Karnataka
3 Andhra Pradesh
4 Madhya Pradesh
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Table-3 shows the distribution of households in Sudhama Nagar based on their District
of Origin.Most of the people of Karnataka Origin are native to Bangalore(31.01%).But the people of
Tamil origin have migrated from different parts of Tamil Nadu.Majority of the people of Tamil Origin
have migrated from the districts of Tiru Annamalai(28.69%),Villljpuram(10.85%),\/ellore,(6.21 %),and -
Madurai(3.89%).Another interesting feature was that nearly all the people of Karnataka origin in
Sudhama Nagar spoke Tamil.

&
TABLE-3
Classification. of Households in Sudhama Nagar
cascd on the District of Crigin
" r poey = o = ' = B
Si.No | District of Ongin ZNO‘ %
1!Bangalore (Kamataka) i 40 231.01
2 Tiru Annamalaf (T.N) f 37 28.69
3Vilupuram (1N { 14 10.85
|
4ivellore 0 (TN i g v 621
5 Madurai {(T.N.) { 5§ . 389
6| Guibarga (Karnataka) 4 | 312
7| Chennai (TN i 3 | 233
8| Salem (T.N) | 2 ! 156
G Kadalur (1.N) i 2 1.56
’ { | en
10! Kolar (Karnataka) | 23 156
'HIKuppam AP B i ' .77
12| Gudallur (T.N.) { 1] 0.7/
13iDharmapuri {T.N) f 1 0.7
14 Neyveii (T.N.) | 141 077
“iblAvur (1.N) , 1 0.77
12l Nl Ara /A DA | 4 n =7
IVINTIU e - Ut } ! v. :
17 Miysore T (Raimualaka) { i 077
18 liruneivell (1.N.) | 1 .77
19 Chidambaram (T.N.) I 1 077
20 Kanjipuram  (T.N)  » | 1 0.77
24 |Krishnaoin (TN 1 0.7y
21 |Krishnagy (I.M.) 1 7
22\ Kangur (MLP} ; C77
TOTAL 125 G0
R |
40 7 |
i ‘ |
|
301
| |
20| o
O Series1 | |

—_
o
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’

, Table-4 shows that more than three fourths of the famllles had thejr own houses The ,
rest of them were staying in rented houses. :

TABLE-4
Classmeation of Households in Sucdhama Nagar
based on the type c‘-;.-ncrsh': of The House
N . — W T~ uB
1
T S1.No| Type of Ownershlp No [ % |
| ¢l
I s.v i v s e i ,,,_.w.‘.-,_u...! 1 P
oo 1|Renied ! 32 | 24.81
| Z{Own T} l 75.19 \
! TCTAL | 12 | 100 |
i 2 V |
GRAPH-3 4 A T
. Type of ownership of house '
LI OQwn
@, Rented

Christians and Hindus togéther form 98.44% of the population.There are only two Mus,lim‘
families in the area.

LARL -5 \
Classification of Housgl wolds'in Sudhama Magar ‘
LasEd Gil e Reiigiuus Failh
| Si.No ,Reugion I No W '.
T,Ciniblian" i i 69 | 5348 |
2{Hincu, ; bR A6 |
3iMUglm . . 2 1.86 |
t ¥ o e s B | % - e ERatal
{TOTAL [ 129 GG |
. : vl
GRAPH-4
Religions
s
] 1
» G 1 Chiistans
i 2 Hindus
3 Muslims
1
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Roman Catholics are the majority denomination among Christians forming 92.75% of
Christian commumty while people belongmg to scheduled castes formed the majority among the

Hindu popt lation(93.11%)

TABLE-6
Classificalion of Households in Sudharma Nagar ,
based on the Castes/Denominations o

B e T T SO | B gl g

2 ‘ICaste/Denon'ninaticr1 i No. ! %
1{Roman Cathoiic T 64 | 4961
2,Scheduled Castes :l 54 | 4186
‘ 3 Pentacestal Church ! 3 233
! 4 Muslim , § 20 158
[ 5 .(Vokkaliga, 2 1.56
‘ 6 iMudaliar i G.77
7 Gounder 1 0.77
8 Church of South India 1 0.77
9 Baptist Church T .77 |
IO AL 129 100 |

TABLE-7
Ciassufiration of Christan Households in Sudhama Nagar
ased on the Rehglp is Denominations

r!:‘1.!\!0 Denomination No.  _...4.%
1} Roman Catholic 64 11 . 9275 |
2| Pentacostal o | 3 | 435 |
31 Ghurch of Soutn india 1 145
4§Baptist,cmgqh ST DI P .
, TOTAL - ; 69 | 100
Y
TABLE-8
Classification of Rindu Househoids in Sudhama Nagar
based on the Castes
_§L.N9~,_,, (Castes ]No. )[% ;
1/Scheculed Castes | &4 | 9341 |
2 1 Vokkaliga ; 9 i 2.45 |
3 Mudaliar e il 172
4 jGounder | i 1 ' 172 A
TOTAL 1 58 f 100 |

Households with three,four or five members formed nearly 70% of the total numter of
households.There was no-one living alone.The largest family had 16 members.

