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PREFACE

The survey: Mapping of Bhivandi, Navi Mumbai & Taloja, the Industrial belts of

Mumbai, is integral to the successful implementation of the 3rd phase of the project on HIV/AIDS: Capacity
Building & Awareness Programme. This program, is a continuation of the processes of examining the linkages
between migration and the spread of HIV/AIDS.

In 2007-08, Women Work & Health Initiative (WWHI), New Delhi conducted a survey in Madhubani and Sitamarhi
districts of Bihar, to understand the level of awareness about HIV/AIDS, particularly amongst migrant workers and
the 'left behind population'. All studies indicate that marginalized groups, adversely affected by poverty, ignorance
and alienation, are most vulnerable to the spread of HIV/AIDS. Migrant workers, who form a part of this group,
certainly fall amongst this high risk category. Migration has been labeled as one of the great challenges of the
twenty first century, and while it is linked directly to economic movements, it has definite social and cultural
ramifications. Yet, while various studies have made hypothetical connections between migration and the virus,
paucity of credible information regarding HIV/AIDS awareness, and the role of migration in the spread of
HIV/AIDS, is an obstacle to effective formulation of policies and programmes aimed at containing the infection.
This project tries to address this issue. The Mapping conducted in the industrial belts of Mumbai, in order to gauge
the ground realities in the area, vis a vis awareness levels, life style and socio economic conditions of the migrant
population, is vital to designing an effective, focused program for the Project. Itis also follows the practice of the
Mapping conducted in target areas of Bihar in Phase II. Around 1500 respondents were interviewed, 500 from each
area i.e. Bhivandi, Navi Mumbai (Thane-Belarpur Industrial Belt) and Taloja. The analysis of this data is being
published in this booklet. It shall be our endeavour to share this data with other agencies engaged in creating
awareness and containing HIV/AIDS, such as the government, NGOs, Trade unions and others.

This project as in the eariier phase has been implemented with the unique and mutually beneficial partnership
between WWHI and Trade union partners. In Mumbai, the Mapping project was done in partnership with General
Mazdoor Sabha and Textile Kamgar Sabha (GMSTKS) led by Mrs. Sanjyot S. Vadhavkar and Mr. Sanjay Vadhavkar.
In Bihar our partners are HMS, Madhubani led by Mr. Anil Kumar Das, Mahila Vikas Samiti, Madhubani led by
Ms. Manjula Devi; 'Sanmarg' Social & Environmental Development Association, Sitamarhi led by Mr. Prakash
Kumar Verma and Bihar GramVikas Parishad, Sitamarhi led by, Mr. Ramchandra Rai.

Amita Sahaya Sunita Kaistha

Secretary President
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Women Work & Health Initiative (WWHI)

Women Work & Health Initiative is a unique forum that relates research with practice, in order to determine
adequate responses to the realties that link women's two worlds: Work & Home.

It seeks to adopt a multi-disciplinary, empirical approach to issues of Occupational Safety & Health (OSH),
HIV/AIDS & Environment, that directly impact women's well being.

This forum shall promote women's socio-economic status by seeking a higher profile for women's work, and by
mainstreaming gender as a central policy.

History:
This Forum has emerged from the IV International Congress on Women Work & Health held in November 2005,
New Delhi.

Mission:

e Recognize women's work in its entirety in the organized, unorganized sectors and the domestic sphere.

e Create awareness on women's issues e.g. gender discrimination, decent work, violence at work & home,
knowledge dissemination, life style related health issues, adult literacy & sustainable development.

Vision:

e Creating a synergy between NGOs, Trade Unions & other Stakeholders.

e Adopt a holistic approach towards promaoting gender equality and equity.

e To promote sensitivity and awareness about gender issues and encourage women's empowerment
through income generation schemes.

e Inculcate and enhance women's leadership roles.

