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FOREWORD

Good health is a prerequisite for future generations and development of a
country. Adolescents transitioning from childhood to adulthood gives us a unique
opportunity to invest in their development and well-being determining the trajectory of
our future human capital. Investing in adolescent health is the basic duty of
governments to address adolescent wellbeing within the demographic and
epidemiological transition to endure for the rest of their lives, improving potential for
future development, for ending extreme poverty and creating more inclusive societies.

Quality education and better health remains the task for all of us. Both the
Rashtriya Kishor Swasthya Karyakram and Ayushman Bharat School Health
Programme at schools create a unique opportunity to improve both the health status
and health education of learners. As an integrated approach of better health
promotion, strengthened prevention, reducing health barriers and appropriate curative
measures would bring about improvement in the overall situation of health and
wellbeing of the students.

Government of Himachal Pradesh commissioned and approved Mamta
Health Institute for Mother and Child for the adolescent health and programme
implementation survey in the State to understand status of adolescent students
enrolled in government schools across districts. The insights gathered from this survey
will undoubtedly provide rationales for informed decision-making and targeted
interventions within the existing frameworks.

Noteworthy to mention the contributions of the dedicated team of Mamta,
the National and State Technical Resource Group members, students, and Principals
for this survey. This endeavour will be a catalyst for optimistic change in youth health
policies, programmes, implementation toward a healthier and lively future for the youth

of Himachal Pradesh.
QM

(M. Sudha Devi)
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Foreword

Healthy children shape future health status. Behavioural patterns tha
develop during childhood and adolescence are retained for life.

Every day thousands of children in the state go to school and spend a
considerable time interacting with and learning from their peers and teachers,
developing knowledge, building attitudes, skills and developing behaviours. Other
than the family, no social institution has greater influence on the lives of children
than schools where children develop behaviour skills for physical, emetional, and
social well-being.

Acknowledging the vulnerability and significance of safeguarding and
promoting the health and well-being of adolescents, Government of India, in
January 2014 under the Ministry of Health and Family Welfare, launched Rashtriya
Kishore Swasthya Karyakram (MNational Adolescent Health Programme).

The Indian government introduced the Ayushman Bharat (blessed with a
long life, India)-School Health and Wellness Programme in 2018, a joint
collaboration between the Ministry of Health and Family Welfare and Ministry of
Human Resource and Development to strengthen the preventive and promotive
health through health promotion activities for adolescents.

An institutionalised evaluation of documenting achievement would
strengthen these governments' led implementations befitting adolescent students.
Towards this National Health Mission, Government of Himachal Pradesh guided
and mentored Mamta o conduct a State wide district level survey to assess the
areas of improvement. Conducting a follow-up survey would provide an opportunity
to gain an objective understanding of the progress achieved through the renewed
implementation focus.

Rakesh Kanwar
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FOREWORD

Health of children is the foundation for the future. A child in good health
excels in education. With the world's largest youth population, India has an inspiring
demographic dividend that can have lasting impact on the social and economic
development of the country. Investing in the health and wellbeing of children is a critical

priority in the State.

Children are simultaneously wvulnerable to wide spectrum of
communicable and chronic disease conditions including nutritional deficiencies,
substance abuse, mental health concerns, violence, injury, and reproductive and
sexual health problems. Many of these issues can be worked on by promoting
informed healthy choices. A focused and comprehensive intervention that targets risk
factors and social determinants of health conditions as well as empowers children and
adolescents to adopt healthy behaviours can play a crucial role in reducing the burden

of current and future diseases.

More children than ever are attending school, and for longer periods of
their lives, therefore, schools can do more than perhaps any other single institution to
inculcate the wellbeing and build competence of children and adolescents.
Establishing healthy behaviours during childhood is easier and more effective than
trying to change unhealthy behaviour in adulthood. Rashtriya Kishor Swasthya
Karyakram and Ayushman Bharat School Health Programme at Schools create a

unigue opportunity,

The successful implementation of State Adolescent Health Survey by
Mamta Health Institute for Mother and Child in collaboration with and approval of the
National Health Mission and Directorate of Health, Himachal Pradesh gives us an
opportunity to look for areas of improvement within existing adolescent health
programme implementations in the State.

This piece of evidence would not have been possible without the support
and guidance of prominent individuals who contributed, participated, and facilitated
activities at various levels, | express my heartfelt gratitude to all those who played a
significant role in making this survey a reality.

(PRIYANKA VERMA)
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FOREWORD

The health and well-being of adolescents are crucial to the future of our
society. The Government of Himachal Pradesh has implemented various initiatives,
including the Rashtriya Kishor Swasthya Karyakram (RKSK) and the Ayushman
Bharat School Health Programme, to address the diverse health needs of our young
population. These programs focus on promoting holistic health through education,
prevention, and curative services.

The Adolescent Health Survey, conducted by Mamta Health Institute
for Mother and Child in collaboration with the National Heaith Mission and the
Directorate of Health, Himachal Pradesh, provides an in-depth understanding of the
health status and needs of adolescent students in government schools across the
state. The findings of the survey will provide insights into the types and prevalence of
adolescent health-related issues in Himachal Pradesh. It aimed to assess how
adolescents access and ulilize services and commodities under the Ayushman
Bharat School Health Programme and RKSK. This will help to design and implement
targeted interventions that directly address these issues.

Importantly, the survey highlights the need for empowering adolescents
to make informed health choices. Schools play a critical role in shaping adolescents’
health behaviors, providing a foundation for lifelong well-being. Providing school
going adolescents with the right information and support will enable them to adopt
healthy behaviors that will benefit them throughout their lives. This empowerment is
essential for the overall social and economic development of our state, as a healthy
adolescent population is better equipped to contribute to society's progress.

| extend my deepest gratitude to the National Health Mission, the
Directorate of Health, Himachal Pradesh, the dedicated team at Mamta Health
Institute for Mother and Child, the Mational and State Technical Resource Group
members, and the principals and students of the participating schools. Their
unwavering commitment and hard work have been pivotal to the success of this
survey,

(Dr. Gopal Beri)
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FOREWORD

Adolescence is a critical period where the foundation for a healthy and
productive adulthood is laid. As such, investing in the health of our young people is
not just a necessity, but a strategic imperative for the sustainable growth and
prosperity of our society.

The Government of Himachal Pradesh has always been at the forefront
of initiatives aimed at improving health outcomes. The collaboration with the Mamta
Health Institute for Mother and Child for the adolescent health and program
implementation survey is a testament to our commitment to this cause. The
comprehensive survey 'School Based Adolescent Health Survey' has provided us
with invaluable insights into the health status of adolescent students across
government schools in various districts, shedding light on areas that require targeted
interventions.

The findings from this survey reveal both strengths and areas for
improvement. While there have been commendable strides in health promotion and
disease prevention among adolescents, gaps remain in areas such as mental health
support, nutritional education, and accessibility to reproductive health services.
These insights will guide our efforts in making informed decisions and implementing
strategic interventions that address the unique health challenges faced by
adolescents. Our goal is to ensure that every adolescent in Himachal Pradesh has
access to the necessary health services and support, enabling them to lead healthy,
productive lives.

Ayushman Bharat- School Health and Wellness Programme is being
implemented for adolescents of government schools throughout the state, the
findings from survey will guide us on focus areas and will help in addressing the
highlighted issues. Additionally, the state is also running Nayi Disha Kendras to
provide clinical, counselling, referral services exclusively to adolescents along with
de-addiction services, adolescents can avail these services.

| congratulate the entire team and hope the findings will help the

government to reform the policies and address the highlighted issue that will help the
adolescents to become healthy and responsible adults,

(Dr.'Whjali Chauhan)






MESSAGE

Dr. Sunil Mehra
Executive Director
Mamta Health Institute for Mother and Child

| am delighted to present the State-level School-based Adolescent Health Survey Report, prepared
under the auspices of the Government of Himachal Pradesh.

Adolescents today encounter new and diverse challenges in an ever-changing society. These
challenges may lead to mental health issues, substance use, violence, early pregnancy, education
barriers and environmental hazards; significantly increasing morbidity and mortality. In 2014, the
Government of India launched the Rashtriya Kishor Swasthya Karyakram (RKSK), prioritising areas
such as nutrition, injuries, violence (including gender-based violence), non-communicable diseases,
mental health, sexual and reproductive health, and substance misuse. Schools present the ideal
ecosystem for students to learn from role models, such as teachers and head of schools.
Subsequently, Ayushman Bharat-School Health and Wellness Programme (AB-SHP) was launched in
2020 as a collaborative effort between the Ministries of Health and Family Welfare and Human
Resource Development (now Ministry of Education) to strengthen preventive and promotive health
communications through health promotion activities in schools. Both programmes are designed to
improve health and well-being of adolescents. empowering them to thrive in today's environment.

Despite an enabling health promoting environment, adolescents (15-19 years) in Himachal Pradesh
remain vulnerable. According to the National Family Health Survey-V (2020-21), as high as 53.2 % girls
and 22.1 % boys were anemic, 4.9 % adolescent girls and 6.4% boys were overweight/obese, and 3.4%
girls were either already mothers or pregnant. The survey further showed that 33.2 % girls and 28.4%
boys use modern methods of contraception. Substance use, particularly tobacco use, is also significant
with 14% tobacco users (aged 20-34 years) having initiated tobacco use at the age of 15-17 years
(Global Adult Tobacco Survey-2,2016-17). These statistics underscore the necessity of evaluating the
current programmes to provide evidence for strengthening these in the State.

Although precise estimation of adolescent health issues is critical for planning and prioritisation,
regularly and systematically measuring adolescent health and well-being over time remains a gap in
India. Adolescent representation in the national representative surveys such as the National Family
Health Survey, the Global Adult Tobacco Survey, and the National Mental Health Survey are
conducted but vary in frequency and often provide limited coverage of specific age groups and health
issues. Consequently, there is insufficient data on younger adolescents (10-14 years), as well as on
diverse ethnicities. Moreover, there is a lack of comprehensive coverage of domains such as mental
health, bullying, substance use, injury, sexual and reproductive health, and the positive aspects of
adolescent health and well-being.

With the given context, Mamta Health Institute for Mother and Child, under the aegis of the
Government of Himachal Pradesh, undertook this first of its kind school-based adolescent health
survey inin all the districts of Himachal Pradesh. This pioneering initiative aimed to generate evidences
on |2 themes: food preferences and choices, physical activity, hygiene, digital device use, connection
to parents and/or guardians, health-seeking behaviour, access to government schemes, violence and




road safety, substance use, reproductive and sexual health, menstrual hygiene, and mental health. The
insight gained from this survey will furnish evidence crucial for strengthening the existing adolescent
health programme (RKSK and AB-SHP) implementation in the State. Himachal Pradesh offers an
operational environment conducive to the seamless implementation of surveys. The State boasts 928
government high schools and 1,869 government senior secondary schools. It has set a precedent in
India by ensuring universal access to elementary education and maintaining gender equality in
educational access, with Gender Parity Index values of 1.0l at the secondary level and 1.03 at the
higher secondary level. These factors uniquely position the State to effectively reach its adolescent
population. To ensure the validity, reliability, generalisability, and scalability, two advisory committees-
- one at the national level comprising of domain experts in adolescent health and research
methodology and another one at the State level including government officials from health, education,
economics, statistics department along with academia were established.

Three research instruments were developed i.e. for students, principals, and a checklist for observing
the school environment. The variables in the survey tools were aligned with themes of AB-SHP, RKSK,
Global School-based Health Survey, Global School Health Policies and Practices, and the Global
Action for Measurement of Adolescent Health indicators for a broader comparability. Before
commencing the data collection, tools were pilot-tested for content validity, face validity and group
concurrent validity. Data collectors were trained and given practical orientation before initiation of
data collection. Measures were undertaken to maintain data quality as per global standard.
Descriptive statistics was used for data analysis.

Some of the key findings of the survey may hold significant relevance for State specific programming as
itis evident how States differ in their adolescent health challenges that 4 out |0 students currently are
not engaging in physical activity, access to deworming tablets distributed in schools to a tune of 79%, 7
out of |0 students reported health related topics discussed in their class, consumption of cough syrup
without prescription was reported to be more than 23%, and half of the students used modern
contraception during sexual intercourse.

| acknowledge the partnership between State government, Mamta, academia, and domain experts for
this project. Special and due mention of the commitment and guidance of Ms. M. Sudha Devi, IAS,
Secretary — Health and Family Welfare, Mr. Rakesh Kanwar, |AS, Secretary- Education, Ms. Priyanka
Verma, IAS, Mission Director — National Health Mission, Dr. Gopal Beri, Deputy Mission Director,
and Director Health Services, National Health Mission and Dr. Anjali Chauhan, State Programme
Officer, National Health Mission.

| recognise the efforts of the State Advisory Group members Prof. (Dr.) Anmol Gupta, Mrs. Shanta
Chauhan, Mrs. Puneet Sharma, Mr. Ghanshyam Sharma, Dr. Savita Thakur Joshi, and Prof. (Dr.)
Mamta Mokta who mentored the process.