LEC o

TA
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~ Classificaticn of Househelds in Sudhama Nagar

bas .gr_j on rho. Nnrrhn( nf memhers m the l—amn\/

AN i L]
| SiNo. |No.oi Members [ Ne. . | %
‘ 1l sm 5 | 2.88
2 am | 16 12.4]
3! am 27 120,93
4 s5m | a5 1 27.91
g ; & m § 24 118,61
8 7o i 12, 9.20
7 gm | 2 1 1,60
8! am | 2 { 1.60
b ;C " 110.77
10 Tm 3 ! : '
11 18 m g 5 Geit '
T At Yo'y -1 | IV 0.77 '
d LIRAL 1430
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In India people are reluctant to divulge their true incomes.Usually people tend to understate
their incomes.So the actual monthly income can be higher than what is stated during the interview.
Anyway the people living in an urban slum are generally poor.Nearly 90% of the people gave their
monthly income as being between Rs 1000 - Rs 4000.

TABLE-10
L!dbblll(,dli()n of Households in Sudharma Nagat
pased on 7!"‘8 'Otﬁl 'V“"nff’!\’ HOUSG!’!O'Q I”(‘nm‘:‘ (Rs)

K [S‘LNC;. ' Mbntniv mc_une m nupeca! NG, . _/()24 5}
—HLW—H L | Aj 21
*oou--1999 ; |
! 4\ mnu_-*uuu 1, z: | 1.5
| :‘ 4""0--4999 : i : It

v W | : o
6| »50C0 Lk, 2; l o“.gg f
TOTAL 7 1 4 l 00 1
i PTEIA ‘ N
GRAPH-5

Income divisions
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i 46 ) | .
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The public distribution system in Karnataka has given two types of ration cards to the

public. 1)BPL Card(Below Poverty Line Card.This card is coloured yellow and is colloquially

known as the "Yellow Card": :This card entitles the holder to buy provisions

at concessional rates.Families with a monthly income of less than Rs 1500/-are

eligible for this card. ) _ :

2)APL Card . (Above Poverty Line Card).This card is coloured blue.This is given t> families

with a monthly income of more than Rs 1500/- ; ; '
Some of the households did not have neither yellow card nor blue card.This problem was more prevalent
among new migrants to the area. : : ‘

BPL- Below Poverty linecard -
- APL-  Above Poverty line card

. TABLE-11 '
Classification of Households in Sudhama Nagar

K
~

asced on the type of Ration Card owned by them
K Si.No.  iType of Card I | Yo |
) ! 1BpPL ' i 62 | 48.06!
‘% 2,APL ! 50 38.76
L 3iINg Card 17 13.18 |
raTal { 110 400 |
; NG T M ¢ L& RSN :
Lo % ' ; i 1 |
' Legend . BPL- " Below Foverty line card
APL-  Above Moventy line card
GRAPH-6
. Type of ration Card
4”“““‘
\
|
J
/ o1 BPL
/ m2 APL
=3 No Card

. Majority of the households in Sudhama Nagar did not have any savin‘ 5.80% of the eov
S8, . - - 4 ) . '
\\/\//2; t;z:l sc;n;elsavmgs were u?volved in Self Help Groups rather than any conver?tional saving gchgn?es.-
iy pez lep ;e:)pteg for saving .schemeSj Inkg bank accounts or Post Office Savings.This ‘was especially
. p ' longmg to lower income groups.More than 85% of the people who opted to dép'osit '
eir money with SHG groups belonged to lower income eaming groups . TR e

“ ")
'

"

IABLE-12 .
Classification of Househelds in Sudhama Nagar
based on the invaiverent in Saving Schermes ..o ...

SiNo  iSavings - . INe 1 % _
1|Yes 51 | 39.53
G from” ISR AN Y



TABLE-13
Classification of Households involved in Saving schemes
with respect to the tvpe of savings

=r_°l No ]Ty ¢ of Saving ]No j % ’
[ 1/ Self Kelp Group 1) ‘ 80.39
2{ Bank 4 | 7.84
I 3| Post Office 4 { 784 |
4 Gihers ' . 2 383 ‘
L gTUIAL o S J 51 ¢ 100
SRS U = i i
TABLE-14
Comparison of income levels of Households o
and the “""pe cf Sav.ngs tr'ey t‘a -
" _morsa.vmgﬁ ool i i v . {

// . isHG * |Bank: Post Office |Others |TOTAL |
e = A8 Lbsb kT
1000-1999 17 . 1 18,
2000-2094 19 2 1 | ; 22

i 3000-3559 4 L 1 14 6

| 4000-4999 1] L1 1 A 3!

i _‘_‘_.>'=ooo ..... 1] I I N T ]

There is no marked sex difference in the number of people.The Male : Female ratio is nearly
one.More than 60% of the populatnon were below the age of 25. Nearly 90% of the populatnon were below
the age of 40.