Programsin 2007-08:

e HIV/AIDS: Capacity Building & Awareness Programs, Phase 3.

e HIV/AIDS: Capacity Building & Awareness Programs, Phase 3 in two districts of Bihar and in the Industrial
belts of Mumbai, India.

s Training of Trainers (TOT) for gender sensitization & to have a better outreach in the Direct Intervention
(DI) areas for HIV/AIDS Awareness Programmes.
Linking Educational Institutes for Gender Sensitization & HIV/AIDS Awareness Programmes.
Establishment of 'BINDU (Building Initiatives & Networking for Development of the Underprivileged)':
A Center for Adult Literacy and Capacity Building for women from the underprivileged housing clusters of
Delhi.

e Establishment of 'BINDU (Building Initiatives & Metworking for Development of the Underprivileged)' in

3 areas of the Industrial belts of Mumbai: A Center for Counseling for HIV/AIDS and Gender Empowerment.

Initiation of the Twinning Project between two historical towns: Visby, (Gotland), Sweden and Jhansi, India.

Environmental & Ecological concerns in Twinning Project.

Capacity Building for the wormen weavers in the Informal economy of Maheshwar, India.

Facilitator: Women's Sectoral Meet, Indian Social Forum, part of World Social Forum.
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The Background:
The 1st phase was inaugurated with a Planning Workshop held in Surajkund (Haryana) on 2-3 March 2006.

Phase 1 of this Project was implemented in five different towns of India namely Lucknow (Uttar Pradesh), Patna
(Bihar), Jamshedpur (Jharkhand), Hyderabad (Andhra Pradesh) and Nagpur (Maharashtra) in 2006 and the focus
had been: HIV/AIDS: A Workplace Issue. This initial effort at creating awareness and prevention had raised the
question of looking at the occurrence of HIV/AIDS amongst the migrant population, who formed a large part of the
workers in the destination towns. The unique feature of this project was that for the first time Trade Unions and
NGOs were coming together on the same platform for a common cause.

The MAPPING SURVEY was conducted in Two Districts of Bihar: Madhubani and Sitamarhi. WWHI appointed
animators surveyed 1500 households with 3170 respondents. Questionnaires were distributed among the
respondents to verify their level of awareness on HIV/AIDS. The result of the Mapping Survey was published in
January 2008 which was released by Ms. Anna-Kaisa Heikkinen in Madhubani and Sitamarhi. Copies of this Booklet
have been given to the Union Minister of Food Processing Shri Subodh Kant Sahaya, the then Health Minister of
Bihar Shri Chandra Mohan Rai, the Agricultural Minister Bihar; MLAs from Bihar; Health officials from the
governments of Bihar and Mumbai; various Trade Unions, NGOs and our local partners. The Mapping Survey gave
us a base to implement the 2nd Phase of the project.

A Planning Seminar in Patna, Bihar was held in October 2007, where the coordinators and animators from
Madhubani and Sitamarhi attended the Pragram and a Training Program was canducted.

The 2nd phase had two Awareness Programs in Madhubani and Sitamarhi on a monthly basis and 2 each in the
Industrial belts of Mumbai. In the second Phase we also organized one Day workshops in Lucknow, Hyderabad,
Jamshedpur, Patna & Nagpur. This became the stage which set the tone for the MAPPING SURVEY (Mumbai) in the
third Phase.
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OBJECTIVES OF THE PROJECT (SURVEY):

The survey aimed at studying and analyzing the levels of awareness about HIV/AIDS amongst the migrant workers
of the three areas namely: Bhivandi, Navi Mumbai (Thane-Belarpur) and Taloja which comprise the Industrial beits
of Maharashtra.

These three areas were chosen because in 2007 Women Work & Health Initiative conducted a survey in
Sitamarahi and Madhubani districts of Bihar: the places from where a large number of migrant workers go to
Mumbai, Delhi and other metropolis' in search of livelihood. The Mapping Survey indicated that most of these
families living in the Industrial belts of Mumbai, have very little or no awareness regarding HIV/AIDS, its causes
and the precautions needed to prevent the spread of the virus. It is also important to note that in these three areas,
migrant labours suffer from poor economic and living conditions, because of the nature of the jobs that they are
engaged in, which are often without any job or social security, violate decent work conditions and have poor
remunerations. The survey also tried to understand the link between migration, the lack of awareness of HIV/AIDS
and how this ignorance can lead to their vulnerability to HIV/AIDS.