The exceptional endeavour of the National Advisory Group Members: Late Prof (Dr.) Arvind Pandey,
Dr. Nomita Chandhiok, Dr. Rajesh Mehta, Prof. (Dr.) Harish K Pemde, Prof. (Dr.) Laxmi Kant Dwivedi
in providing overall guidance is highly recognised.

This report evokes a profound sense of fulfilment. Upholding rigorous global standards, Mamta has

made a steadfast commitment to repeat the survey after three years with due approval from the State
government.

Letus reaffirm our dedication to advancing adolescents health and well-being.

Dr.mra
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Executive summary

Mamta, since many years, is actively supporting the Government of Himachal Pradesh inimplementing various
health programmes across the State. As part of furthering support to adolescent health in Himachal Pradesh, a
State level School-based Adolescent Health Survey was undertaken in the year 2023 with the approval and
guidance of the Government of Himachal Pradesh in general and Secretary, Health and Family Welfare, in
particular.

A cross-sectional survey of 7,563 adolescents, aged between |3-17 years, enrolled across 204 government
schoolsin all 12 districts, was undertaken. The School-based Adolescent Health Survey aimed to understand
the health behaviours and protective factors among adolescents of this specified age group and identify the
areas of improvementin environment and practices towards promoting health and well-being of school-going
adolescents.

Mamta Health Institute for Mother and Child Institutional Review Board approved the study. Two research
instruments were adapted from the Global School-based Student Health Survey for students (self-
administered), and the Global School Health Policies and Practices Survey for principals (self-administered)
and an observation checklist for data collectors for achieving the study objectives. Research instruments were
titrated after pilot testing in schools other than the sampled schools. Standard quality assurance modalities
were used for data quality. For statistical treatment, descriptive statistics and Pearson’s Chi-square test was
donein Stata |8 software. Given below are the key findings derived from the survey:

Study findings

Most of the surveyed schools were co-educational, offering education up to higher secondary classes (89.2%).
Of the 7,563 participants, 50.7% were boys, 67.1% were aged between |3 to |5 years and 86.8% were from
therural areas.

a. Food Preferences and Choices:

The survey revealed low consumption of healthy food, along with high consumption of unhealthy food
(fast food), among the student respondents. A quarter of the respondents self-reported skipping their
breakfast and lunch. Adolescent girls in the older age group (16 and |7 years) residing in rural areas are
vulnerable due to their unhealthy dietary behaviours.

b. Physical Activity:

More than half of the adolescents self-reported engaging in strenuous, and mild physical activities between
three to seven days in the past week. Boys, in the younger age group (13 to |5 years) from urban areas, are
found vulnerable due to theirinadequate physical activity in their daily schedule.

c. Personal Hygiene:

More than four percent adolescent had self-reported unhealthy hand washing practices. Similar
percentage of adolescents self-reported not having separate toilet facilities for boys and girls in co-
educational institutions surveyed. A significant concern related to the vulnerability of younger age group
(13 to |5 years) girls from rural areas reported inconsistent hygiene practices which may increase their
susceptibility to infection.
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. Digital Device Use and Cyber Bullying:

About two percent adolescents self-reported spending more than 8 hours per day on digital device.
Almost ten percent adolescents self-reported that they bullied online, at the same time, nine percent self-
reported having been bullied online. Analysis highlights older age group (16 and |7 years) boys in urban
areas are more addicted to this practice.

. Violence and Road Safety:

Nearly a quarter of the adolescents self-reported to engaging in a physical fight. About fourteen percent
and eleven percent of adolescents self-reported that they had physically bullied someone and physically
bullied by someone respectively. Almost one-fourth of the respondents self-reported feeling unsafe while
going or coming back from school orinside school. The analysis highlights a concern about the vulnerability
of young adolescent (13 to |5 years) boys in rural areas attributed to their indulgence in violence and
following unsafe road use behaviours.

Substance Use:

Self-reported substance uses among adolescents ranged from three percent to five percent. Almost one-
fourth self-reported consumption of cough syrup and one-tenth use of injectable drugs. Young (13 to 15
years) adolescent boys in rural areas, are more vulnerable to various substance misuse.

Reproductive and Sexual Health:

About six percent of adolescents self-reported of ever having sexual intercourse. Among these more than
sixty-two percent had sexual intercourse before age of 14 years. Less than half of adolescent students who
self-reported sexual intercourse, used protections during their last sexual intercourse. Young (13 to 15
years) adolescent boys in rural areas, are particularly vulnerable especially for early initiation of sexual
activities which mostly are unprotected.

. Menstrual Hygiene:

Nearly all respondents were reportedly using hygienic menstrual practices. Additionally, more than thirty
percent of adolescent girls reported experiencing menstrual cycle problems, more than half of them have,
however, opted not to act or relied on home remedies. It is evident that rural adolescent girls are
particularly vulnerable because of poor hygienic practices, suboptimal health seeking related to
menstruation.

Mental Health:

More than eight percent of adolescents self-reported having mental health issues. The findings underscore
the vulnerability of urban older adolescent (16 and | 7 years), particularly girls, to mental health.

Access to Government Schemes:

More than seventy-one percent of adolescents self-reported that a team visited their school to conduct
health check-up/screening in the school premise. Nearly eighty and eighty-eight percent of adolescents
self-reported having received deworming tablets and weekly iron folic acid tablets from school. Almost
eighty-nine, sixty-eight, and forty-six percent of adolescents self-reported that health related topics were
being discussed in assembly sessions, discussion and/ or lecture on health conducted in
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class and Health Melas organized in school respectively. Six of every ten students self-reported knowing
Ayushman Bharat School Health and Wellness Programme Ambassador of the respective school and
Health and Wellness Messenger of their class. The analysis suggests that older (16 and 17 years)
adolescents, boys from urban areas do not utilise the government schemes.

Recommendations

a. Food Preferences and Choices

The findings highlight the need for encouraging personal healthy food choices while discouraging the
consumption of junk foods. Additional activities as part of the Module 6 and 8 of the existing School Health
and Wellness Programme, can be included. Adolescents can be engaged through dance, reels, and skits to
encourage healthy eating.

b. Physical Activity

Integrating physical activity across the || themes of the School Health and Wellness Programme can
contribute in fostering positive physical activity behaviors and discourage sedentary lifestyle among
students. Additionally, strategies are needed to make parents aware about the importance of adhering to
regular physical activities as healthier life style practices as role model for their children.

c. Personal Hygiene

Activities can to be added in the existing Module 6, where students need to be taught about the World
Health Organization suggested five steps of handwashing. Aligning with Swachch Bharat Vidhalaya, each
school can maintain a school maintenance schedule and the School Management Committee and
designated teachers can periodically check the upkeep.

d. Digital Devise use and Cyber Bullying

Schools and families must promote safe and limited use of mobile phones and overall screen time.
Comprehensive education within Module 3 on the various forms of bullying, its impact on individuals and
communities, and strategies for prevention and intervention can contribute to develop a holistic
understanding of the issue. Students need to be sensitised with available services such as the National
Cyber Crime Reporting Portal, Helpline Numbers (1800-180-5522) to seek help.

e. Violence and Road Safety

Adolescents to be provided life skills and education on conflict resolution and negotiation so that they do
not indulge in violence and abstain from bullying. Incorporating contextual content and activities into
Module 10, to promote adherence to safe road use measures among adolescents, including wearing seat
belts, recognising, and following different signs and road marking, understanding safety signals and legal age
fordriving, would be imperative.
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Substance Use

To prevent and manage substance misuse, the existing information in Module 7 should be elaborated by
adding content on e-cigarette, marijuana, hallucinogens due to their reported widespread consumption in
the State. Additionally, it is imperative to share details about the National Tobacco Quit Line Services
(1800 112 356), m-cessation (011-22901701), nearest Adolescent Friendly Health Clinic, Health and
Wellness Centers, and De-addiction Center (Deaddiction and Rehabilitation Centre, Bhuntar, Kullu). The
misuse of cough syrups can be prevented by involving parents and strict implementation of prescription-
based sales and stopping over the counter sales to children by pharmacy stores.

Reproductive and Sexual Health

Key contextual concepts such as contraception and abortion can be included in Module 9 such as how
condoms holistically prevent sexually transmitted infections and reproductive tract infections and
pregnancy. Question box and health messenger (peer) led group discussions should be promoted more
often and expertise from doctors trained in Rashtriya Kishor Swasthya Karyakram could be sought.

. Menstrual Hygiene

Module | could incorporate further details about the safety of using menstrual hygiene products, along
with debunking prevalent myths about their usage. In order to promote the use of menstrual hygiene
products, it is essential to create an enabling environment that includes the availability of disposal and
appropriate handwashing facilities. An overall supportive environment could be ensured for menstrual
hygiene in collaboration with girls, boys, parents, and other stakeholders.

Mental Health

Within the Module 2, Flag Signs introduced by the Ministry of Education in 2022, can be included with an
aim for early screening and identification of thirteen Adolescent Mental Health concerns. Adolescents
need to be made aware of the existing health services of Adolescent Friendly Health Clinics, Health and
Wellness Centres and helplines such as Tele Manas (14416).

Overarching

Assessment of Ayushman Bharat-School Health and Wellness Programme recommends that
communication for school children needs to be included within the school inspection mandate at the level
of schoolinspectors. A physical space can be dedicated in every school as ‘Health and Wellbeing Corner’,
where monthly articles by students, and Information Education Communication materials can be displayed
for promoting health and well-being aligned with the topics discussed in the Ayushman Bharat-School
Health and wellness Programme schedule. The existing platforms in schools such as school assemblies,
parent-teacher meetings, annual functions, and School Management Committees may be used to sensitise
school students, parents and management about themes, available services and commodities under
Ayushman Bharat-School Health and Wellness Programme and Rashtriya Kishor Swasthya Karyakram.
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Chapter 1:
Introduction

1.1 Background

Globally, 1.25 billion adolescents play a crucial role in shaping a sustainable and equitable future. As of
2019, close to 90% adolescents reside in Low- and Middle-Income Countries'. Nearly half of these
adolescents live in Asia, and almost one in four (282 million) live in South Asia. Within this region,
Bangladesh and Pakistan have the highest proportion and India has the greatest absolute number of
adolescents”.

Adolescence is widely recognised as a unique stage of life-transition, characterised by significant
physical, cognitive, psychosocial, and emotional development’ and also lays the foundation for adult
health status. Unmet health needs during adolescence can impact immediate growth and
development, throughout the life course and potentially result in lasting effects on the health of the
next generation. Emphasisinginvestmentin this life-stage will yield triple dividend".

|.2 Adolescent Health Status: World Health Organization

Regions

Morbidity and mortality among adolescents is a matter of concern as globally more than 1.2 million
adolescents aged 1019 years died in 2015°. The region with the highest adolescent mortality was
African Low- and Middle-Income Countries, recording 243 deaths per 100,000 adolescents’.
Following closely, Eastern Mediterranean Low- and Middle-Income Countries reported a rate of | [5
deaths per 100,000 adolescents. Several factors contribute to adolescent mortality, and the leading
causes vary between genders and age groups. There were an estimated |.7 million deaths among
adolescentsin 2015 in the South — East Asia Region’; the leading causes of mortality included self-harm
(suicide), road injury, and maternal mortality (among girls). In addition, significant morbidity is
reported among adolescents in the Region —a loss of 21 783 disability adjusted life years per 100 000
adolescents owing to self-harm, iron deficiency anaemia, depressive disorders, road traffic injuries and
diarrhoeal diseases.

By using the Global Burden of Diseases, Injuries, and Risk Factors Study 2019, it is estimated that in
India® females in the 10—14 and 15—19 years age groups suffered 6.75 million and 9.25 million
disability-adjusted life years, respectively, 39.1% and 44.2% respectively of which were years of life
lost. The corresponding disability-adjusted life years for males were 6.7 million and 9.65 million,
respectively. Injuries accounted for 65.9% and 45.3% of years of life lost in males and females aged
I 519 years respectively, and 40.8% in males aged |0—14 years respectively. Specifically, road injuries
(15.3%) and self-harm (11.3%) accounted for most of the injury deaths in 15—19 years whereas
drowning (7.7%) and road injuries (6.9%) accounted for the mostinjury deathsin 10—14 years males.
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|.3 Adolescent Health in India: Policy and Programme
Environment

India is home to over 250 million adolescents, constituting 20 percent of the total population ’.

National Family Health Survey rounds ", reported that adolescents of age |5-19 years are
vulnerable due to high prevalence of any anaemia, overweight/ obesity, fewer use of modern method

of contraception, less use of hygienic practices during menstruation.

Acknowledging the vulnerability and significance of safeguarding and promoting the health and well-
being of adolescents and simultaneously addressing a range of health issues, the Government of India,
under the Ministry of Health and Family Welfare, in January 2014 launched Rashtriya Kishor Swasthya
Karyakram . The initiative aimed to engage with adolescents, encompassing both genders, rural and
urban residents, married and unmarried, including those attending school and those who are out-of-
school. It particularly targets marginalised and underserved communities. The programme has
broadened its focus beyond Sexual Reproductive Health to include priority areas such as nutrition,
injuries, violence (including gender-based violence), non-communicable diseases, mental health, and
substance misuse. This expansion aimed to provide comprehensive support and services, acting as a
single resource for adolescent health and well-being. It is observed that the Rashtriya Kishor Swasthya
Karyakram serves as a valuable linkage between health systems and schools where adolescents are
easily accessible, particularly in rural areas. However, evidence indicates that challenges, such as the
lack of human resources or counsellors, lack of signage in Adolescent Friendly Health Clinics,
commodities and the geographical remoteness of certain areas, hinder the effectiveness of outreach

14,15

within the programme implementation . A significant challenge in the implementation of the

programme warrants the need for strengthening the outreach strategy.