\

'
A DI 15 -
I"LJL_I._ (ReIN

Total humber of pecgle in'Sudhama Naudr
- based on $ex

e e e A A e b e A e s 8

F SI.Ne. ;Sex INo. 1% ’I
o Aimale 1 ' 336 50.3
i 2iFemale | ‘332 407
(TOTAL 866! 100 |
! i B ! |
; 5 ' 1
TABLE-16

Ag,e Dlstnbutnon of oeople in Sudhama Nagar

St.Nc. ge Crcup Nq. % ‘
L 1.: e e L T

20 'e-10 86 | 12.87 |

3] 11-15 | 107 | 16.03

4} 16-20 | . 73 | 10.93 |

5 2125 i - 78 . 1138
; 6 26-30 | 65 : 9.74
i 7 3435 | 52 = 778

: 8j, 136:40 | 54 | 808

| ov 4145 | 24 | 3.59 ,

10, 48-50 | 30 | 449 |

= i 1) b1-bb g I 118 |

12) 56-60 7 § 105 |

13} 6185 | 2.1. 03|

14| es70. | A 086 |

e 18} 27O 2 .03

TOTAL f 668 ;100 |

e e . S S S S



Age Group

The Age-Sex Pyramid for the population of Sudhama Nagar drawn for a class interval of 5 yrs
is a more or less regular pyramid barring the lowest 3 segments.

TABLE-17

Age Sex Pyramid of the populauon of

Sudhama Nagar

RO

‘Female %

0.00%
0:60%
0.30%
0.30%
0.90%
4.22%
3.01%
7.53%
7.23%
9.94% .
11:15%
12.65%

] 17.77%

Male %
>70 0.60%
66--70 0.60%
61--65 0.30% )
56--60 A 1.79% - |
51--55 . - ' 1.49%
46--50 4.76%
41--45 4.17%
36--40 8.63% *
31--35 8.33%
26--30 9.52%
21--25 11.61%
16--20 923% .
11--15 14.29% |
6--10 11.59%
0-5 13.09% |

GRAPH-7

Age and Sex distribution of population

14.16%
- 10.24%
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The number of people above thg: age of 50 yrs is very few for both sexes.While there are
no females above the age of 70 yrs there are two males above the age of 70. '

Fsine Age Group gf‘.’!a!s | Female ;TOTAL f’
| ST T iy 347 78 |
! @ Bl < . 38 Y 47 86 |
! 3 115 1 48 59 107 |
| 4 1620 31 42, 73
b 21-28 |39 37 76 |
"6, 26--3Q 32 33 65 |
7 03135 28" 24 52
8 ' 36--40 29 25 54
9. 4145 Y 10 24 |
10 46--50 .18 14 30
11 51-bh 5 3 8 |
12 56-60 6 1 7
i3 61--85 1 1 2 |
14 B6--70 e 2 4
15 >70 2 0, 2 |
l TOTAL , 336 332 668 |
TABLE-19

Age Distribulion of Male population i Sudhama Nagar

SiNo . |AgeGroup ‘| No. % 1
1| 0§ M 44" | T 13.09
20 610 Y 391 1189
3| 1115, | 48 | 1429
! 4l 1820 ! 31| 623
. ! 5/ 21-25 | 39 | 1161
f 6 26-20 | 32 9.52
7] 31-35 28 | 833
8/ 36--40 " 29 | 863
9 41-45 | 14 1 447
10{  46--50 2 6| 476
11 5155 5./ 149
12! 56-60 | 61 179
| 13)' 61-65 ! 1: 03
| ]S z) e
T T oA 336 | 100

TABLE-20 o

Age Distrit ution of Female Population of Sudharna Nagar

fsastiey e TR S s St ot e '""] |
Sl.No. [Age Group [ .Nc. % b Vi Tl
AT | R 3 | 1024 | T
2) 6--10 - 47 14.16 ‘
" 3 1115 | 50 + 1777 |
4) 16-20 42 | 1285 |
5[ 21-26 3/ 1119 |
6] 26-30 ; ‘38 9.94 |
7| 3135 .. 24 | 723 |
8{ 36-40 25 | 753 |
9, 41-45 10 { 301 |
107 46--50 14 422 |
11, £1--58 3 o
; 127 56-80 . | 1 03 !
; 130 6165 - 10 03
| 14, es-70 | 2 { o ]
LABL 270 0 g
TOTAL ] 332 100 |



TABLE-21
Classtfication of people of Sudham Nagar
- based on the Marita atatua

gt .~.,__'»..1....-M-..1..A., A
Sl.No Marital status e MN_o. “«5 % f
1|Married 277 | 92.34

I 2jWidow/Widewer P 19 6.33
} 3| Seperatea/Divorced ; 4 [ 1334
— ToTAL L, P M1

TABLE-22
Sex distribution of people of Sudhama Nagar
pased on the Marilal Status i

: ; | ‘
T Si.No |Mantu ;'z;’t' siMale iFema!c ITOTAL
| %Manlec £ 137 140/ 277 )
t - 2 Widowed | 3) 16/ 19
L _ %Seperated | .1 4 4 ’
[ fTOTALY 1410r 150. 00 |

P

Only 2.4% of the populatlon in Sudhama Nagar had above High School Ievel educa*lon _
There were 2 degree holders and two dlploma holders.12 people had gone for higher secandary & \\
education.25.9% of the people had no formal education.Both the degree holders were females.In 07~
most other levels of educatlon males were more than females in number.Females outnumberec
males among people with no formal education.