The focus of the project was to fulfill the following objectives:
e Mapping HIV/AIDS as a step to curtail its spread in targeted areas.

e Indicate the localized prevalence of HIV/AIDS in the targeted areas and link it to its spread amongst
the 'left behind population’ in the home towns of the migrants.

e Exploring institutes and social and cultural events for increasing levels of awareness about HIV/AIDS in the
community, specially the youth.

¢ Understanding women's vulnerability to the virus, by analyzing their socio economic status and the prevalence
of violence in the targeted areas.

¢ Tocreate awareness among people with special focus on women, regarding sexual and reproductive health.
e Formulating programs to address the prevailing lacunae, while spreading awareness about HIV/AIDS.

The current survey was undertaken to analyze the levels of awareness of HIV/AIDS amongst migrant workers in
Bhivandi, Navi Mumbai (Thane-Belarpur Industrial Belt) and Taloja with the idea of conducting awareness
programs in the community, and by linking these to local Educational Institutions. It also aimed at providing
counseling. This would aid in significantly reducing HIV- related anxiety and stigmatization of people and bring
about attitudinal and behavioural changes. Hence Counseling Centers called BINDU (Building Initiatives and
Networking for the Development of the Underprivileged) were opened in the focus areas.

The survey provides us with information about the living and working conditions, awareness levels etc of the less
privileged people of this area. This will be systematically organized, with continuous inputs in terms of information,
education and communication. The main objective is to bring about an attitudinal and behavicral change amongst
the people. Our larger goal of containing the spread of HIV/AIDS; improving the quality of life and empowering
women, would then become a reality. SN
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INTRODUCTION TO THE PROJECT AREA:

Maharashtra, which means “Great Nation” is the third largest state in the country and covers a geographical area of
307,690 square km.

Basicinformation about MAHARASHTRA:

Capital Mumbai
Area 307,690 esq.
Population 96,878,627
Male 50,400,596
Female 46,478,031
Sex Ratio 922

Birth Rate (per 1000) 20.2

Death Rate (per 1000) 7.3

Literacy Rate (2001) 76.90%

Map of Maharashtra

wourm srvelvaeres alisg s o o

Though the state of Maharashtra is highly industrialized, agriculture continues to be the main occupation of the
people living in the rural areas. The major crops grown in the state include Rice, Jowar, Bajra, Wheat, Pulses,
Cotton, Sugarcane, Turmeric, Onions etc. and several Qil Producing Crops including Sunflower, Groundnut and
Soya bean as well as vegetables. Chemicals, Fertilizers, Textiles, Distillers and Dairy products are some of the
major industries in Maharashtra. The IT sector is also growing rapidly with the growth of BPOs, call centers and
other multinational corporations. The Mumbai industrial belt in particular has been home to traditional
manufacturing units, which however are slowly weaning away from permanent labour to contractual labour, thus
increasing the impermanence and insecurity amongst the labour, particularly low skilled labour, as is the case of
most migrants.
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Migration: From Bihar: A Backdrop

Bihar is a land-locked state located in the eastern part of India. It has a population of 8, 28, 78,796 (2001 Census)
with a sex ratio of 921 women per 1000 men. Over the decade 1991 to 2001, the population increased by 28.43%.
At present, roughly a fifth of the population is under the age of 6.

The state has a literacy rate of 46.53% with 60.32% of the males and 33.57% of the females being literate. It has
the lowest literacy rate in India, the national average being 65%.

Map of Bihar

Bihar is among the least developed states of India and has a per capita income of $94 a year against India's
average of $255. A total of 42.6% live below the poverty line against India's average of 22.15%. Inadequate
investments in agriculture, infrastructure and education, caste-dominated politics and rampant corruption in
public life are some of the main causes of the lack of development of the state.

Rural Bihar probably tops the list in incidences of out-migration in India. The people from the lower socio-economic
strata of the state, find themselves increasingly marginalized owing to years of bad governance, the zamindari
system, lack of land reforms and the deep class and caste divisions. Poverty is predominantly rural in Bihar and is
associated with limited access to land and livestock, lack of education and health care and other civic amenities as
well as low-paid occupations and social status. 75% of the poor were landless or near landless in 1999-2000.
Although land reforms were introduced in 1950 they have been slow and ineffective.