In pursuit of Sustainable Development Goal 2030, which emphasises health and education
integration, the Government of India in 2020 launched the Ayushman Bharat-School Health and
Wellness Programme " for children and adolescents (6 to |8 years). This collaborative effort between
the Ministry of Health and Family Welfare and the Ministry of Human Resource Development aims to
strengthen preventive and promotive health communications through health promotion activities in
schools with the objectives of providing age-appropriate information about health and nutrition,
promoting healthy behaviour, detecting and treating diseases including identification of malnourished
and anaemic children, promotion of the use of safe drinking water in schools, promotion of safe
menstrual hygiene practice among girls, promotion of yoga and meditation, encouraging research on
health wellness and nutrition.

With significant government investment in improving adolescent health, standard institutionalised
evaluation mechanisms for impact of these programmes are critical. Current adolescent health data
often lack inter-sectoral coordination beyond health e.g., with education, water and sanitation, and
social protection system to name a few. Unmarried adolescents are often overlooked in National
Family Health Survey rounds, limiting chronological and evolving understanding of adolescent
contextual health needs.

It is crucial to measure health behaviours, determinants, outcomes, as well as policy

and programme implementation to effectively monitor progress in enhancing

adolescent health and promoting well-being.
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|.4 Measuring Adolescent Health and Well-being

Systematic and longitudinal measurement of adolescent health and well-being remains uncommon,
particularly in Low- and Middle-Income Countries. Recently, the Global Action for Measurement of
Adolescent Health initiated to promote harmonised guidance for adolescent health measurement,
supporting countries and technical organisations in collecting useful data to track progress in the
improvement of adolescent health .

Globally adolescent health indicators are predominantly derived from repeated cross-sectional
surveys ' including the Global Early Adolescent Study “, Health Behavior in School-aged Children *,
Global Youth Tobacco Survey *', Global School-based Health Survey . Several shortcomings to
adolescent health and well-being measurement in Low- and Middle -Income Countries * are
evidenced:

i. Lack of coverage of 10-14 years’ adolescents and, diverse ethnicities.
i.  Agedisaggregated dataare often lacking—Ilimiting their use for programme planning.

iii. Several aspects of adolescent health are inadequately covered including mental health,
substance use, injury, sexual and reproductive health, bullying among unmarried adolescents,
and positive aspects of adolescent health and well-being.

iv.  Currentadolescent health data systems often lack inter sectoral coordination beyond health e.g.
with education, water and sanitation, and social protection systems.

In the Indian context, several major surveys are utilised to assess adolescent health and well-being as
mentioned below:

0-12,22,24-33

Table 1:Major survey employed in India for measuring adolescent health and well-being

Focus on adolescent health and well being

Fertility, family planning practices, infant and child mortality, maternal and child

National Family
Health Survey

Global Adult
Tobacco Survey

Global Youth
Tobacco Survey

Global School
Health Survey

National Mental
Health Survey

Comprehensive
National
Nutrition Survey

Every five years
(NFHS-1 to 5)

Every five years
(GATS | and 2)

Varied (2003, 2006,
2009,2016,2019)

Piloted in Rajasthan
in 2007

2015-16 and repeat
planned in 2023

2019

health, nutrition, reproductive health,anaemia, etc.
Age group: |5 to 19 years in the context of only married

Monitor adult tobacco use and track key tobacco control indicators
Age group: |5 and above

Systematically monitoring youth tobacco use (smoking and smokeless) and
tracking key tobacco control indicators. The fourth round has been designed
to provide estimates at the state/union territory level by sex and location of
school (rural/urban) among 13-15 years.

Age group: 13 to |5 years

Healthy eating, hygiene, substance use, physical activity, connectedness etc.
Age group: 13 to |7 years

Assess mental morbidity in India
Age group: above |8 years

First survey measuring malnutrition, micronutrient deficiencies, non-
communicable diseases

Age group: 10 to |19 years
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The Global School Health Survey stands out as promising, encompassing all essential adolescent
priority areas. However, its utilisation in India has been limited to the pilot in Rajasthan in 2007. There
is substantial potential for adapting this survey in the Indian context, providing a nuanced
understanding of adolescent health needs within the framework of Rashtriya Kishor Swasthya
Karyakram and Ayushman Bharat-School Health amd Wellness Programme. This survey can provide
reliable evidence for informing planning, implementation, and monitoring of health programmes and

system strengthening.

Rationale

Mamta is actively supporting the Himachal Pradesh Government in implementing various health
programmes to achieve the Sustainable Development Goals. These programs aim to address various
aspects of healthcare, from adolescent health to maternal and child health, through comprehensive
and community-centered approaches:

Adolescent health initiatives:

a.  Rashtriya Kishor Swasthya Karyakram: Mamta is actively involved in the establishment,
operationalisation, and mentoring of Adolescent Friendly Health Clinics across the State.
Additionally, the institution is facilitating trainings for various elements within the Rashtriya
Kishor Swasthya Karyakram and Ayushman Bharat- School Health and Wellness Programme.

b.  E-learning platform: Under the Rashtriya Kishor Swasthya Karyakram, Mamta is supporting the
development of digitising the modules for designated Medical Officers positioned at
Adolescent Friendly Health Clinics.

Other initiatives:

a.  State Midwifery Technical Unit: A Midwifery-led Care Unit, for nurse practitioners and a skill lab
has been established in the Shri Lal Bahadur Shastri Medical College and Hospital in Mandi, for
establishing State Midwifery Training Institute under the National Midwifery Initiative.

b.  Care companion programme: Caregivers of pregnant and lactating women are being
capacitated with basic skills for identification of early danger signs, infant care and improve
outcomes and strengthen health service utilisation in 31 high load delivery points including
Medical College (6), Zonal Hospital (4), Regional Hospital (4), Civil Hospital(l6), and
Community Health Centre ().

c.  Strengthening Integrated Child Development Scheme: Complementing the ongoing
implementation in Hamirpur district by strengthening ownership and accountability of the local
functionaries for improved health and well-being of newborns, children, adolescents, and
women while addressing water, sanitation, hygiene, and skill development.

d.  Comprehensive primary health care: Strengthening ten Health and Wellness Centres in Sirmour
district by capacitating human resources on various components of primary health care, along
with infrastructure support to ensure provision of services as per the programme mandate.
Through community meetings, wellness camps, special day celebrations, communities are being
empowered to access services from these Health and Wellness Centres.
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e.  Improving maternal, child, and adolescent health: A system strengthening and improving the
quality of delivery of public health services initiative has been launched in Mandi and Chamba
districts. This emphasises increasing the demand for healthcare services and strengthening
community ownership on health, nutrition, and hygiene along with non-communicable disease

management. .

Mamta, as part of furthering support to adolescent health implementation in the State, undertook this
comprehensive State-level School-based Adolescent (13-17 years) Health Survey in the year 2023
with the approval and under the guidance of the Government of Himachal Pradesh.
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Chapter 2:
Methodology

2.1 Study Setting

Himachal Pradesh is administratively divided into 12 districts, 73 sub-divisions, 78 blocks and 172

tehsils. As in Census 201 |, the total population of the State was 68,64,602, percentage of rural

population was 89.97, sex ratio of 909 and the literacy rate was 83.78%, well above the national
34

average’ .

The school infrastructure in the State comprises 928 government high schools, 1,869 government
senior secondary schools, and 130 governments colleges. Total number of students enrolled from
class 8 to class 12 was 7,82,94 1 35. Thereis almost universal enrolment, with the Net Enrolment Ratio
at 99.7 in primary level” and the retention rate was 96.42 in class | |. Himachal Pradesh became the
first State in India to make elementary education accessible to every child®, and is an exception in
upholding gender access in education”. School enrolment and participation rates for girls are almost
universal at the primary level. Higher levels of education, however, do reflect a gender-disparity. But
Himachal is still significantly ahead of other states at bridging the gap™.

Himachal Pradesh

Map not to scale
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2.2 Objectives

The objectives of the study were:

a. To understand the types and prevalence of adolescent health-related issues, including health
behaviours in Himachal Pradesh.

b. To understand, access to and utilisation of services and commodities by adolescents according to
Ayushman Bharat School Health Programme and Rashtriya Kishor Swasthya Karyakram in Himachal
Pradesh.

c. Tounderstand the status of school policy environment and practices towards promoting health and
wellbeing of adolescents in schools.

d. To provide recommendations to strengthen the ongoing adolescent health programme in state of
Himachal Pradesh

2.3 Study Design

i.  Advisory committee: Two advisory committees were formed for the study - one at a national level
and another at the state level. These committees consisted of government officials, eminent experts,
and senior members of Mamta Health Institute for Mother and Child. Both Advisory committees
played a crucial role in advising the study design, development of survey tools, sampling methodology,
implementation plan, data quality assurance, data analysis and report writing. Throughout the study
period, five national level and three state level consultative meetings were held.

ii. Study design and participants: A cross-sectional design was used to reach to adolescent (13 to 17
years) boys and girls, currently attending government schools for the one-point of time survey.

jii. ~Sampling: Sample size was determined using the Cochran’s Sampling for finite population™:

n'=((M)*(N*(z*2)*p*(1-p))/ ((d"2)*(N-1)*+(z"2)*p(I-p)))

Where

n'=Sample size

M= Number of sampling stages

N = Universe/total population

z= Confidencelevel (1.96) for 95%
p = Prevalence (0.05)

d =Margin of error (0.5)

iii. Sampling: Sample size was determined using the Cochran’s Sampling for finite population™:

In addition to this estimate, another 15% of the sample were additionally added for adjusting non-
response/incomplete response, and parental consent refusal. Total sample arrived was 7,563.

Sample was distributed among all 12 districts by using the probability- proportional-to-size with
consideration for factors such as location of schools (rural and urban), adolescent gender (boy and
girl) and age of adolescents (13-15 years and 16-17 years). Further, exclusive boy’s or girl’s schools
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vi.

were also considered for sample distribution at the firstinstance. It was ensured that one school from a
school cluster was included in the final sample frame.

Research instruments: Three research instruments were developed - for students, principals, and
observing school environment (in and around). The inclusion of both adolescent respondents and
school principals provided a comprehensive understanding of adolescent health issues and school-
level factors impacting health outcomes and aided in data triangulation

a. Students survey (self-administered): ‘Global School-based Student Health Survey’™ questions
were adopted and adapted for the survey. The questionnaire covered the domains of dietary
behaviour, physical activity, hygiene, digital devise use, connect to parents/guardians, health
seeking behaviour, health screening, violence, substance use, reproductive and sexual health,
menstrual hygiene, and mental health to assess the prevalence of adolescent health and related
issues. The questions were aligned with Global Action for Measurement of Adolescent Health " to
maintain comparability. The aim was to understand the types and prevalence of adolescent health-
related issues, including health behaviours. Additionally, to understand, access to, and utilisation of
government services and commodities by adolescents.

b. Principal survey (self-administered): ‘Global School Health Policies and Practices Survey’®' tool
was adapted covering the domains of school health coordination, healthy and safe school
environment, violence and bullying, substance use prevention, implementation of government
schemes, and physical education and activity. The aim was to understand the implementation of
school health policies aimed promoting health and wellbeing of adolescents.

c. Observation (school environment checklist) : The tool was developed with the aim to triangulate
the self-reported data of adolescents and principals (as mentioned above) with the observation of
the school environment (in and around) on cleanliness, substance use, availability of vendors selling
junk foods, , adherence to Tobacco Free Education Institution guidelines and school attendance.

All these survey tools were made in KoBo collect” online data collection interface.

v. Pilot testing of survey instruments: Tools were pilot tested to establish the content validity and face
validity. Content validity was established by seeking the inputs of thematic experts (n= 14). For face
validity, pilot testing was conducted in two districts, with representation from both rural and urban
schools, and included both boys and girls enrolled in class 7th to |2th (n=90). For group
concurrent validity of the survey tools, face-to-face interview was conducted among 20% (n=18)
of the adolescents along with self-administration mode. Feedback received from experts and
adolescents related to language of the questions, sequencing, topic sensitivity, addition or deletion
of response options were incorporated and integrated into the survey instruments to enhance
contextual appropriateness before commencing the data collection.