Bl E23 ' o

T’\
Ciassification of pecple of Sudhama Nagar A0
based on the Educaton o~
| 4 |
. SINo - Education 1 No. o Yo {
1 No kducation i 173 | 259 ]
2 Kinder Carten 16 | 24
3 Primary . ' 87 ’ 13.02
i 4; Upper Primary o 187 | 27.99 !
i 5, High School - 4 189 | 2829 -
. & Higher Sewndarv " 12 | 1.8 f
i 7 Diploma ¢ 2 0.3 '\
L D'.grcc f 2 f 2
i ?TuTAL { 863 1 100 ‘
b B i .zJ-n-»-« e e ety o i en it A o s ,,.,....._L........_‘. _;......_\__.\..J
TABLE-24 y
_ Sexwise Distribution of people of Sudhama Nagar
hased on the Leve! of Education
- I $I.No Education” él_\/j_a_lgﬁ Female TOTAL
b 1INo edcation - i 84 89 . 173
! 2 [Kinder Garten P9 7 16
‘ - 3iPnmary | .38 49 87
«iUpper Primary 2 95 02 187 ‘
5"}hlgh Schogl ! 101 88 189 I
6iHigher Secondary | 8 4 12 o ¥ M ‘
o ' 7iDiploma P 1 2 ol
| Bloegee  f of 2 32
TOTAL f 33 332 668 |




[k}
’13[‘1.,;? —;4 tion 'of L.'neryCd Pecple of Sudhama Nagar
bdbbh Gn the typu ol .JUL’ - ...W.M..A_._....,E
7 %
[ o e ot
\ 2! 1ype-2 \ 10 433 &
*' ATiped | 33| 1420 |
| ryped s (... .18l 8181 |
3 iTOTA'—‘ o C23yf . 100 |
e S
Type of Jobs
Type-1
Jobs with a monthly salary
Type 2
Self Employed with a High Income  >Rs 2000
Type-3
Self Employed with a Low Income <Rs 2000
Type-4

Jobs with daily Wages '
. Break up of individual jobs is given in subsequent tables

For the sake of convenience the jObS were classified into four types.
Type— © . Table- 25A
These were jobs with a monthly salary.Most of these jobs need skilled or semlsmlled
people,eventhough some jobs like office boy or hospital attendent require no special
skills.Most of the workmg women came under this category ,many of them working as
housemaids.
Type-2 Table-25B
This type of jobs are done by self employed people.They get a comparatively higher
income.These people form the better off section of the population.
Type- 3 Table-25C
These people are also self employed.But thelr earning potential is lower compared to
type-2 jobs.Jobs like Autorickshaw driver,Fruit vendor,Vegetable vendor etc....fall under
this category.
Type-4 Table-25D
This group comprises of people working for daily wages.Most of them do not get regular
employment.In a month they can hope to get work for a maximum of 20 days, if lucky.So
they are only partially employed.An interesting category among these is what is known as
token coolies.There are certain big industrial establishments near Suchama Nagar area.
These factories have formed pools of casual labourers.Out of these pools only a few will
get work on any given day.Others will go home once they know that there is no hope of
work that day.All these workers are given | D Discs.These Discs are locally known as Tokens
Sometimes as they leave the workers will pass these tokens to others who are prepared
to wait for the job.This is done for a small consideration.So if the proxy worker gets the job
he has to share the wages with the real owner of the so called token. These coohes
are not given most of the benefnts due to the regular workers in the factories.



TABLE-25A
Classification of Peovie of Sudharma Nagar
\Mm Jobc with a2 mao H'hlv ‘xal:«r\ I | \mo 1J0 xhc\ )
¥ i i
SiNg. —.det NG
o ' .'1 Acm( gnnp_ y Waor k‘ T
2 Anganwadi Teacher
3 Assistant in Siudio
4 Avah in Nursery

e ey

2 A
S uliver

6, Factery Worker

7' Garmient Factory

8, Cas Supply Company

9/ Heip in courier
10:Help in shop

11, Help in Xero,\ Shop

12! Hospital Altender

13; Hotel Worker

. 14:Housemaid

15} : Officeboy : ] .
16/0ffice Clerk ‘ )
17,Office Clerk-Government |
18;:Peon in School !
19 Petroi Pump Assistant . |
20; Salesglrl in Shop i
21 Salesmar in Shep i
22! knc[_n[y Guarg