In a study conducted by Dayal and Karan in 2004 in 36 villages across six districts (Nalanda, Rohtas, Gopalganj,
Gaya, Madhubani and Purnia) in north and central Bihar, Purnia and Madhubani had a high incidence of seasonal
migration compared to districts which were better off agriculturally. In general poor and marginal farmers
migrated seasonally and the rich migrated permanently. It was found that poorer Forward Castes were also
engaged in seasonal migration due to their unwillingness to work as manual workers locally for various reasons;
prominent among them was “Caste Consciousness”,

Migration in Madhubani, Sitamarhi and several other districts has shown a marked increase within the previous
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decade (1996-2006). The reasons include the closure of local industrial units, the cessation of employment
opportunities in nearby locations due to law and order problems or political unrest, and the emergence of new
opportunities in industries where members of the village have contacts.

Migration to: Targeted areas

In terms of the choice of destination, migration is now more widespread. During the early 1980s the main
destination was rural Punjab and Haryana. By the end of the 1990s, the highest concentration of migrants was in
Mumbai & Delhi. Besides Delhi, migrants are now opting for many other towns and cities as their destination. In

fact, there has been a general change in the destination of migration from rural to urban.

Some of the non-farm work that the migrant population is involved in:

Mumbai : Iron rod work in construction, embroidery & Zari works, Jewellery Works, Rag Picking
(including Waste Contracts), Low paid actors (Extra, Dancer Etc.) in Hindi Film Industry

Delhi : Stitching, embroidery, construction, Rag Picking (including Waste Contracts), Vegetable
selling & other petty trades

Ludhiana : Stitching, embroidery

Amritsar : Construction

Ferozepur - Construction

Srinagar : Construction, Stitching embroidery

Jammu - Construction, stitching, embroidery

Surat : Construction, industries

Ahmedabad : Construction

Ajmer : Flower shops and restaurants

Jaipur : Stitching, embroidery

MIGRATION:

Large numbers of Indians have moved around either within India or to neighbouring countries or overseas in order
to work. In some parts of India, three out of four households include a migrant.

"Being mobile in and of itself is not a risk factor for HIV inflection. It is the situations encountered and the behaviors
possibly engaged in during mobility or migration that increase vulnerability and risk regarding HIV/AIDS". --
UNAIDS.

Migrants form the high-risk group because of a multitude of reasons. They live away from their families and
partners for extended periods of time. Depressed economic conditions; psycho-saocial isolation; poor living and
working conditions; visiting commercial sex workers; msm practices and above all lack of awareness about safe
sex practices, increase their vulnerability

IMPACT OF MIGRATION:

1. Poverty:
Migrant labourers mainly shift from rural areas and live in rented hunts, mainly in illegal slums. Because of low
income and comparatively high expenditures in cities they become poor and poor and live below poverty line.
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Lack of Social Security:

Migrants are often treated as illegal residents; they are highly vulnerable to exploitation, extortion and ill
treatment. They are not able to have access to subsidized healthcare. Since most of the migrant workers are
engaged in the informal sector of the economy, lack of job security makes them more vulnerable to
exploitation.

Physical & Emotional Health:

There are heavy costs associated with migration. Long separation from one's family brings isolation and
loneliness. Migrants are usually single men, in the age group of 15-45. They suffer from loneliness, anxiety
and are therefore vulnerable to sexual exploitation. Many migrant workers are engaged in hazardous and
degrading cccupations that affect their health. Some engage in high risk sexual behavior and fall prey to STDs
or HIV/AIDS. Lack of awareness makes the migrant workers more vuinerable to these diseases.

Child Migrants:

The autonomous migration of children (12-15 years) appears to be on the increase. Most of the time, these
children were employed in unsafe and hazardous work environment. In some cases they are being sexually
exploited by their employer.

Basic Civic Amenities:
Most of the migrant workers do not have access to basic civic amenities such as safe drinking water, adequate
health care facilities, subsidized ration etc. though they live below poverty line.

Unsafe Working Conditions:

As most of the migrant workers come from different States or places, they are not united or organized.
Industries take advantage of these conditions and in a way force these workers to work in an unsafe hazardous
environment. Lack of awareness, health care and social security were some of the major factors responsible
for their socio-economic growth or the lack of it, as well as mental or physical well being.

