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Abstract
Objective: To estimate the prevalence, pattern, and
correlates of smoking amongst high school children in
Bangalore South and to assess their knowledge and
attitude towards smoking.
Methods: A cross-sectional study was conducted in
2 randomly selected schools in Bangalore South.
A total of 501 students participated in the study in
the age group of 12-17yrs. The knowledge attitude
and practice of smoking were assessed using a predesigned questionnaire.
Results: Prevalence of smoking was 6.8%. Smoking
was predominantly a male feature and about half were
occasional smokers (once in 3 months). Peer influence
was cited as the most common initiating factor and the
1st puff was taken most commonly at mean age of
13 yrs. Majority of non-smokers (88%) cited “bad for
health” as the primary reason for not smoking. More
than half the children had a smoker in the house and
about 40% had no idea about dangers of smoking.
Majority of participants had never been taught about
smoking either in school or at homes and more than
half obtained information about smoking from TV.
Conclusion: The prevalence obtained correlates with
similar studies in India and highlights smoking as a
major health and social issue in adolescents. The results
clearly indicate major lacunae not only in current
educational system but also in parental upbringing not
giving worthy importance to smoking and its health
hazards. The need of the hour is to target and focus
interventions through comprehensive programmes
aimed at children, school authorities, parents and
policy makers.
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Introduction
Tobacco is the single largest cause of death and
disability worldwide. (1) Globally everyday about
80,000-1,00,000 youth initiate smoking, most of them
are from developing countries (2). About one-fifth of
all worldwide deaths attributed to tobacco occur in
India (3). It was estimated in 1999-2001 that 5500
adolescents start tobacco use everyday in India joining
the 4 million under 15 children who already use it
regularly (4). The most susceptible time for initiation
of tobacco use in India is adolescence and early
adulthood ages 15-24 yrs (5). Of 1000 teenagers who
smoke today, 500 will eventually die of tobacco related
diseases, 250 in their middle age and 250 in their old
age(6).Tobacco use in adolescents has been called a
“paediatric epidemic” because of increasing level of its
use and dire public health implications.(7)
Subjects and Methods
A cross sectional study was done among high
school children in 2 schools in Bangalore south urban
area during July-August 2009. One was a government
school and other was a private school catering for
children belonging to low to middle socioeconomic

status. Both schools were providing co-education in
English medium. A verbal consent of the principals of
the schools selected for the study was taken, prior to
starting the study. Informed oral consent was taken
from all the participants. All participants were reassured
about their anonymity during the administration of
the questionnaire. Data were collected by pre-tested
anonymous self-administered questionnaires in the
classroom by one of the investigators. All students in
the selected class divisions were eligible to participate.
Non-response was due to absence in the class.
Teachers were asked to leave the classroom during
survey administration. The questionnaire covered
five broad categories: (1) demographics and personal
information; (2) knowledge and attitudes, knowledge
of health effects of smoking, and attitudes towards
tobacco use; (3) tobacco use-by the participant and
by others in his/her home and community; (4) source
of smoking related information; and (5) passive smoke
exposure.
Any doubts about the questionnaire were clarified to
the children by the investigator. Most of the questions
required the pupil just to tick the best suited answer.
Statistical Methods: Descriptive statistical
analysis has been carried out. Results on continuous
measurements are presented on Mean + SD (Min-Max)
and results on categorical measurements are presented
in number (%). Significance is assessed at 5 % level
of significance.
Results
A total of 501 high school children took part in the
study of which 34 were smokers (6.8%) of which 2
(2.4%) were 13 years old, 15 (7.4%) were 13 years
old, 15 (7.4%) were 14 years old, 9 (5.8%) were 15
years old and 8 (16%) were 16 years old. The 1st
puff was taken most commonly at a mean age of 13.1
+ 1.4 years. Two children (5.9%) had the 1st puff at
10 years of age, 3 children (8.8%) had 1st puff at 11
years of age, 9 children (26.5%) had first puff at 12
years of age, 6 children (17.6%) had first puff at 13
years of age, 8 children (23.5%) had first puff at 14
years of age and 6 children (17.6%) had first puff at
15 years of age.
Male: Female ratio was 264:237. Smoking was
predominantly a male feature and prevalence was
about 9 times higher in males. Thirty-one (11.7%)
boys smoked as compared to only 3 (1.3%) girls.
(p=0.002). About half were occasional smokers (once
in 3 months).
Peer influence was cited as the most common
initiating factor for smoking. The commonest reasons
why they started smoking are depicted in Figure 1.
Twenty children (58.8%) stated that they continued to
smoke because it is stylish, 6 (17.6%) stated that it
relieves tension, 4 (11.8%) stated that it is pleasurable,
3 children (8.8%) stated that they smoked because
most of their friends smoked and one stated that he
smoked because he is grown up. Half of them had not
thought of quitting. (Figure 2)
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Figure 1: What was the most important thing that
made you start smoking

More than half the children had a smoker in the
house, (70% in case of smokers) most often the father.
(Table 2)
Table 2: Does anyone smoke in your house?
Response

Figure 2: Have you tried quitting smoking?