23 Supervisor in Company
24 ‘Sweeper in Office
' 25 ‘Tailoring Teacher

{.v 28 JWorkshop_ Mechanic . ¢

o PR :TOTAL : 69

Seren i T SO, S W N,

N
Bl NS AN PV oV N S G N (S BN ¢ T N G G G G O O T ¢ « T S GO

i

S St mes

TABLE-25B
Ciassinication ot Sef =mpioyved peonle of Sudnama Nagar
m.h quher - monthly Income

oo R

.’ e R
{___SlNo Employmem | No
Contragter ~ T TN T3
‘ Z’Holes Owner ’ 1
: ‘ cH iIncense Stick Making 1
i 41Ju.cc Vendor ; 1
i o{ahcpkeepe: 11
; _ 6{Tailor 3 |
[ T OTAL' ) } 9O ‘

TABLE-25C

Classification of Self Employed pecpie in Sudh iama nagar
wnh a Lower Munthly lncome

 — Sl i AT 1 e

l -
| Sl.No Employmentw'_ il [ No

> =
> >
=
(o]
O
pm 2
<
a
—r

f 2|Auto Mechanic }
A 3iBarber :
| 4|Electrician, |
i 5, Firewood Vendor )
; 6Fruit Vendor i
| 7( Furniture Maker |
i HlOlc Hottig Collector . [
; gioid Paper Collc;tor i
’» O’Piumbu
|
!
{
{

11 )Tauor-Part Time

2{Vegetabie Vendor Iy
133\/eueldb|e/Frunl Vendor ¢

{TOTAL T

o s esni S o it

_‘ :
gw(;)—k—-tr\)—-l—\_—n..h—xa.—xm_\f:
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TABLE-250

Ciassification of people of Sudhama Nagar
. ng JOba with Caily Weges

L
iz
[}

=2

{

d)~q oo AN Y

H lper in Minilorry
3-Mason .
P inter

g Part Time Job in P&T

10.Part Time Job in Private Co

11 Wire Bending
12 Wood Worker

TOTAL

TABLE-Z6

"Token Codclie in HAL

rd
- |

O )

4
é
I
|

[os)

- ek
DI A a2 OS2 h

-
-

Classification of Peccle in Sudhama nagar

with (‘hmnm n]c.:aas-nc

au Y\U Drsease

e

/ir‘hecf !—’am '
8:Dropsy

::fuphtnalmuugl(. Cumplamt

10, Stroke
111Joint Pain
12{Cerebral Palsy
13iScaly Skin
! 147Hypothyroidism
15{Uterus Compiaint
16}Heart Disease
17 ‘Piles
18:6-Fingers

1, Cleft Palate
zz* Renal Stone
23/ Epilepsy
24 Throat Pain

N R

19; Leg’ Defnrmit\l-H/f.? TraLma‘
”O H/O Accident&Head Injury |

?

‘No

JRST QR NG N NS (O T I S S i SN S &1 B 6 ) RSN

T S G G G W
s e S e e 4

' —h

‘
i
s or
3
i
i
(8,4
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SN, S

3
I
{
i
|
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TABLE=27

Classification of Households in Sudhama Nagar

bqsed on the: Type of Family

e

'SliNo.lType of Famlli]No. ,jfwwl

TABLE=28. .

g 1 ’Nuclear 95 )} 73,64
'f 2 }Extended 23 |17.83|
43 Jdoint Lll 8.53 j-

s TOTAL 29 }1no oo

01
m2
03

-

Clzassification of Households in Sudhama nagar

bzsed on the Highest level of Education achieved

by any one member of the Family

S, M.__...,...J S RO——— e

, Sl No {Level’ of Educatlon !

b ;in the fcmlly(Highest) No! % i
i ‘ g No EduCatlon ‘ 3 ? 2.32

; 2} 5=STD 7.1 5.42 |

* 3. 6-STD - ‘ "7 ] 5,42}

4 7-STD - ' 13 } 10.07 |

. 5{ B=STD 20 | 15.51

i .6 10-STD 54 ! 41.86 |

' 7{ 12-STD 9 6.97 |

8| Degree 2 11,56

9| Diploma - . 12 1.56 |

101 9=8TD 412 19,31 ¢

Lo [ TOTAL § 129 [100,00




ALCOHOL SURVEY

TABLE-1

Majority of the sample population of alcohohcs whom [ interviewed were below the aé,e “

of 50 years, and all of them were working men.

TABLE -1

~ Classification of Sample populatlon

based on Age Group

all.

Sl.No. Age Group - [%
1[20--29 18.75
2|30--39 37.5
3(40--49 37.5
4] =50 6.25

TOTAL 100
TABLE-2

[l Senesﬁ |

More than SS%bf the sample population were residing in the area for less than 10 years,
This tallies well with the general demographic trend where 57.37% of the population are

of less than 10 years residence i in the area.