No means of Entertainment:

Most of the migrant workers have little or no means of entertainment and were often engaged in ways of
entertainment, that posed a potential health and social risk, such as gambling, lottery, prostitution etc. which
not only affect their social behaviour but also put them in the 'high risk category' of HIV/AIDS.

Impact of migration on the 'left behind populace' particularly on women:

Women form the largest number of ‘left behind populace’ apart from the children and old relatives of the
migrant workers. Often, these women undertake the responsibility of caring for the sick and old relatives;
raising the children; looking after the cattle; agricultural work as well as other social responsibilities. The
vulnerability of women to the virus is greatly increased not because of their own behaviour but that of their
men. Women's low social status, because of legal, economic, social and cultural profiles; connected to the
dynamics of dependence and poverty, is a major contributory factor. Violence, both domestic and at the work
place worsens the situation, in that safe sex practices are ignored. Also, stigmatization and discrimination for
infected women, is more overtin a rural, semi urban setting.
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Hindrances during the Survey:

Our surveyors have faced many problems/difficulties during the survey period. Some of these are as follows:

1) Due to anti-migrant movement called by Maharashtra Navnirman Sena under the leadership of Raj Thakre
against workers from U.P. and Bihar, the atmosphere was full of tensions and insecurity. This, to some extent, has
affected our survey procedure. When surveyors approached the migrant population for data collection, they did
not respond well because of fear and suspicion, triggered by the sense that the animators may be collecting this
information on behalf of the political party. The migrants avoided the surveyors and were often reluctant to speak.
The surveyors had to work very hard to gain their confidence, and did manage with some difficulty, to convince
them about the aim and objectives of the Survey.

2) Heavy rainfall in Maharashtra, badly affected some parts of the surveyed areas, making the situation more
difficult for data collection within the specified time frame.

3) Most of the migrant workers stay in unauthorized slum areas, and it was difficult to get replies to questions
related to the survey, because of the fear that it might make them vulnerable to Government action aimed at the
demolition of unauthorized slums.

DATA ANALYSIS:
a) Parameters:

For the survey, 1500 migrant workers from Bhivandi, Navi Mumbai & Taloja were interviewed (500 from each
area). The survey focused on the following parameters:

Economic and Living conditions.

Period of living in the area.

Occupation/Jobs

Addiction/ substance abuse amongst migrant workers.

Health status of migrant workers.

Means of entertainments.

Awareness about HIV/AIDS.

b) Assumptions:

The analysis has been done on the available data from the survey. The answers derived from the survey were
carefully tabulated and analysis done in percentage forms. These have been presented in the form of bar- graphs
and pie-charts.

The analysis has been divided into the following sub-sections based on types of data specified below:

e Economic & Living Conditions
Based on

A) Thetype of house

B) Source of potable drinking water

e Occupations/Jobs
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® Health Status of Migrant Workers

Based on
A) Health related complaints of the migrant workers before leaving the village.
B) Information aboutany addictions.

e HIV/AIDS Awareness

Based on whether
A) Theperson knowsabout HIV/AIDS and knows that it could be life-threatening.
B) Isaware of its causes and ways of preventions.

SECTION: -1
Bhivandi

Bhiwandi is in the district of Thane, 50 kms to the north-east of Mumbai. It is known for its Textile industry, and has
the largest number of power looms in the country. The Mumbai-Agra highway passing through Bhiwandi, ensures
large scale traffic and migration from North India. A profile of the Bhivandi industrial belt in Mumbai, shows it to be
a sensitive area, with large scale settlement of migrants, who find employment in the various industries,
manufacturing units and factories operating in this area. Because outsiders are viewed with some suspicion, the
social fabric of the place is very fragile. Hence during any crisis, these migrant workers become the first target of
public anger and political machinations, which has badly affected their social life and sense of social security.

1) Areas of Bhivandi are most congested with limited space for housing, and very few public amenities such as
water, toilets and electricity, which in any case are quite insufficient for the large population that they must cater
for. Migration creates even greater pressure on the available resources. Migrant workers and their families live in
extremely poor conditions, with about 5-6 personsina 10x10 sq ft room.