Ethical approval: Institutional Review Board of Mamta Health Institute for Mother and Child, New
Delhi granted ethical approval to the study (MIRB/September—2023/009).
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vii. Training of data collectors: A two-day interactive residential training was organised in Shimla, in which
24 data collectors were trained on the tools, field operational plan, data quality assurance, and
anticipated challenges and probable solutions. On the following day, they practiced using the research
instruments in non-sampled schools (n=12). Based on these experiences and feedback, the field
operational plan was finalised.

viii. Data quality assurance: Logical sequencing, question skip pattern, default global position system
locations, and the date and time of data gathering were all included in the online data collection
interface. For identification of student respondents in each school, an automated calculating
mechanism was also integrated into the interface. In order to double-check and validate the data
collection in the individual schools, principals of the sampled schools were telephonically contacted.
For 25% of the sampled schools, the district data quality management teams with experience in data
quality parameters accompanied the data collectors during the data gathering process. Back checks
and spot checks were undertaken by these teams. Collected data were analysed on a daily basis to
identify outliers, unusual patterns, refusal rate, responses of key questions and deviation. Throughout
the data collection process, every evening at a scheduled time, data collectors and the study
management team got connected online to discuss the challenges, findings of the quality management
team to decide the future course of action.

ix. Student participants consent: Consent was taken from the sampled school authorities for surveying

a.43 fOr‘

students. Following this, the parents or legal guardians of the adolescents gave passive consent
their child participation. Subsequently electronic assent was taken from students and those who did

not give the assent were excluded from the data collection process.

x. Inclusion criteria: Following determined student participation in the survey within respective schools
* Students of |3-17years, present on the day of data collection
* Parents of students (13— | 7 years) who gave passive consent for their children to participate
» Students (13— 17 years) who assented to participate in the study

xi. Data collection: As many as 7,563 students along with 204 principals from 204 schools participated in
the survey in the month of November, 2023. The collected data were uploaded on real time.
Additionally, data collection team undertook the observation of the school environment (in and
around) as per the prescribed format.

xii. Data analysis: The collected data was cleaned for inconsistencies. Descriptive statistics across all
modules and variables was computed. Univariate analysis was performed to describe the general
characteristics of the study population. Pearson’s Chi-square test was used to measure statistical
relationship / association between two categorical variables at a statistical significance level of
p<0.05. Stata, |8 software was used for analysis.

‘parents/guardians to sign and return the circulated consent form if they refuse to allow their child to
participate in the study).
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xiii. Limitations:

a. Susceptibility to societal bios as data was collected through self-administration process.
b. Observation checklist, was restricted to a few selected thematic areas thus scope of data

triangulation was limited.
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Chapter 3:
Results

3.1 District-wise Schools Covered for Data Collection

Data for the school-based health survey was collected from 204 schools across all the |2 districts of
Himachal Pradesh (Table 3.1). A total of 7,563 students in the adolescent age and 204 principals
participated in the survey and the non- response rate was < |.0%.

Table 3.1 Distribution of sampled schools across districts

Bilaspur Lahul & Spiti

Chamba 16 Mandi 17
Hamirpur 17 Shimla 21
Kangra 17 Sirmour 19
Kinnaur 15 Solan 14
Kullu 17 Una 18
Total 204

3.2 Background Details

Table 3.2 School characteristics

Type of school

Only boy’s school 13 6.4
Only girl’s school 16 7.8
Co-educational school 175 85.8

Grades taught in school

Upper Primary School 4 20

High School 18 8.8

Higher Secondary School 182 89.2
Location of School

Rural 177 86.8

Urban 27 13.2

The majority of surveyed schools (85.8%) were co-educational, with 89.2% higher secondary schools, and
86.8% were situated in rural areas (Table 3.2).




Table 3.3 Student respondent characteristics
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I3 to I5 years
16 and 17 years

Age

5073 67.1
2490 329
Residence

6687 88.4
876 1.6
Sex

3833 50.7
3730 49.3

The survey included almost equal proportion of boys (50.7%) and girls (49.3%) and a higher percentage of

younger adolescents (67.19%) residingin rural areas (88.4%) (Table 3.3).

Figure 3.1 Occupation of the main bread winner in respondent family

Self-employed

N
-

Adolescent respondents have self-reported that more than one-third of the bread-winners of the family

engaged as unskilled worker, 23% were self-employed, 17% skilled worker, | 5% semi-skilled worker, and | 1%

were professionals (Figure 3.1).
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Figure 3.2 Family size of the adolescents
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Number of family members

Although a majority of the adolescents reside in rural area, still most of the respondents have self-reported
that they belong to nuclear family as almost one-third have a family size of four or five, followed by six or
more than six family members in every two respondents out of ten (Figure 3.2).
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Chapter 4:
Findings

This survey presents the findings of a comprehensive assessment of adolescent health as per the modules
mentioned below :

|. Module— B: Food Preferencesand Choices

4. Module— E: Digital Device Use and Cyber-Bullying
'5. Module— F: Connectto Parents and/or Guardian

8. Module— I:  Violence and Road Safety
9. Module— J:  Substance Use

"Il.Module— L: Menstrual Hygiene
' 12. Module— M: Mental Health

The analysis of the findings in each module is complemented by suggestions aimed at enhancing adolescent
health through ongoing initiatives under the Ayushman Bharat-School Health and Wellness Programme and
other supporting government schemes. These recommendations focus on interventions tailored to address
the specific health needs and challenges identified among adolescents in the State. By aligning within the
existing government programmes, these recommendations also aim to leverage existing resources and
infrastructure for contextual interventions that can positively impact adolescent health and well-being and
enable them to thrive.

Corresponding tables in Annexure — | for details on identification of vulnerable sub

population within the surveyed adolescent sample may be referred.

4.1 Food Preferences and Choices

In India, there is a dual burden of over nutrition and undernutrition”. The World Obesity Atlas 2023
predicts a 9. 1% annual increase in childhood obesity from 2020 to
2035” in India. Processed foods are known to contain more NaSilgileitact il A el Rel- e 53 i
calories than fresh fruit and vegetables to the average Indian diet, [iyielNe /el o\l dal= 0Tz e la e b
driven by economic growth and aggressive marketing of high E7HFEE) unhealthy diets (ICMR,
sugar, salt, and fat foods from the food industry™. Evidence has NIN, 2024)

spotlighted that 70% of the premature deaths in adults due to
non-communicable diseases are associated with risky behaviours that began in childhood such as
unhealthy dietary choices and sedentary lifestyles’. At the same time, subclinical manifestation of
undernutrition and anaemia persist in the country”. Daily calorie consumption is generally below the
recommended level of 2,503 kcal/ capita/day, except for the wealthiest 5%".




Findings from School-based Survey in Himachal Pradesh

Generally, adolescents possess knowledge about what constitutes a healthy diet, yet this awareness
often fails to translate into actual improvements in their dietary habits®. Therefore, to strengthen the
existing policy and programmes, it is crucial to understand current dietary behaviours of adolescents
and to identify drivers that can encourage shifts towards the healthy eating behaviours.

The Indian Council of Medical Research’s, ‘My Plate for the Day’*’ recommends sourcing of micro and
macro nutrients from a minimum of eight food groups with vegetable, fruits, green leafy vegetables,
roots and tubers forming essentially half of the recommended plate of foods per day. The other major
portion is from cereals, and millets followed by pulses, flesh foods, eggs, pulses, nuts, oil/seeds,
curd/milk. According to the recent guidelines released by Indian Council of Medical Researchin 2024
healthy eating habits referto™:

I. Inclusion of starchy fresh vegetables and green leafy vegetables and at least 30 gram of fruits in

every meal (Approximately |00 grams should be fruits and 400 grams vegetables in a day)
Consuming at least 50% cereals and other grains as whole grains

Adequate consumption of milk or curd or yoghurt for children and adolescents
Consuming adequate nuts, oil seeds, fatty fish,

Restricting cooking oil to 25 to 30 grams per day

Discourage overeating as well indiscriminate dieting

Restricting meal frequency to two to three times a day

Restricting consumption of foods high in fat, salt and sugar and ultra-processed foods

O N AW

Table —4.1: Percentage of Students Self-Reported, Food Preference

Boy Girl 13-15 16-17 Urban Rural
Healthy food habit

Indicator

Fruit>= 4-6 times 52.5* 56.4 54.0 55.3 55.6 54.3 544

Milk/Milk product
>= 4.6 times"

Egg>= 4-6 times’ 27.2 23.4* 26.6 22.7* 18.4* 26.2 253
Unhealthy food habit

716 684* 700 70.0 70.2 68.5 70.0

Junk food

>= 2 days ™ 97.9 97.6 97.7 98.0 97.4 97.8 97.8
Skipped breakfast’ 223 24.1 22.3 25.1* 23.1 23.7 23.2
Skipped lunch® 31.1 30.1 27.5 36.9* 26.1 31.2* 30.6

*During past 7 days
> During past 30 days
“ Consumption of fried food, and/or soda beverage, and/or high salt food, and/or high sugar food

during past 7 days
* Differences across groups are statistically significant at 95% confidence level




Adolescent Health Survey

The self-reported dietary habits of adolescents showed an erratic pattern (Table 4.1). More than half
of the adolescents (54.4%) reported eating fruits 4-6 times or more during last 7 days, with a
statistically higher consumption reported among girls (56.4%) compared to boys (52.5%). However,
no statistically significant difference by age and place of residence was found. On the contrary, the
Comprehensive National Nutrition Survey, conducted pan-India in the year 2016—18 *, reported
consumption of fruits (once in a week) to a tune of 36.3% among 10 to |9 years adolescents which
was much lowerin comparison to this survey findings.

Majority of the adolescents (70.0%) reported consuming milk/ milk products 4-6 times or more in the
past 7 days which was statistically higher among boys (7 1.6%) compared to girls (68.4%). However, no
statistically significant difference by age and place of residence was reported. In comparison, 76%
respondents in the Comprehensive National Nutrition Survey ** reported consumption of milk or
curd (once in aweek), higher than the current survey.

Out of 3,124 respondents who ate egg, more than 25% of the adolescents reported consuming eggs
4-6 times or more during last 7 days prior to the survey. The frequency of consuming eggs was
significantly higherin boys (27.2%) thanin girls (23.4%). The proportion of adolescents who ate eggs in
rural areas (26.2%) was higher than adolescents in urban areas (18.4%). A statistically significant
difference between younger (26.6%) and older (22.7%) adolescents in consumption of eggs was
observed. Consumption of eggs (once in a week) was reported to be 3.2% by the Comprehensive
National Nutrition Survey ** whereas, in this survey, adolescents have self-reported much higher
consumption.

More than 23% adolescents reported skipping breakfast and 3 1% of the adolescents reported having
skipped lunchin past 30 days. There was no statistically significant difference between boys and girls in
skipping breakfast or lunch. When comparing age, the proportion of adolescents who skipped
breakfast and lunch was higher among those aged 16-17 thanaged |3-15 years (25.1% and 22.3%) and
(36.9% and 27.5%) respectively. No statistically significant difference was observed between
adolescents from rural and urban areas in skipping breakfast, although the proportion of adolescents
who skipped lunchin ruralarea (3 1.2%) was higher than adolescents in urban areas (26.1%).

Almost all adolescents (98%) reported eating junk food in the past 7 days and there were no
statistically significant differences by sex, age, and place of residence in preference for junk food. The
Comprehensive National Nutrition Survey” reported fried food consumption (once in a week)
among 13.4% respondents while 3.4% adolescents reported consuming aerated drinks (once in a
week) whereas, the school-going adolescents in this survey have reported much higher consumption.

In an effort to discourage the consumption of junk food, the Food Safety and Standards Authority of
India issued the Safe Food and Healthy Diets for School Children Regulations in 2020 *. Under this
legislation, vendors selling foods high in fat, salt, or sugar (chowmein, pakoda, samosa, mathri etc.) are
prohibited within a 50-meter radius of schools. As per the observation 39.7% schools did not have
hawkers within 50 meters.

Adolescent girls in the older age (16 and |7 years) group residing in rural areas are

adopting unhealthy dietary behaviours.
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4.2 Physical Activity

Physical inactivity is a global concern associated with emerging non-communicable diseases which
bring significant economic burden. This issue is particularly challenging in a rapidly growing country like
India, which has the world's largest population®. Sedentary behaviours established in childhood often
persist into adulthood °' and the potential disease burden is substantial. Studies documented that
physical inactivity costs healthcare systems approximately $33.8 billion worldwide, with Low- and
Middle-Income Countries bearing majority of this burden *. Thus, promoting active lifestyles among
adolescentsin Low- and Middle-Income Countries including India, is crucial.

The World Health Organization, recommends individuals to engage in an average of 60 minutes per
day of moderate-to-vigorous intensity, mostly aerobic, physical activity throughout the week *. In
training and resource material of Ayushman Bharat-School Health and Wellness Programme, 30
minutes a day physical activity has been recommended .

Table —4.2: Percentage of Students Self-Reported Physical Activities

Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Physical activities
Mild exercise 588 592 * 64l 59.1 59.0 59.0
3.7 days . : 56.5 : . . :
Moderate exercise 603 * 590 593 587 619 59.1
3.7 days’ : 57.9 : : : : :
Strenuous exercise 627 509 575 557  57. 56.9 56.9
3-7 days
Sedentary activities
Spent time on
reading and doing
academic work, 41.5 51.2% 45.1 48.7* 49.4 45.9 46.3
including tuitions
>= 3hr"

“During past 7 days
*Differences across groups are statistically significant at 95% confidence level.