TABLE-Z

Classification of Sample population

baced on number of years of recidence in the area

? SI.No. No. of years of resvdence
! in thp areg

I 1.0--5
2/6-10
f- 3 11--15

416--20
(. '52i--25
f TOTAL
Sl {

|z
o]

N .
DWLWO MO W

SRR T o
'

;ISeries1 |




TABLE-3 '
Most of the sample population had own houses.(68.75%)
TABLE-3 } s
. Classification of sample population
based on the type of ownership of house

'SI.No. lType of ownershnp of ' No L% '
'the house E
10wn . 11 8875,
2 Rented i 51 3125

'TOTAL | .16 100
1 Al

| b .
v'|!Scric§1 ', ;

TABLE-4
These tables show a marked difference with the general somodemographlc trend. In the

general population majority of the people are migrants from Tamil Nadu.But in the
sample population, majority of the people (62.50%)are native to Bangalore.

TABLE A
udbbulwllon of Sdmple popuiation .
: based on thelr state of origin

181 No. State of orgin - No. %

r 1 |Karnataka 10 62.5
2|Tamil Nadu 6 _371.5

R ~7 18| . 100

|

—

£




Classification of Sample population

pased on their native District

' i
!Sl No 1N:ahvs: Dmfrl(‘f e !Nn : __ :% o ‘[
{777 4'Bangslore . I 10 \ 62.5
2 Tiru Annamaiai 4 | 25
; 3|Vellore l ', 1 .25
i 4iV;Hupu'am L i _ 3 Wezs ;
lTO*AL | 16 ] 100
1240
10 -
8
6
4 -
2, X
: 1 2 3 4

W Series1 \

|
|
¥
|
|

Religionwis‘e the population was evenly distributed between
Christians. Caste/Denommatlon wise the sample population con51sted of majorlty

Castes/ Denommatlons

-i«'

. TARLF-8 -
Classification of Samplc popq.atxon

\IIQJJHIWLIV' LI 4l

basea on their respective religions

SiNo.  |Religen Mo | % _m}
4 Christian 8 [ 5528 5 I;

PR 17 1.0 VIO, NOVU X .- X i

SRR« o 1 /-1 NN R |- 100 | |

»

Hindus

and

"
e e
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Ciassification of Sample population
based on caste/denomination

, %LNO. Cdslel_[zeﬂommdtlon lﬂg; h % o
a 1iRoman Catholic { g8 | 80
: 2 qf*heduled Castes | 7 4375
| lVokkahga B 1., 625
‘ - lroal . 16 | 100 |
= |
0 l
10 % {
8 | - ;
;
7 imSeries1 |
44 e——
2 1
0

All the people in the sample population had Ration Cards.81.25% of them had BPL Cards
while the rest of them had APL Cards.

TABLE 8
Classification of the sample population
based on the type of ration card they possessed

et ! )
l‘ SL.No. ;Type of ration card | No L % ‘{
| 1BPL | 13| 8125 |
- 2APL_ | 3l 1875
T TOTAL 16 | 100

A mSeriest
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Most of the sample population consisted of people from lower income grohps.None of
them had a monthly income higher than Rs 4000/-while 87.5% of the sample population
had monthly incomes of less than Rs 3000/. i ‘

TABLE-S [+ * |

Classificatiort of Sample Population

hased on the Monthly income
e
[SLNo.  |Monthiy income(Rs) | No. | % '
; 1100061999 'z 8 37§
i 212000--2060 g | 50 |
| 330008888 2! 125
L WOTAL T8 1T 100 ]

o . 1
| |
| 10 -
| 8 -
| ' ’

e P
4 E ‘ [mSeriest |
2'— '
¢ A i !
’ 1 2 3 =
|

Three fourth of the sample population belonged to households with five or less than

fivemembers. The maximum number of household members in the sample population was
seven

T e i i 1w v R v o Ak

TARLE-10 Y 4
Classification of Samiple Population
based on the Number of members in the Family

[S!.No. ‘Number of members |No % ’
| Laiis A Y EPRLS S
T A ' 2 125 |
:. 2! 4m 4! 25 |
- | 5m 6 375!
; 4 &m 1 6.25 |
! 56 7m o 3 i 18.75 |
TTTOTAL T T T e T q00

S —
S .

|
s -
3

~ 0

e —
{MSeries1 |

N
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Most of the sample population consisted of Heads of their respective Households.
TABLE-11
Classification of Sample Population
based on the Number of dependents

\

BiNo. [Numberof Dependents | No | %
R 1d 1 825 |
5 2 2d 3 | 1875 |
] 3 3d ' 2 | 125
’ 41 4d 7 1 4375
} TOTAL 18 100 g,
3 — ' [Series1 |
r4 ) —

Majority of the —sample population  had only.- less than ﬁﬂhp' _"st}é:n(cjla;lcli]
education(62..50%):The man with the highest education in the sample population ha

standard education.
TABLE-12 - -
iacsification of the Sample Population
based on their Level of Cducation

| s No . ';Education ,N_o_,qﬂ' %

| 1/No Education, 7 43.;2
i 2/5-STD 3 16.2.5 |
36-STD ‘ Ly 1 B2
4{7-STD 3 2 | 35
58-5TD oo 2 12.5 ;
| ‘- ISR S ol |
' » c A - I
fot M1 w7 d
! 54 == |
i & e e
Load [lSenes‘! ! l
| 4. g |
i "
| &
I 12 j
R ﬁ :
1 2 3 4 5 &