2) Because many are employed as contractual labour or work in the unorganized sector, they have no job security
and are faced constantly by the specter of unemployment.

Table 1: Basic statistics: Bhivandi

No. of People Surveyed 500
Average family size 5.4
Rate of Literacy (Male) 60.90%

(Female) 39.45%

e Literacy Level: Comparison of literacy rates: Male
9000%T: 7680%  7530%
80.00% — %
70.00% i
6000%
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40.00% E'““"'
3000%
2000%
1000% o Ty,
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Comparison of literacy rates: Female
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Bhivandi Maharashtra India
(Graph1.2)

The percentage of literate males as well as Females is lower than both the State and National Levels.

¢ Economic & Living Conditions :
a) Figure 2.1 Percentage Distribution of different House Types

15.80%

B Pucca
B Khaprel
o Phoos
59.60%
(Graph2.1)

b) Around 15.30% of people obtain their water from wells, 39.28% from Hand pumps and 45.40% get from taps.

e Occupation/Jobs:
a) Figure 3.1 shows different types of occupations /jobs of Migrant warkers.
1%
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b) Around 57% of total migrant workers surveyed in this survey have been living in the Bhivandi area for more than
5 yrs. 29% migrant workers have been living in this area for the last 5 yrs and 14% workers have lived here for last
two years. Out of that, 90.8% workers visit their villages once in every two years. 1.2% visit after every four years
and 8% go at least once in a year.

¢ Health Status:
a) Most of the migrant workers i.e., 86.24% go to doctors. 11.71% workers prefer only ayurvedic medicine.

b) Out of 500 migrant workers surveyed, 43.25% migrant workers have the habit of chewing of tobacco/guthakha,
while 37.23% & 11.51% of workers have a habit of taking alcohol and smoking respectively.

e Figure 4.1 shows the Means of Entertainment :

4 B Tash
B othes
D Cinama
22%
(Figure 4.1)

e HIV/AIDS AWARENESS:

a) Percentage of migrant workers who have Heard about HIV/AIDS (Figure 5.1)

41%

BYes

(Figure 5.1)

41% of Migrant workers, had not heard about HIV/AIDS and did not know that it was life-threatening.
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b) Graph 5.2 shows Percentage Distribution of Migrant workers knowing causes of HIV/AIDS in Bhivandi :

Know causes Donot Know Causes

(Graph 5.2)

Out of 67.56% workers who know the causes of HIV/AIDS, 38.87% of workers know the cause as the practice of
having multiple sexual partners. 28.15% know that it can be caused by infected syringe/blood and only 0.54%
said that HIV/AIDS infection could be transmitted from mother to child.

¢) Regarding prevention, 125 workers said it could be prevented by use of condoms and 2.4% said it could be
prevented through medicine. 1% workers said it was not possible to prevent these diseases at an individual level,
while 71.6% of workers didn't seem to have understood the question about what can be done at an individual level
to prevent HIV/AIDS, and were very vague in their replies.

e Conclusion:

The statistics reveal that more than one third of the migrant workers have not heard about HIV/AIDS and are quite
unaware that HIV/AIDS is alarming and life threatening. Also, more than one third doesn't know about the causes
behind HIV/AIDS. The statistics are extremely worrying and reemphasize the urgency of having awareness
programs amongst migrant workers in Bhivandi area.
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Section II
NAVI MUMBAI AREA
(Thane-Belarpur Industrial belt)

B) Navi MumbaiArea:

Since this is located close to India's economical capital Mumbai, there are rapidly increasing IT parks and software
companies. This has however, resulted in the closing down of traditional existing industries, which is leading to
problems of unemployment among workers. It is one of the biggest planned cities in the world with a Central
Business District and separate residential area. It has a number of ongoing Projects, which will strengthen its
infrastructure such as Internationl Super malls, hospitals, Golf Courses, Sporting Complexes and hotels.

1) Due to space constraints in Navi Mumbai, where again real estate is becoming increasingly expensive, people
have to live in small and congested houses which create problems for their health and safety.