Around 57% to 59% of the adolescents in the survey reported that they had engaged in strenuous, and
both mild and moderate physical activities, three to seven days respectively in the past seven days
(Table 4.2). No statistical difference was observed for mild physical activity by sex, and residence of
adolescents. However, it was observed that older (16 and |7 years) adolescents (64.1%) engaged
more in mild physical activity compared to younger (13 to |5 years) adolescents (56.5%).

The frequency of adolescents who reported to have engaged in moderate and strenuous physical
activities in past seven days was higher among boys, as compared to girls (60.3% vs 57.9%) and (62.7%
vs 50.9%) respectively. No statistically significant difference was observed for age, and place of
residence of adolescents in self-reporting of engagement in moderate and strenuous physical activity.
The levels of physical activity were found to be low, despite the availability of playgrounds (95.1%), in-
position physical education teacher (89.7%) and daily physical education period (94.6%) as self-
reported by principals in the surveyed schools.
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Concerning the sedentary lifestyle, 46% participants self-reported that they spent time in reading, and
doing academic work, including tuitions on an average for more than 3 hours in the past seven days.
The frequency differed by sex, boys (41.5%) vs girls (51.2%). There was statistically significant
difference between younger (45.1%) and older adolescents (48.7%), but there was no statistically
significant difference by place of residence.

Adolescent boys in the younger age group (13 to |5 years) who reside in urban areas

are seldom engaging in physical activity in their daily schedule.

4.3 Personal Hygiene

In Low- and Middle-Income Countries, importance of hygiene practices such as handwashing and
tooth brushing have been relatively overlooked. These practices are crucial, as inadequate sanitation
and poor personal hygiene significantly contributes particularly to gastrointestinal and respiratory
illnesses™*’

A meta-analysis showed that improvements in hand hygiene resulted in reductions in gastrointestinal
illness by 31% and reductions in respiratory illness by 21%”. The World Health Organization
recommends washing hands with soap and water when visibly dirty or visibly soiled with body fluids or
after using the toilet .

Table —4.3: Percentage of Students Self-Reported Personal Hygiene Practices

Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Personal hygiene practices

Not washing hand

after using rest roon’ 4.5% 2.6 3.8 3.1 3.0 3.6 3.6

Not washing hand

before eating food" 4.4* 22 3.5 3.1 3.0 34 33

Not washing hand

o wasine o 765 41 58 6.0 42 6.1% 59

before handing food’

Hygiene in school
Not having separate
toilets or latrines for - = - = 16.8* 23 3.9
boys and girls”

Toilets or latrines

15.6* 10.5 10.8 17.7* 26.4* 1.4 13.1
were not clean
Unavai!ability of ru.nning : : } } 173 17.9 178
water in school toilets
Not hav.ing handwashing } } ) } 6.1 6.5 6.4
area inside school toilets
Dustbin not cleaned
every day in the = = - - 16.6* 9.1 10.0

classroom




Findings from School-based Survey in Himachal Pradesh

“The response to the question was either never, or rarely, or sometimes during past 30 days
> Analysis excluding exclusive boys’ and exclusive girls’ school
*Differences across groups are statistically significant at 95% confidence level.

Almost 3% to 6% adolescents self-reported never or rarely or sometimes washing their hands after
using toilet, before eating and before handling food, during the past 30 days (Table 4.3). No statistically
significant difference was observed for age of the respondents with handwashing practices.

There was, however, statistically significant difference among adolescents from rural areas compared
to those from urban areas in washing hand before handling food (4.2% vs 6.1%). In addition,
statistically significant differences were observed between boys and girls (4.5% of boys and 2.6% of
girls), (4.4% of boys and 2.2% of girls) and (7.6% of boys and 4.1% of girls) self-reporting that they
never or rarely or sometimes washing their hands after using toilets, before eating food, and before
handling food respectively.

Promoting hygiene among school students, Government of India had launched Swachh Bharat
Swachh Vidyalaya Initiative to ensure separate toilets for girls and boys in all Government schools .
Additionally, the standard operating procedure of Swachh Schools, mandates schools to clean dustbin
on a daily basis®. The present survey findings revealed that 3.9% of adolescents self-reported not
having separate toilets for boys and girls in co-educational institutions, with a statistically significant
difference between rural (2.3%) and urban areas (16.8%). However, 93.6% of schools reported
having separate facilities for boys and girls, respectively as self-reported by principals.

Among the student respondents, 3% reported that toilets were not clean at school with statistically
significant difference for gender (15.6% among boys’ vs 10.5% among girls), age (10.8% among 13-15
aged vs 17.7% among |6-17 aged) and location (26.4% in urban areas vs |1.4% in rural areas).
Principals however self-reported that toilets were cleaned daily in 98% of schools. Observation by the
survey team documented that 80% toilets were clean.

About 18% of the adolescents reported unavailability of running water in school toilets and, 4.9%
principals also self-reported lack of regular water supply in school. Around 6.4% adolescents self-
reported not having handwashing area inside the school toilets. The survey team observed that in
16.7% schools, there was no handwashing facility.

Almost 10% students self-reported dustbins were not cleaned every day in the classroom with
statistically significant difference between 16.6% in urban areas and 9.1% in rural areas. On the other
hand, school principals (96.1%) self-reported, cleaning of dustbin on a daily basis.

While 98.5% of principals reported having soaps in toilets, the survey team observed 65.2% had soap
for washing hands.

By juxtaposing discussions above, indicates overall compliance with the guidelines for maintaining a
hygienic environment in schools. However, it is worth noting that there are still a few schools where
attention is needed to ensure consistentimplementation.

Younger age group (I3 to |5 years) girls from rural areas are susceptible to infection

for their inconsistent personal hygiene practices.
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4.4 Digital Device Use and Cyber Bullying

The Annual Status of Education Report, 2023 *" reflects that while there is a wider access, with 95%
males and 90% females reported knowing how to use a smartphone, however, the technical nuance of
“know-how to use a smartphone” looks different for boys and girls. Forinstance, boys between the 14
to|8-years were more than twice as likely to own their own smartphone than girls, and, therefore,
were likely to spend far more time using these devices. With this earlier age of mobile maturity,
childrenin India also reported experiencing online risks at a higher rate.

Cyber bullying is defined as "any behaviour performed through digital or electronic media that
repeatedly communicates aggressive or hostile messages intended to inflict discomfort or harm” ©,
Risks such as cyber bullying, attempted thefts of online accounts, leaking financial information, and
unauthorized use of personal data are often reported higher in India than in other countries®. Cyber
bullying encompasses various forms of online harassment, including but not limited to, hurtful
messages, spreading rumours, posting embarrassing content, and sharing personal information

without consent.

Teens, TWeens and TEchnology Study, 2015 reported that 22% of Indian respondents between eight
and sixteen years have reported being bullied online and as many as 52% of Indian children have
indicated that they had bullied people over the social media®. Bullying can have profound
psychological effects, evidenced from researches primarily from Western countries indicating that
victimised students are more likely to consider suicide, carry weapons to school, engage in physical
altercations, and suffer injuries®. Additionally, they are prone to experiencing anxiety, low self-esteem,
and dropping out of school*'.

Studies of school-age cyber victims indicate heightened risk of depression, of psychosomatic
symptoms such as headaches, abdominal pain, and sleeplessness and of behavioural difficulties
including alcohol consumption. As found in studies of face-to-face bullying, cyber victims report
feeling unsafe and isolated, both at school and at home. Bullying has serious psychological effects that
canlastinto adulthood®.

Table —4.4: Percentage of Students Self-reported Digital Device Use and Cyber Bullying

. T T
Indicator Total

Boy Girl 13-15 16-17 Urban Rural
Digital device use more 2.4% 1.6 l.6 2.7*% 1.8 2.0 2.0
for than 8 hours/day=
Bullied someone online® 12.5% 6.7 8.7 11.7* 12.4* 9.3 9.6
Bullied by someone 9.9% 5.8 72 9.3* I1.0* 7.5 79
online’

* Inpast7 days
* In past 12 months
*Differences across groups are statistically significant at 95% confidence level.




Findings from School-based Survey in Himachal Pradesh

Two percent adolescents self-reported spending more than 8 hours per day on digital device. The
frequency of adolescents who self-reported spending time on digital device was lower among girls
compared to boys (1.6% vs 2.3%). Older (16 and | 7 years) adolescents (2.7%) engaged in using digital
device more compared to younger (13 to |5 years) adolescents (1.6%). No statistically significant
difference was observed by residence. Adolescents in the survey self-reported exceeding the
recommended screen time limit of 2 hours per day by watching television/ mobile phone/
computer/ tablet etc., a deviation from the recommendation in Ayushman Bharat-School Health and
Wellness Programme curriculum .

In the past 12 months, 10% of adolescents self-reported bullying someone online, while 8% self-
reported being bullied by someone online. Boys reported higher proportion of both bullying others
(9.9%) and being bullied by others (12.5%) compared to girls (5.8% bullying, 6.7% being bullied by
someone.

There were significant differences in the prevalence of bullying someone online by age (8.7% in
adolescents aged |3-15yearand | 1.7%in |1 6—17-year-old) and residence (12.4% in urban and 9.3% in
rural areas). Similarly, in the prevalence of being bullied by someone by age (7.2% aged |13-15 year and
9.3%in | 6—17-year-old) and residence (1 1.0% inurbanand 7.5% in rural areas) (Table 4.4).

Significant vulnerability of older age group (16 and | 7 years) boys who reside in urban

areas For their regular usage of digital device.

4.5 Violence and Road Safety

The World Health Organization defines violence as “the intentional use of physical force or power,
threatened or actual, against oneself, another person, or against a group or community, which either
results in or has a high likelihood of resulting in injury, death, psychological harm, abnormal

9 70

development or deprivation” ~. Adolescents are more prone to be involved in violence and physical

attacks and fights and are more prone to injury, intentional or unintentional, than other age groups "' .

Recognising childhood injuries, particularly road traffic injuries, as a substantial global public health
challenge, the World Health Organization underscores the urgency for comprehensive
interventions”.

India bears the highest burden of child road traffic fatalities globally, with an estimated |.5 million cases
reported annually”. A noticeable dearth of focused research persists, particularly within the South
Asia region, including India, especially concerning vulnerable population segments such as children and
adolescents ”. Injuries accounted for 65.9% and 45.3% of Year of Life Lost in males and females aged
I5—19 years, and 40.8% in males aged 10—14 years. Specifically, road injuries (15.3%) and self-harm
(1'1.3%) accounted for most of the injury deaths in |5—19 years whereas drowning (7.7%) and road
injuries (6.9%) accounted for the most injury deathsin |0—14 years males .

Bullying is the ‘systematic abuse of power’ and is defined as ‘aggressive behaviour or intentional harm-
doing by peers that is carried out repeatedly and involves an imbalance of power’ . Children who
were victims of bullying have been consistently found to be at a higher risk for common somatic
problems such as colds, or psychosomatic problems such as headaches, stomach aches or sleeping
problems, and are more likely to take up smoking””. Bullying victims have also been reported to
develop internalising problems and anxiety disorder or depression disorder more often”.
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Table —4.5: Percentage of Students Self-reported Violence and Road Safety Violations
I I S
Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Violence
Engaged in physical fight’ 28.6* 17.5 23.6 27.6* 22.6 23.1
Bullied
e sofreone 1785 101 136 146  17.9% 13.4 140
physically
Bullied by someone 15.3% 7.4 1.4 1.4 16.0% 10.8 1.4
physically
Feeling unsafe while
going, coming, and 26.5*% 18.6 227 22.4 25.6* 222 22,6
inside school>= | days®
Road Safety
Do not wear a helmet
when pillion riding or 483 46.1 478 46.3 47.5 47.3
driving a motorcycle/
scooty ®

Do not wear a seat belt

when driving a car or 422 402 413 413 40.1 414 41
other motor vehicle ®

Do not wear a seat belt

‘c”vt:‘i’; ;;‘i':frav‘;;c?; o 429 404 413 426 40l 419 417

*During past |2 months

® During past 30 days

' Excluding those respondents who neither drive or pillion ride

* Differences across groups are statistically significant at 95% confidence level

Nearly a quarter of adolescent respondents (23%) admitted to engaging in physical fights within the
last year (Table 4.5), This behavior was reported more among boys, with 28.6% of boys admitting to it,
compared to 17.5% of girls. Additionally, adolescents living in urban areas were significantly more
likely to report involvement in physical fights compared to those from rural areas (27.6% vs. 22.6%).
No statistically significant difference however observed based on age.

Within the past year, 14% adolescents self-reported physically bullying someone. Boys were more
likely to admit to physically bullying others with 17.8% of boys reporting this behavior compared to
10.1% of girls. The incidence of engaging in physical fights in the last |2 months was higher in urban
areas compared to rural (17.9% vs. 13.4%). However, there were no statistically significant differences
observed based on age.

In the past 12 months, | 1% adolescents self-reported having been bullied by someone physically.
Higher proportion of boys self-reported being bullied by someone compared to girls (15.3% vs 7.4%).
There were statistically significant differences in the experience of being bullied by someone physically
by residence (16% in urban and 10.8% in rural areas). However, no statistically significant difference
was observed by age.
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In the past |2 months, 23% respondents self-reported feeling unsafe while going or coming back from
school orinside school. More boys self-reported feeling unsafe as compared to girls (26.5% vs 18.6%).
There were significant differences in the prevalence of feeling unsafe by residence (25.6% in urban and
22.2%inrural areas). No statistically significant difference was observed by age.