TABLE-13

shows ' the

, type of alcoholic beverages
& population.68. 75%of the sample population preferred either Brandy or ‘Whisky.62.50%

preferred by

the sample

of the sample population had’ high frequency of alcohol consumption ranging from 3-5
times a week to several times a day,

TADI T 47

AR U™ T S )

Classificaton of the Sampie popuiation

based on the type of Alcoholic beverages they preferred

10 drink

(NN

Brand | Brandy  Whisky' Rum 'Beer !TOTAL
. i Rrandy g e 6' - 1! =1
; 7 - Whisky | e D '5_'4 = 2]
{Rum : — - 1! -~
R N
{ TOTAL Bl ST S |
"TABLE-14
Classification of the sample population
haced on the frequenry of dnnkmg ‘
f—SI No : Frequency ] _M_‘,' No JM-_ % |
' 1/Several times daily | 2 f 125
2 Dailyor6daysaweek | 8 | 7.5
3,3--5 days a week L2 | 125
! . 4;2-3times a month_ i 3 18.75
: | - .S;Less often . { .3 ' 1875
; ] ITOTAL L 16 100
14T - -
2
6
2 .
3
3 .

[

O =2 NWAEOOOO N

isﬁeiriesfrj




Most of the sample populatlon preferred to drink in a bar (75%). Only one of them drank
while at home

g IABLI: 15
. Classification of the samole oooulatton ;
" bascdonthe pluc\. wh‘.rc thc; prcfcr to drink o
i SR e SO L R
J:Plece | Bar_ House |Others [TOTAL _
it Bar ] 12! 1] - 137
© ¢ House | - | e ]’ ~ |
Sihars - i3 3
oL /TR A S| I ¥
TABLE-16 }
Ciassification of the Sample population
based on the previous attempts made to
stop the habit
VS —— - g A — W.T-_.‘..m»\;—!
ISiNo  IMadeattempt "~ [No 1'%
| " 1lYes 9 1 5625
i 2iNo P 7 f 43.75
+—"1o1AL . et 00
TABLE-17
Number of people from Sample Populatlon
who had famiiy probiems with wife
- j SLNo _"Droblem/No prdéiem Nov Q}%~~7
, iIProblem with wife 11 6875
of 2,No prdblem with wife 9] 31.25 ]
| TOTAL 18 . 100
ﬁ\ ~N
m—
— (=Xl
wm—— m2)
\.
\\\\

b o e e o e e e e
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TABLE-18
Classification of the Sample population
based on their Employment ‘

( P { " ; . " g I ‘ !
S.No  Employment - MNo 1% .,
1 Coolie 8 50
2 Mason 2 128
3 Contracter 1 8.25
4 Faciory Worker | 1. 625
5/0ld paper collection 1 . 625
- 6 Sireet Vendor P 1 825
7:Token Coolie '5 1 6.25 |
8|Vegetable Vendor ! 1 6.25.. {
o T s Y e _"‘w Pk 16 100 L
10 -
8 =
5] -
lmSeriest |
24 ; .
o{H W == N W W N
i 2 3 4 5 € 7 8
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Appendix 1

Wt

Life sﬁkills.‘ahd Aicohol Prevention Programme

Life skills approach is an interactive educational methodology that not only focus on
transmitting knowledge but also aims at shaping attitudes and developing interpersonal

skills.

Goal: - The main goal of the life skills approach is to enhance young people’s ability to
take responsibility for making healthier choices, resisting negative pressure’s and avoiding

risk behaviour.
Objectives:'gl-‘
L ,Pr,ovide youth with rieéessary skills social (peer) pressure to smoke and drink. .= L
2. """ Help them to develop greater self-esteem, self-awareness, self-responsibility; .
.| self-mastery and self-confidence. ‘ | S
g Developing their positive social skills, critical thinking and decision making
skills. .

4. Enable youth to effectively cope with social anxiety.

5. Increase their knowledge on the immediate consequences of smoking and
drinking alcohol and training them to protect themselves from substance
abuse, violence and other harmful influences.

6. Empowering thern. to take charge of themselves and our planet’s future.

p Enhance cognitive and behavioural compliancy to reduce and prevent a

variety of health risks and behaviour.

What are the Life skills to be evolved in the interactive session? -

Life skills are behaviour patterns that enable individuals to adopt and deal effeCtively“‘ A

with the demands and challenges of life. The content of the life skills, which will -

increase the ability to

e

make decision’
solve problems
think critically and creatively
communicate

, listening skills
build empathy
be assertive and negotiating
cope with emotion and stress
be self aware



- goal setting ‘

- getting along with others

- gaining self confidence

- coping with conflict and other sessions like;
- types of group pressure; how to say “No”?.
- relationship with members of opposite sex

- alcohol use and abuse

- tobacco and health related problems

- HIV-AIDS/STDs — human sexuality

This curriculum will be called “Leaming to Live and Learning to Love”

Methodology: -

The teaching methods are youth oriented, gender sensitive, interactive and participatory.
The most common teaching methods include working in groups, brainstorming, story
telling, role-plays, debating and participation in discussions and audio-visual sessions.