2) Itenjoys a high standard of living with an average monthly income of Rs12,349 a month, one of the highest in
the country.

3) A 2000 survey done by the Tata Institute of Social Sciences revealed that 67% own houses, 46% own vehicles
and has a literacy rate of 96%.

4) The population break up is 55% in the 15-44 age group, 28% inthe under 15 years age group.

Table 1: Basic statistics: Navi Mumbai
Number of people surveyed = 500
Average family size = 5.8

71.10% of males are literate

49.50% of Females are literate

e Literacy Level:

Comparison of literacy rates: Male

78.00%
77.00%
76.00%
75.00% +
74.00% -
73.00% B Boys
7200%
71.00% T
70.00% T
69.00% +
68.00% -
Navi Mumbai  Maharashtra India
(Graph 1.2)
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Comparison of literacy rates: Female

Navi Mumbai Maharashtra India

(Graph 1.2)

The percentages of literate males as well as Females, is lower than both State as well as National Level.

e Economic & Living Conditions :

a) Figure 2.1 Percentage Distribution of different House Types

BPucca
BKhaprel
OPhcos

b) Around 5.30% of people get their water from wells, 25.58% from Hand pumps and 69.12% get it from taps.

e Occupation/Jobs:

a) Figure 3.1 shows different types of occupations /jobs of Migrant workers.
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(Graph 3.1)

b) Around 57% of total migrant workers surveyed here have been living in Navi Mumbai area for more than Syrs.
40% migrant workers have lived in the area for last 5 yrs and 3% workers have lived there for the last two year. Out
of those surveyed, 72% workers visit their village after every two years while 2% visit after four years. Only 26%
visit at least once a year.

e Health Status:

a) Most of the migrant workers i.e., 88% go to doctors while 2% go to quacks. 10% workers prefer only ayurvedic
medicine.

b) Out of 500 migrant workers surveyed, 56.12% migrant workers have the habit of chewing of tobacco/guthakha,

while 51% & 36.12% of workers have the habit of taking alcohol and smoking respectively.

e Means of Entertainment:
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= Cinema
OQthers
48%
(Graph 4.1)
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e HIV/AIDS AWARENESS :

a) Percentage of migrant workers Heard about HIV/AIDS (Figure 5.1)

21%

B Yes
m No

79%

(Figure 5.1)

41% of Migrant workers who had not heard about HIV/AIDS did not know that it was life-threatening.

BKnow causes
BDo not know causes

(Figure 5.2)
b) Graph 5.2 shows Percentage Distribution of Migrant workers knowing causes of HIV/AIDS in Navi Mumbai.

Out of the 76% workers who know the causes for HIV/AIDS transmission, 38.87% of workers know the cause as
having multiple sexual partners, 33.63% know that it can be caused by infected syringe/blood and only 3.50%
said that HIV/AIDS infection can be transmitted from mother to child.

a) Regarding prevention, 40% workers said it could be prevented by use of condoms and 3% said it could be
prevented through medicine. 1% workers said it was not possible to prevent these diseases at individual level
while 56% of workers don't seem to have understood the question about what can be done at an individual level to
prevent HIV/AIDS.
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SECTION III
Taloja

This is a leading industrial town near Thane-Belarpur Industrial Belt, about 50kms from Mumbai. It has a large
number of industrial workers engaged in the chemical, pharmaceuticals, engineering and textile industry.

50% of total workers are migrant workers from Bihar and Uttar Pradesh. They stay in small hutments near the
industrial town.

1) Besides, some commaonalities with the problems faced by migrant workers in other areas as well, here political
interference has led to rising conflicts between the original natives of the area and migrant workers. Hence
migrants, always feel insecure and this affects their social life adversely.

TABLE 1: BASICSTATISTICS: Taloja
Number of People Surveyed = 520
Average Family Size = 4.8

52.30% of males are literate

3B8.94% of Females are literate

e LiteracyLevel:

Comparison of literacy rates : Male

10.00 T

Taloja Maharashtra India
(Graph 1.1)

Comparison of literacy rates : Female
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Taloja Maharashtra India
(Graph 1.2)
The percentage of literate males as well as females is still lower than both State as well as National Level. «- “‘"’q%
N
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