In line with the implementation of policies aimed at discouraging fighting and violence among
adolescents, survey responses from principals indicated that 96.1% of schools have adopted such
measures, and 98.5% had policies prohibiting physical abuse. Nevertheless, the evidence indicates
that a significant number of adolescents are still engaging in physical altercations or encounter bullying,
either as targets orinstigators.

Almost 47%, 41%, and 42% of the adolescents self-reported not wearing a helmet when pillion riding
or driving a motorcycle or scooty, not wearing a seat belt when driving a car or other motor vehicle,
and not wearing a seat belt when riding a car or other motor vehicle respectively. No statistically
significant difference was observed by age, sex, and place of residence.

Young adolescent (|3 to |5 years) boys in rural areas are more vulnerable because of

their indulgence in violence and unsafe road use behaviours.

4.6 Substance Use

World Health Organization”, defined substance abuse as “persistent or sporadic drug use
inconsistent with or unrelated to acceptable medical practice”. Adolescents are most prone to
substance addiction ”. The critical age of initiation of substance use is the adolescent period®
Adolescents are vulnerable to the effects of substance use and are at an increased risk of developing
long-term consequences, such as mental health disorders, underachievement in school, a substance
*"® The World Health Organization identified that while
long-term health risks were not currently well-understood but vapes (e-cigarettes) generate

use disorder, and higher rates of addiction

substances known to cause cancer, posed risks to heart and lung health and could affect brain
developmentinyoung people®.

Heroin, opium, alcohol, cannabis, and propoxyphene are the five most common drugs being abused

by childrenin India ™. The use of certain drugs such as whitener, alcohol, tobacco, hard and soft drugs is

especially widespread among street children, working children and trafficked children®. Most current

users of tobacco, alcohol, and drugs, develops the habit in early adolescence due to curiosity,

experimentation and sometimes, due to peer pressure, and are often continued to become regular
86

users .

According to Childline India, a nodal agency of the Union Ministry of Women and Child
Development, the incidence of drug abuse among adolescents is higher than the general population™.
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Table — 4.6: Percentage of Students Self-reported Substance Use

Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Substance Used

Smoked or chewed 5.2 2.3 3.5 4.5% 3.1 3.9 38
tobacco
Used E —cigarette® 4.7* 23 34 37 2.6 37 3.5
Alcohol® 4.4* 2.1 3.0 3.9% 3.1 39
Marijuana® 4.9% 2.7 39 3.6 2.7 4.0 3.8
Cocaine/heroin/ 4.0* 2.3 33 2.9 2.1 33 32
opium °
Hallucinogens® 4.8* 34 4.1 39 2.7 4.2* 4.1
Needle to inject 9.2 8.8 10.2* 6.6 7.0 9.3* 9.0
any illegal drug®
Inhalants® 5.2% 37 45 4.4 4.0 4.5 4.5
Cough syrup without 22.2 235 23.7% 21.0 20.8 23.1 22.8
prescription®
Sleeping pills® 5.2% 35 47 38 38 44 44

* In past 30 days
* In past 12 months
“ Duringlife time

*Differences across groups are statistically significant at 95% confidence level

The findings (Table 4.6) indicated that self-reported substance use among the surveyed adolescent
population ranged from 3% to 5%. However, certain substances showed higher rates of consumption,
notably non-prescribed cough syrup at 23% and injectable drugs at 9%.

In comparison to girls, significantly higher proportion of boys indulged in use of, tobacco (5.2% in boys
vs 2.3% in girls), e — cigarette (4.7% in boys vs 2.3% in girls), alcohol (4.4% in boys vs 2.1% in girls),
marijuana (4.9% in boys vs 2.7% in girls), cocaine/heroin/opium (4.0% in boys vs 2.3% in girls),
hallucinogens (4.8% in boys vs 3.4% in girls), inhalants (5.2% in boys vs 3.7% in girls), sleeping pills (5. 1%
in boys vs 3.5% in girls). However, no statistically significant difference was observed by sex with
consumption of cough syrup without prescription and injectable drug use. In the Global Adult
Tobacco Survey —2  the use of tobacco among adolescents aged |5 to |7 years was reported nil and
the Global Youth Tobacco Survey —4 ' reported |.1% tobacco use among |3 to |5 years adolescents
but, in this survey, the self-reported prevalence of tobacco use was much higher to a tune of
almost 4%.

There were variations in substance use observed across different age groups. Adolescents aged
between |6- to |7-year-old have self-reported higher proportion of smoking or chewing tobacco
(3.5% among 13—15-year vs 4.5% among |6—|7-year adolescents), and consuming alcohol (3.0%
among |3—15-year vs 3.9% among | 6—17-year adolescents). Conversely, adolescents aged between
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I3- to 15-year-old disturbingly reported higher proportion of injecting drug (10.2% among 13—15-
yearvs 6.6% among | 6—17-year), and cough syrup without prescription (23.7% among | 3—15-year vs
21.0% among | 6—17-year).

Similarly, variation was detected by residence. The statistically significant difference was observed in
hallucinogens (4.2% in urban areas and 2.7% in rural areas) and injectable drug (9.3% in urban areas
and 7.0% in rural areas).

Despite strict laws and policies against drug use in India, use of substances is reported rampant. The
Cigarette and Other Tobacco Products (Prohibition of Advertisement and Regulation of Trade and
Commerce, Production, Supply and Distribution) Act, stipulates the minimum legal age for tobacco
consumption at |8 years. And, in accordance with the Prohibition of Electronic Cigarettes Act (2019)
¥ production, manufacture, import, export, transport, sale, distribution, storage, and advertisement
of e-cigarettes is banned. The use and possession of cocaine are explicitly prohibited, as in the
Comprehensive Dangerous Drugs Act of 2002%, Narcotic Drugs and Psychotropic Substances
Act, 1985 and amendment of 1989” and Juvenile Justice Act, 2015”.

Ninety eight percent of school principals have self-reported implementing measures to prohibit
substance use among faculty, staff members, and visitors. Adhering to the Tobacco-Free Education
Institution Guidelines 2020”, all school principals confirmed the existence of policies preventing
tobacco use by students. Seventy percent of schools displayed “Tobacco Free Education Institution”
signage at entrance/ boundary wall of school, display board, specifying “Tobacco Free Area’ signage
inside the school. The surveyors, however, observed that 83.3% of schools had pan shop or ghumti
within 100 yards from the school premises selling tobacco products in violation of section 6b of
Cigarettes and Other Tobacco Products (Prohibition of Advertisement and Regulation of Trade and
Commerce, Production, Supply and Distribution) Act, 2003,

Young adolescent (13 to |5 years) boys in rural areas, are particularly vulnerable to

various substance use.

Reproductive and Sexual Health

Adolescence is a time of personal experience and choice, when personal and sexual identities are

being formed *. Becoming a sexually healthy adult is one of the key developments during adolescence.

Sexual health requires a positive and respectful approach to sexuality and sexual relationships, as well

. . . .. . . 94 .

as a pleasurable and safe sexual experience, free of coercion, discrimination, and violence™. Risk-

taking and emotion-seeking together with the misconception of invulnerability in adolescence period
. . . . . . . 95

can lead to increased assertiveness in engaging with risky behaviours™.

Adolescents do not have - in many cases - an adequate sex education, hence, they are a risk group for
contracting sexually transmitted diseases and can also reach early motherhood or fatherhood for
which they are neither objectively nor subjectively prepared™.

Adolescents in India are vulnerable to reproductive and sexual health risks due to their developing
age, ignorance and isolation in matters related to sexuality and sexual and reproductive health, and
their inability or unwillingness to use modern contraceptive methods and health services” .
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Table — 4.7: Percentage of Students Self-reported Sexual Health

Indicator Total
Boy Girl 13-15  16-17 Urban Rural
Sexual Behaviour

Ever had sexual %
e 7.7 4.1 6.0 59 6.6 59 6.0
Age at first sexual N
intercourse <14 years 56.4 74.0 - - 55.2 63.5 62.4
Sl AT IERES 493% 597 570  44.6* 448 54.1 47.1

last sexual intercourse

* Differences across groups are statistically significant at 95% confidence level.

Almost 6% of the adolescents self-reported to have ever had sexual intercourse (Table 4.7). More
boys self-reported having ever had sexual intercourse compared to girls (7.7% vs 4.1%). However, no
statistical significant differences were observed by age and residence.

Among the adolescents who have ever had sex, 62% self-reported having sexual intercourse before
reaching the age of |4 years. This frequency was higher among girls, compared to boys (74.0% vs
56.4%). No statistically significant difference was observed by residence.

Nearly half of the respondents (47%) who ever had sex, reported using modern contraception for
protection in their recent sexual encounter. The proportion of girls to have had unprotected sex was
higher as compared to boys (59.7% vs 49.3%). Similarly, the percentage of respondents who had
unprotected sex was higher among adolescents aged between |3 to |5 years as compared to
adolescents aged between |6 to |7 years (57.0% vs 44.6%). No statistically significant difference was
observed by residence.

Young adolescent (13 to |5 years), boys, and students in rural areas, being
particularly vulnerable especially for early initiation of sexual activity which

mostly are unprotected.

4.8 Menstrual Hygiene

Menstrual hygiene management to ensure healthy and dignified management of menstruation has
1% from the World Health Organization and United Nations Children's
Fund. Inability to manage adequate menstrual hygiene can have serious consequences for adolescent

received particular attention

girl's physical, mental, and emotional health, as well as their social development and educational
attainment "°'. Managing menstrual health and hygiene among adolescent girls is a major public health
1% " |n India, the

majority of adolescent girls remains unaware of menstruation, reproduction, and sexuality.

concern for policymakers in Low- and Middle-Income countries, including India

Menstruation is still considered a taboo topic, and contributes to the perpetuation of numerous
misconceptions and limitations across culture '**. Millions of adolescent girls in India drop out of school
every year due to restrictions on mobility, a lack of gender specific restrooms, disposal facilities in
schools, fear or shame of the odour and stains'*. Under the Ayushman Bharat-School Health and
Wellness Programme package, school students are provided with sanitary napkins '°.
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Table — 4.8: Percentage of Students Self-reported Menstrual Hygiene

Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Menstrual Hygiene
Menstrual cycle started . _ _ . R . 73.9
Menstrual hygiene practice - - 98.9 99.2 99.3 90.0 99.0
Experienced menstrual - - 309 297 320 30.2 304

problem’

* during the past 30 days.
* Differences across groups are statistically significant at 95% confidence level

As per Table 4.8, around three-fourth adolescent girls (74%) had self-reported that their
menstruation had already commenced by the time of data collection. Almost universal (99.0%) self-
reported hygienic menstrual practice such as the use of sanitary pads, tampons, or menstrual cups.
The National Family Health Survey —V'* has reported 92% women (15-24 years) use hygienic method
of menstrual protection in Himachal Pradesh. The high reporting of hygienic menstrual product use
among adolescents could also be attributed to the provision of sanitary products in schools as self-
reported by principals (66.5%). Schools are actively involved in creating an enabling environment by
promoting the use of hygienic products, as indicated by the principals (86.4%), and are facilitating this
initiative by providing a secure place for disposal of sanitary napkins. However, observation in schools
captured that 58.3% schools had dustbins in toilet.

Nearly one third (30%) adolescent girls self-reported having problems during menstrual cycle in the
past 30 days. There were no statistically significant differences observed by age, and residence.

Diverse strategies are adopted by adolescents in dealing with their menstrual challenges. While,
majority 56.0%, opted not to act or relied on home remedies, 32.6% girls reportedly sought support
from formal health care services such as government health facilities, private hospitals, private
doctors, Auxiliary Nurse Midwife Sub-Centers, and Adolescent Friendly Health Clinics. Additionally,
9.0% students obtained medication from a chemist, while 2.5% sought treatment from the health
room at school or from teachers.

Rural adolescent girls are particularly vulnerable because of poor hygienic practices

and suboptimal health seeking for menstruation concerns.

4.9 Mental Health

During adolescence, many mental health issues emerge'* , some of which persist into adulthood'” .

Research shows that developing adolescents are particularly susceptible to anxiety, depression, mood

disorders, and cognitive and behavioral issues. These mental health issues contribute significantly to

the mental health burden experienced by adolescents. If left unaddressed, these problems can

become more complex while adolescents’ transition into adulthood, with suicide beinga concerning
108111

consequence . Poor adolescent mental wellbeing impacts school adjustment, reduced
concentration, low academic achievement, problematic social relationships and a higher rate of health
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. . . . . 112,113
risk behaviors, such as substance use, school dropout and incurring expulsion'*"

. Additionally,
bullying others and being bullied are common among adolescents with mental health problems. In light
of the substantial burden of mental health conditions in adolescents, the World Health Organization
has developed the Mental Health Action Plan, 2013-2020'" and recommended actions for improving

the mental health of adolescents.