Resource Persons:

Dr. Lakshman . -Honorary
Dr. Sekar Sheshadri-Honorary

" Dr. Mani Kaliath-Honorary
Mr. Rajendran-Main resource person
Mr. Chander-respective field expert
Dr. Rajkumar- respective field expert
Mr. Prahlad- respective field expert

N LR WL~

Duration and Timing

, Tentatively évery Sunday and one and half hours to two hours (It will be finalized after
discussions with the groups). The session will start on 21* July 2002 onwards.

Target One:, '
. 1. Sudhama Nagar (HAL)
- 2. Ragigudda Slum
3. L.R.Nagar (Koramangala) .

Education and Monitoring “ L g
Dr. Lakshman and Dr. Mani will visit the areas and do the assessment work. Participatory
evolution will be arranged at the end of the programme.



i

Appendix 2 : -

A brief note on CHC’s innovative experiment in tackling Alcohol Abuse

Community Health Cell (CHC) iS a non-governmental Organisation with a group of -
resource professionals working in the area of community and public health, research,

training and advocacy for the past two decades. CHC is the functional Unit of the Society
for Community Health Awareness, Research and Action (SOCHARA). ..

Aims and Objectives of CHC

©)]

©)

©)

o

To create awareness regarding the principles and practice of Community Health
among all people involyed and interested in health and related sectors. o
To promote and support community health action through voluntary as well as
governmental initiatives. |

To undertake research in Community Health policy issues, particularly:

@ Community health care strategies,
@ Health personnel training strategies,
'@ Integration of medical and health systems.

To evolve educational strategies that will enhance the knowledgs, skill and
attitudes of persons involved in Community Health and Development. _

To dialogue and participate with health ~planners, decision makers' and
implementers to enable the formulation and implementation of community
oriented health policies. |

To establish a library, documentation and interactive information center . in
Community Health. '

CHC consists of a small core team of 18 people, including health and social science
professionals, office and library team, research and training assistants, supported by a
large informal network of professional associates and friends. :

CHC supports community hzalth action through

Information and advisory services.
@ Training and interactive discussions
& Participatory reflections and reviews
& Research and evaluation
®
®
®

2

Peer group suppoit
Networking and solidarity _
Policy research, advocacy and action.



CHC has developed a rich and diverse web of interaction among person and groups
involved in community Health in India & specifically in Karnataka. These include:

o= Individuals in search of greater social relevance in health work

& Coordinating agencies in health in the voluntary sector

& Community health and development projects in rural areas, urban slums and tribal

regions. = | ‘ | ' ‘ '
&R Networking and issue raising health groups _
& Development projects, networks and development training centers
- @ Government agencies and ministries at Central and State level " .’ 5
cr. National and international agencies supporting health action AT

"- To undertake research in community Health policy issues, particularly:

During 1999 — 2001 CHC was involved in the implementations of a World Health
Organisation — South Asia Regional Office supported and Govt. of India sponsored
project of Women’s Health and Empowerment in 5 districts of Karnataka and a few
slums in Bangalore.

- During the implemen‘ta'-fion of this WHO-SEARO supported programmed, the
importance of effectively tackling alcohol abuse” was often emphasized because
alcohol abuse was identified as one of the major problems being faced by the
community. CHC was requested to help in addressing this alarming trend.

CHC accepted this request and formed an NGO network with the assistance of the,
NIMHANS, Department of Psychiatry. A series of study, reflection, consultation and -
brain storming sessions at NIMHANS and CHC in this regard was conducted. As a
result, of which a framework of community prevention plan using community health.
and development approach was developed with the participation of the community.

The focus now lies in creating a healthy community with the active involvement and )
participation of the community itself in attending to their needs and addressing public
health problems, like abuse of alcohol by members of the community. CHC believes
that this can be made sustainable and effective with the collaborative effort. of the
community and other partners. The partners comprise of three NGOs and NIMHANS.

1 Sudhamanagar
2 L.RL. Nagar, Kormangala
3, Ragigudda Slum '

The specific aim of this exploratory expéfimental programme is to tackle alcohol related
problems in a broader community/public health and health promotional framework.

3k 3K 3K 3K oK 3k 3K 3K ok ok ok ok 3k
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Appendix-3-

GOALS AND OBJECTIVES OF COMMUNITY HEALTH CELL

O

Community health cell (CHC) is an NGO working in the field of
Primary health care at a policy and advocacy level. CHC works in
association with other NGOs and Government and private health

care organisations. It was established with the following

objectives.

1. To create awareness — Especially among policy makers and
public. | L o

2. To promote action- Both voluntary and Government.

3. To Promote research- In community health, In health
personnel and in Integration of different systems. _

4. To promote changes in educational strategy to make medical

education more appropriate and focused. |

To conduct policy dialogues with appropriate authorities

. 6. To provide library services and documentation.

()]
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