Table — 4.9: Percentage of Students Self-reported Mental Health Issues

Total

indicator Boy Girl 13-15 16-17 Urban Rural
Mental health
Depressed’ 7.7 10.3* 8.1 10.8* 10.6 8.8 9.0
Worried' 5.3 7.5% 5.8 7.8* 6.3 6.4 6.4
Anxious® 5.1 7.2% 5.4 7.6* 7.9% 5.9 6.1
Difficult to stay focused® 12.3* 9.9 9.9 13.5% 15.0% 10.6 1.1

* During past |2 months
*Differences across groups are statistically significant at 95% confidence level.

Adolescent students who self-reported being depressed, worried, anxious, and had difficulty to stay
focused always or most of the time in the past | 2 months, was 9%, 6%, 6% and | | % respectively (Table
4.9).

In comparison to boys, more girls often felt depressed (7.7%in boys vs 10.3% in girls), worried (5.3%in
boys vs 7.5% in girls) and anxious (5.1% in boys vs 7.2% in girls). A higher proportion of boys reported
difficulty in staying focused in last | 2 months compared to girls (12.3% vs 9.9%).

Older adolescents aged between |6-to |7 years, compared to |3-15 year-old, self-reported feeling
depressed (8.1% among | 3—15-yearvs 10.8% among | 6—17-year), worried (5.8 % among | 3—15-year
vs 7.7% among |6—17-year), anxious (5.4% among |13—15-year vs 7.6% among |6—17-year), and
difficulty in staying focused (9.9% among |3—15-year vs 13.5% among | 6—17-year), always or most of
the timein the past |2 months.

There was no statistically significant difference by residence in self-reporting of being depressed and
worried. Predominantly more urban adolescents self-reported feeling anxious (7.9% in urban and
5.89% in rural areas) and had difficulty in staying focused (15.0% in urban and 10.6% in rural areas)
(Table 4.9).

Urban, older adolescent (16 and |7 years) and girls are vulnerable due to poor

mental health.

4.10Access to Government Schemes

Government of India, through the Ayushman Bharat - School Health and Wellness Programme, has
introduced a package of services'® of school health and promotion activities (age-appropriate
incremental learning delivered through Health and Wellness Ambassadors and Health and Wellness
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Messengers), health screening (through Rashtriya Bal Swasthya Karyakram, mobile health teams),
service provisions (supply of weekly iron folic acid and deworming tablets, and sanitary napkins at
schools) for promoting adolescent health and well-being. These services except the health screening,
are to be provided by the Ayushman Bharat-School Health and Wellness Programme Health and
Wellness Ambassadors (each school appoints two teachers, preferably one male and one female)).

Moreover, Health and Wellness Ambassadors are to deliver weekly health promotion and disease
prevention information through engaging activities. In addition, two students from each class assist the
Health and Wellness Ambassadors in facilitating initiatives and activities. As part of the Health
Promotion Activities within the Ayushman Bharat-School Health and Wellness Programme
implementation, it is suggested to make use of existing school spaces and platforms such as
assemblies, Parents Teacher Association meetings, and Adolescent Health Days to reinforce
participation and to arrange quarterly "Health Melas" within the school premises'.

Table — 4.10: Percentage of Students Self-reported Access to Government Schemes

Indicator Total
Boy Girl 13-15 16-17 Urban Rural
Government Schemes
Any team visited school
to conduct health check-up ) ) ) eile) e Iz
Received d i
ccelved one deworming 769% 802 800  756%  662F 80.2 786

tablet from the school®

Received any weekly

iron folic acid tablets 85.8* 89.7 89.3 84.5% 82.9% 88.3 87.7
from the school’

Health related topics
discussion in assembly - - - - 87.2% 89.5 89.2
sessions

Discussion/lecture on

. R . . &
health conducted in class* 398 69.0 679
Health Mela organized } } ) }

in school® 35.7% 46.9 45.6
Knows Health Ambassador 579 59.8 58.3 59.8 57.9 59.0 58.8
Knaws Health and 579 598 583 598 51.1% 59.3 58.4

Wellness Messenger

* Inlast 6 months

" Inlast | month

“ Inlastweek

* Inlast 3 months

*Differences across groups are statistically significant at 95% confidence level

More than 71% of adolescent respondents self-reported that a team visited their school to
assess/screen their health status or conduct health check-up within the school premise in the last six
months prior to the survey. No statistically significant difference was observed by residence.
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78.6% and 87.7% of adolescent respondents self-reported receiving deworming tablet and weekly
iron folic acid tablets from school respectively. The proportion of reporting receiving deworming
tablet (76.9% in boys vs 80.2% in girls) and weekly iron folic acid tablets (85.8% in boys vs 89.7% in
girls) was higher among girls compared to boys. Statistically significant lower proportion was observed
in adolescents aged |6-17 years and from urban areas in reporting of receiving deworming tablet
(80.0%in 13-15vs 75.6%in 16-17), (66.2% from urban vs 80.2% from rural), and weekly iron folic acid
tablets (89.3% in 13-15 vs 84.5% in 16-17), (82.9% from urban vs 88.3% from rural). It has been
reported that the prevalence of anaemia among |5 to |19-year-old menis 22.1% and 53.3% in the case
of women in the National Family Health Survey —V".

Adolescents self-reported health related topics being discussed in assembly sessions (89%),
discussion and/or lecture on health was conducted in the classrooms (68%) and organisation of
Health Mela in school (46%). The percentage was however statistically lower in urban areas as
compared to rural areas. Adolescents self-reported knowing Health Ambassador of the school
(58.8%) and Health and Wellness Messenger of their class (58.4%) (Table 4.10).

The self-reported data from the respondents significantly differed from the self-reporting by school
principals. As many as 95% of the principals self-reported that students undergo yearly health
screening, indicating the scope of improvementin the screening process to ensure inclusivity.

Older adolescents (16 and |7 years), boys and from urban areas are vulnerable

because of their limited utilisation of existing government programmes and schemes.
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Chapter 5:
Recommendations

In the previous section the findings of the school based adolescent survey is presented by age, sex, and place of
residence of the respondents across modules. Vulnerability among school going adolescents in Himachal
Pradesh is also presented. In this section we consolidate the recommendations under three themes for
consideration and relevant actions. The first part is around strengthening the existing Ayushman
Bharat—School Health and Wellness Programme curriculum to enhance and prioritise communication within
school environment for the identified contextual issues. The second part includes recommendations on
reinforcing implementation of existing policy and programme components, and the third is focused on inter-
departmental coordination.

5.1 Food Preferences and Choices

The Indian Academy of Pediatrics (2019) guidelines, recommend only one serving of ‘junk food’ per
week. The survey findings, however, revealed that 98% of adolescents consumed junk food twice or
more in the past week. Additionally, 23% reported skipping breakfast, and 30% skipped lunch. These
highlight the need to initiate dialogue to foster healthier eating habits and options.

a) Ayushman Bharat— School Health and Wellness Programme - curriculum

Healthy dietary choice is included in Module 6: "Nutrition, Health, and Sanitation" and in Module 8
“Promotion of Healthy Lifestyle”. Based on the findings, further emphasis on healthy food options and
discouraging the consumption of junk foods is needed. Healthy behaviour and choices can be
achieved through constant reinforcement by adding a few more activities.

. To promote and engage children, initiatives such as the "Ghar Ka Khana" (home food)
competition can be arranged. Involving the parents this event may showcase innovative cooking
techniques and ingredients, such as consumption of millets, to transform unhealthy meals/food
into nutritious and attractive alternatives.

2. Students may co-create a food label that is easy to understand and can be used to decide which
food options are healthy vis-a-vis unhealthy.

b)  Fostering Policy reinforcement
[. Ensuring school canteens (where everavailable) do not serve food high in fat, salt, and sugar.

2. To promote consumption of healthy option, foods can be kept in coloured shelves such as red
(to avoid consumption), green (can consume frequently) and yellow (to have in moderation) as
recommended by the Food Safety and Standards Authority of India and Working Group of

113,114

Women and Child Development

¢) Strengthening Inter-departmental coordination
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I.  District and block authorities, school management committees and local governance
representatives must ensure coordination between Education Department, Health and Family
Welfare Department, and law enforcing agencies to enforce Food Safety and Standard
Authority of India’s safe food and healthy diets for School Children Regulations, 2020 which
stipulates that no hawkers sell food high in fat, salt, or sugar within 50 meters around
schools.stipulates that no hawkers sell food high in fat, salt, or sugar within 50 meters around
schools.

5.2 Physical Activity

Considering that many health habits start early, the World Health Organization (2020), recommend
that adolescents should limit their sedentary time, particularly recreational screen time. However, the
present data documented that half of the adolescents (46%) were engaged in sedentary activities
during the past week, highlighting a concerning trend toward inactivity among this age group. To
promote present and future well-being, the following are recommended to encourage physical
activity.

a.  Ayushman Bharat— School Health and Wellness Programme curriculum

In Module 8 “Promotion of Healthy Lifestyle”, physical activity among school going adolescents may
further be promoted.

[.  Integrating physical activity across the || themes of the School Health and Wellness
Programme can contribute to foster increased physical activity and discourage sedentary
lifestyle among students.

2. Creative activities should be incorporated to involve parents and community members through
activities such as "Parivar ki Bhagidari" (Family Partnership) race. The child's goal would be to
recruit more team members and participate in the race.

3. Holding regular competitions and summer camps (such as cycling, and treasure hunt to name a
few) to reinforce physical activity.

4. In each physical education class, regular water breaks for students need to be encouraged for
adequate fluid intake to prevent dehydration in the present changing climatic condition.

5. Schools to have bi-annual “Khelo India” fitness assessment '° to assess the fitness of the students.
Results may also be shared with parents.

6.  Encouraging students in diverse activities such as yoga, and dance that are non-competitive.
Yoga instructors from the local Health and Wellness Centres can be invited to popularise regular
yoga among students. Regular yoga, dance competitions can be encouraged at school, cluster,
and district level competitions.
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b)  Fostering Policy reinforcement

‘)

53

54

I. To ensure that every school has mandatory physical education teachers, playground, and daily

physical education Classes.
Strengthening Inter-departmental coordination

|.  Block authorities, school management committees and local governance representatives can
earmark funds to develop and maintain physical activity infrastructures in school.

Hygiene

The World Health Oraganization recommends washing hands with soap and water when visibly dirty,
visibly soiled with blood or other body fluids, or after using the toilet. However, the survey findings
revealed a concerning gap in hygiene practices among adolescents. Approximately 3% to 6% of
adolescents were not washing their hands after using the toilet, before eating, or before handling food,
and thus pose a potential risk for infectious diseases. Swachh Bharat Swachh Vidyalaya, part of the
larger Swachh Bharat Mission, by the Government of India aimed at promoting cleanliness, hygiene,
and sanitation in schools across the country. As observed, unclean toilets (13%), lack of running water
(18%), and uncleaned dustbins (10%) can further exacerbate the problem. Addressing
aforementioned hygiene and sanitation issues is crucial for improving hygiene practices among
adolescents.

Ayushman Bharat— School Health and Wellness Programme curriculum

| As part of Module 6 “Nutrition, Health and Sanitation”, the students should be taught “How to

116.

Handwash” as suggested by the World Health Organization

2. ltis essential to incorporate activities that reinforce the message of continuing good hygiene
practices. Global Handwashing Day (October |5th) should be celebrated with students, school
administration, and by involving the parents and community members.

3. In the month of October,

school can organize educational games and interactive workshops on hand hygiene to
reinforce the benefits of adequate handwashing and personal hygiene.

4. Schools may consider setting hand hygiene booth in schools to promote hand hygiene among

students.
Fostering Policy reinforcement

[. Aligning with the Swachch Bharat Vidhyalaya, a school maintenance schedule should be
maintained and periodically checked by the School Management Committee and the designated
teachers”.

Digital Device Use and Cyber Bullying

Nearly 2% of adolescents were spending more than 8 hours a day on digital devices. Additionally, the
findings documented that 10% of adolescents were engaged in online bullying, while 8% have been
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victims of online bullying in the past 12 months. This current emerging trend highlights the growing
concern of cyberbullying, which has been documented to lead to serious emotional and psychological
consequences. These insights, even minuscule at present, underscore the need for interventions
focused on promoting healthier digital habits and addressing cyberbullying.

a. Ayushman Bharat—School Health and Wellness Programme curriculum

. Comprehensive education can be introduced and emphasised within Module 3 “Interpersonal
Relationship” while discussing the types and various forms of bullying, its impact on individuals
and communities, and strategies for prevention and intervention can contribute to a holistic
understanding of theissue.

2. There is an opportunity to enhance Module | | "Promotion of Safe Use of Internet, Gadgets,
and Media" by documenting the adverse effects of cyberbullying on the physical, psychological,
and academic performance.

3. As part of Module |, additional information can be introduced where students can be
sensitized about ‘National Cyber Crime Reporting Portal’'"”, Helpline Number (1800-180-
5522)"°, Emergency Response Support System '’. All these numbers and website can be
permanently displayed in the designated ‘Health and Wellbeing Corner’ at schools.

5.5 Violence and Road Safety

The Motor Vehicle Act (1988) mandates using seat belts and helmets and prohibits underage driving.
The National Crime Records Bureau report and Global Burden of Disease data highlight road injury as
one of the principal causes of adolescent morbidity and mortality in the country. The survey results
indicate that many adolescents frequently engage in unsafe road use behaviours. Specifically, 47.3%
reported not wearing helmets while riding motorcycles, while 41.1% did not wear seat belts while
driving cars. These findings underscore the need to promote, nurture, and reinforce safe road use
practices among adolescents.

a. Ayushman Bharat— School Health and Wellness Programme curriculum

. Relevant content may be included in Module 10, "Safety and Security against Violence and
Injuries," to promote adherence to safe road use measures among adolescents, including
wearing seat belts, understanding markings on roads, understanding safety signals and legal age
for driving to promote safer road use practices' for self and other road users.

2. Activities can be included where school students can draw a map to locate the type of traffic
signs and markings such as the centre line, double white/yellow lines, various traffic signs, small
broken white lines, parking prohibited lines, stop lines, and zebra crossing lines and non-violation
of trafficrules.

3. Information, Education, and Communication materials for safety signals and road markings

should be permanently displayed in the designated corner inside the school to reinforce the

121,122
messages .
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Strengthening Inter-departmental coordination

Regular virtual awareness campaigns emphasizing on road safety can be initiated in schools in
collaboration with the Transport Department, through various mediums to promote safe road
use.

5.6 Substance Use

a.

A small yet notable percentage of adolescents (3% to 5%) used substances. The diverse nature of

substance use by adolescents, includes — tobacco, e-cigarettes, alcohol, marijuana, cocaine,

hallucinogens, injectable drugs, inhalants, cough syrups, and sleeping pills. These findings emphasise

the critical need to reduce substance access and promote the health and well-being of adolescents

within the existing robust policy framework aimed at preventing substance use. Enforcement of laws

like the Comprehensive Dangerous Act (2002); the Narcotic Drugs and Psychotropic Substances
Acts (1985, 1989); the Juvenile Justice Act (2015); the Cigarettes and Other Tobacco Products Act
(2003); and the Prohibition of Electronic Cigarettes Act (2019) would address theaccess. The

Ayushman Bharat — School Health and Wellness Programme curriculum needs to emphasise the

rationale and benefits of avoiding substances in the first place including addressing peer pressure.

Ayushman Bharat — School Health and Wellness Programme _curriculum

To enhance the prevention and management of substance misuse, the existing information in
Module 7 “Prevention and management of substance misuse” should be contextualised by
incorporating additional content on e-cigarette, Marijuana, and hallucinogens.

Activities for discouraging substance misuse can be conducted including taking pledge against
substance use in assemblies, organising competitions (poster, slogan, essay, quiz, debates,
community walks, signature campaigns and street plays) depicting ill effect of substance
addiction. Additionally, how to avoid peer pressure and lure to addiction can be co-created by
students themselves under the mentorship of Ayushman Bharat Health and Wellness

Ambassadors.

Visit by the Adolescent Friendly Health Clinic counsellor/ Medical Officer can be a valuable
initiative to raise awareness among adolescents about the consequences of substance misuse.
During such visits, adolescents can be sensitized of the long-term risks associated with substance
use and provided with information on available resources for support and assistance. This can
include sharing details about the tobacco quit line number (1800 |12 356)'”
22901701)"™, services for tobacco cessation (1800 |12 356)', nearest Adolescent Friendly
Health Clinic, Health and Wellness Centers, and de-addiction center (Deaddiction and

Rehabilitation Centre, Bhuntar, Kullu).

, m-cessation (O |-

b.  Strengthening Inter-departmental coordination

The school authorities can organise virtual interactions with local law enforcement and health
authorities to deliver substance use messages. This will facilitate in advocating the policy makers
regarding substance use related issues.
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c. Fostering Policy reinforcement

I. School authorities should follow Tobacco Free Educational Guidelines to prevent tobacco use
among school students, teachers, and staff.

a.  Following the Tobacco Free Educational Guidelines, schools will attain tobacco-free status if
they score 90% and above according to the specifications laid down in the Guidelines. However,
attaining a score of 50 is mandatory for all schools”.

5.7 Reproductive and Sexual Health

Nearly 6% of adolescents were engaged in sexual intercourse. Among those who have been sexually
active, almost half used contraception during their last sexual encounter. A critical need is to help
adolescents make informed and healthy decisions about their sexual health through the early
beginning of culturally sensitive, age-appropriate, and contextual sexual and reproductive health
education, improved access to resources, and supportive environments.

a.  Ayushman Bharat— School Health and Wellness Programme curriculum

I. Inline with global guidance from the United Nations, Comprehensive Sexuality Education'”
should begin at the age of 5 years and continue till 18 years to help children passing through the
maturation process to adulthood. Core concepts suggested by International Technical Guidance
on Sexual Education can be integrated in Module 9 “Reproductive Health and HIV Prevention”.

2. Key concepts such as condom use and abortion can be contextualised as topics under Module 9
“Reproductive Health and HIV Prevention”.

3. Role of contraception in the prevention from sexually transmitted infections and reproductive
tractinfection can also be included in aforementioned Module.

4. Visit of Adolescent Friendly Health Clinic Counsellor or Medical Officer can be a valuable

initiative for education on adolescent reproductive anatomy and processes. Information about

126

adolescent reproductive anatomy and processes and available helplines 7827-170-170" for

128

violence against women or CHILDLINE on 1098 or women in distress on 1091 can be

displayed in the ‘Health and Wellness Corner’.
b.  Strengthening Inter-departmental coordination

. Theschoolauthorities can invite the local law enforcement and health authorities to be the part
of school assembly and deliver session on laws and policies such as the Protection of Children
from Sexual Offences Act and Medical Termination of Pregnancy Amendment Rules, 2021,

Modalities of conducting such sessions can be mutually agreed.
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5.8

59

Menstrual Hygiene

Around 30% of adolescent girls reported experiencing menstruation-related challenges. Among them,
more than half (56%), however, resorted to home remedies or opted not to act on menstrual
challenges. The relatively low percentage of adolescent girls seeking medical help for menstrual issues
indicates a need also to be addressed as the demand side approach, access to healthcare, and

supportive environments may better address menstrual health challenges.
Ayushman Bharat — School Health and Wellness Programme curriculum

. Within Module | "Growing up Healthy" there is an opportunity to emphasise menstrual health
issues aiming to increase awareness. This would ensure that adolescent girls are equipped with
knowledge on normal menstrual experiences and when they should seek guidance from

healthcare professionals.

2. To ensure the successful implementation of the Ayushman Bharat-School Health and Wellness
Programme, itis crucial to enhance the supply-side and expand reach covering all beneficiaries.

3. Adolescent Friendly Health Clinic Counsellor/ Medical Officer visit to the school on annual days
can sensitise parents, students, teachers, and school management regarding menstrual hygienic
products and challenges that girls might face.

4. Inorder to promote the use of menstrual hygiene products, it is essential to create an enabling
environment thatincludes the availability of safe disposal and facilities for handwashing.

Mental Health

Adolescent mental health is indeed a critical issue that needs attention. The prevalence of mental
health issues among adolescents, ranged from 6% to | 1%, highlighted the importance of addressing
these challenges early on. Effective support and intervention are crucial in improving the quality of life

foradolescents.
Ayushman Bharat— School Health and Wellness Programme - curriculum

I.  Health and Wellness Ambassadors can be sensitised on ‘Red Flag Signs’ introduced by Ministry
of Education in 2022 with an aim for early identification of signs of thirteen Adolescent Mental

130
Health Issues and concerns ™.

2. In Module 2 "Emotional Well-Being and Mental Health", activities such as 'khoj,” (discover) can
be incorporated where students can be tasked with researching available services and helplines

for adolescent mental health issues and concerns.

3. During the annual school events, inviting Adolescent Friendly Health Clinic Counsellors, or
Medical Officers can help raise awareness about adolescent mental health issues. They can
sensitize parents, students, teachers, and school management about the importance of
connectedness between parents and children, as well as between students and teachers, in
preventing mental health issues. These sessions can also educate attendees about available
mental health services such as those offered in Adolescent Friendly Health Clinic, Health and
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Wellness Centres, and helplinesincluding Tele Manas (14416) .
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5.10 Government Schemes

Implementation of various health-related activities within schools is crucial for promoting adolescent
wellbeing, especially under the Ayushman Bharat — School Health and Wellness Programme. With
46% of schools organized health melas, the awareness of health ambassadors and health and wellness
messengers was relatively modest, at 59% and 58%, respectively.

a. Ayushman Bharat— School Health and Wellness Programme curriculum

[. Studentsand parents need to be made aware of the importance of annual health screening, one
of the packages for services under the Ayushman Bharat — School Health and Wellness
Programme implementation. The Rashtriya Bal Swasthya Karyakram mobile health team’s visit
to the school needs to be informed well in advance so that students and their parents can be
encouraged for availing the early identification and early management facilities.

2. Arobustdigital mechanism for tracking the estimation, supply, distribution, and consumption of
Iron Folic Acid and deworming tablets by respective schools and teachers can ensure timely and
uninterrupted supply and stock of commodities and consumption reporting. Since schools are
to dispense, this can be integrated within Education Department regular reporting system with
lateral linkages with the Health Department.

3. Health and Wellness Ambassadors need to be sensitised and capacitated to regularly utilise the
school assembly to reach a student audience through a single instance.

4.  Following the model of Rashtriya Kishor Swasthya Karyakram, these Health and Wellness
Messengers can be distinguished by wearing a badge, as implemented in Madhya Pradesh which
would help inimproving participation and utilisation of services.

5. A digital recording platform comprising all the reporting and compliance may enhance
implementation of different programmatic activities including those by the Health and Wellness
Ambassadors as per the guidelines.

b. Strengthening Inter-departmental coordination

. Coordination between school authorities with the Health Department may be strengthened for
uninterrupted supply of iron folic acid tablets, deworming tablets, and sanitary napkins as well as
for health screening and organising the Health Mela.

¢.  Fostering Policy reinforcement

I. School authorities, Health and Wellness Ambassadors, and other authorities concerned to
follow the coordination and supportive supervision mandates of Rashtriya Kishor Swasthya
Karyakram and Rashtriya Bal Swasthya Karyakram for holistic health of adolescents.
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5.1 1 Overarching

The school inspectors are mandated to inspect schools on a regular basis to ensure academic
achievements of students. Communication to school children on various themes of Ayushman
Bharat-School Health and Wellness Programme may be embedded into the inspection process.

Decentralizing the process for ongoing support, identified Cluster Resource Centre and Block
Resource Centre coordinators may also handhold implementation concurrently.

‘Health and Wellbeing Corner’ - a physical space can be dedicated in every school, where
monthly articles by students relevant to the on-going topics of the Ayushman Bharat-School
Health Programme schedule and Information Education Communication materials can be used
to promote participation and increase health and wellbeing outlook among students. Every
month, the corner can be linked with specific Ayushman Bharat — School Health and Wellness
Programme module so that all the modules are covered within the academic session (Annexure
2).

The existing platforms in schools such as school assemblies, parent-teacher meetings, annual
functions, and School Management Committees may be effectively used to sensitise school
students, parents and management about themes, available services and commodities under
Ayushman Bharat-School Health and Wellness Programme and Rashtriya Kishor Swasthya
Karyakram for adolescents, and the existence of Health and Wellness Ambassadors as well as
Health and Wellness Messengers in schools and classes respectively.
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Chapter 6:
Conclusion

Adolescence is a unique opportunity for positive development among young people during their profound
biological, cognitive, psychosocial, and emotional changes. This period is when children begin to form their
own identities, establish independence, and develop the skills and behaviors they will carry into adulthood.
Appropriate support and guidance from adults around them, during this critical stage, can encourage healthy
habits, resilience, and overall wellbeing. Significant efforts and progress have been made in India to address the
health needs of adolescents. However, a strategic focus in several key areas is still necessary.

The State-level School-based Adolescent Health Survey, conducted in Himachal Pradesh, presents an in-
depth understanding of the health behavior of adolescents aged |3-17 years. These insights, together with
information and observations related to school environment, highlight the areas for improving the health and
well-being of adolescents.

Nutrition, physical activity, personal hygiene, digital device use, violence, substance use, reproductive and
sexual health, menstrual hygiene, mental health, and access to related government schemes are noteworthy
interventions. This emphasizes the need for contextual strengthening of existing health communication and
services, resources to protect adolescent from risk factors and adverse experiences to positively impact their
potential to thrive in adulthood.

For the wellbeing of adolescents, there is a need to foster coordinated efforts between various government
departments, school authorities and related committees, parents, and community in every school. Through
this, Himachal Pradesh can systematically work towards improving the health and well-being of its adolescent
population, leading to improved health outcomes, and setting a strong foundation.

This survey does have the potential of repeatingin the State and scaling up at National level to benefit both, the
government, and the adolescents.




1 Module Wise Prevalence
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Module — C (Physical Activity)
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Module — D (Personal Hygiene)
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Module - K (Reproductive and Sexual Health)
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Module - L (Menstrual Hygiene)
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Module - M (Mental Health)
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