Number
(n = 501)

%

Brother

26

5.2

Father

179

35.7

Cousin

15

2.9

Other relative

69

13.8

none

218

43.5

Majority of participants had never been taught about
smoking either in school (83.4%) or at homes (81.6%).
The best source of smoking-related information was
found to be television according more than half the
participants. (Table 3)
Table 3: Best source for information on
smoking
Response

Though majority of non-smokers (88%) cited “bad
for health” as the primary reason for not smoking,
48.5% were not sure about harmfulness of smoking.
(Table 1).
Table 1: Why have you not started smoking?
Reason for
not smoking

Number
(n=501)

%

bad for health

444

88.6

30

5.9

no money

6

1.2

not fashionable

2

0.3

parents do not allow

other (specify)
No response

-

-

31

6.2

258

51.5

21

4.2

Effects of smoking
Harmful
OK
Healthy
Don’t know

14

2.8

205

40.9

Number
(n = 501)

%

TV

294

58.7

Newspaper/magazines

107

21.4

Internet

59

11.8

Friends

86

17.2

Parents

50

9.9

Discussion
The prevalence of smoking at 6.8% is slightly higher
than that reported by Gururaj et al (5.1%) in GYTSKarnataka but lower against the national average of
17.5% (8). The prevalence was found to be highest at
16 yrs in our study. Female smokers constituted only
about 1.3% of the children. This may be due to the fact
that the schools were mainly catering for non-affluent
urban children. The influence of peers found in this
study is similar to research in India and elsewhere.
In their recent synthesis, the US group of Jacobsson
and colleagues (10) concluded that peer influence
was the strongest predictor of smoking initiation. The
amount of information gained through school curricula
and parents was negligible and students were mainly
dependent on mass media for such information. This
study thus indicates the urgent need for including
smoking-related information in the school curricula
before the mean age of initiation (13yrs). Enabling
teachers to educate the young impressionable minds
regarding life style disorders should be a cornerstone
activity in preventing the establishment of life style
disorders like tobacco and alcohol use within the
community. Parents should also be educated to
speak to the teenagers more often in this regard. A
comprehensive tobacco control programme that goes
beyond the communication of health dangers which
includes the community and school is needed to curb
adolescent smoking and to provide healthy young
citizens for the nation.
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RETROSPECTIVE STUDY OF ACUTE FLACCID PARALYSIS CASES FROM A TERTIARY CARE CENTRE IN
AMRITSAR
Gursharn Singh Narang, Jivtesh Singh Pahwa
Abstract
We conducted a retrospective study to evaluate the
most common etiology behind Acute flaccid paralysis
(AFP). Thirty four cases reported to our centre from
2008-2010. Most common etiology causing AFP was
found to be Guillian Barre Syndrome in 55.9% of the
patients followed by viral myositis. Mean hospital stay
for a patient with AFP was 16.3+10.4 days. Paediatric
Intensive care was required in 20.6% patients and the
mortality rate of patients with AFP was 5.9%.
Key Words: Acute flaccid paralysis, Guillian Barre
Syndrome, poliomyelitis.
Introduction
Acute Flaccid Paralysis (AFP) is defined as acute
onset of focal weakness or paralysis characterized as
flaccid (reduced tone), without other obvious cause
in children < 15 years old (1). When a child presents
with acute flaccid paralysis, the main concern is the
possibility of poliomyelitis as it leads to lifelong disability.
The extensive use of polio vaccines since 1954 has
virtually eliminated the disease in developed countries
(2). The South East Asia Region (SEAR) contains the
largest remaining reservoir of wild polio virus in the
world. The incidence of reported poliomyelitis cases has
declined by 90% (3). AFP surveillance continues to be
a critical component of the World Health Organization
(WHO) global polio eradication campaign (4). WHO
estimates a background annual incidence of at least 1
case of AFP per 100,000 population less than 15 years
old, in the absence of wild poliovirus transmission.
This rate can be used to evaluate the sensitivity of AFP
surveillance activities (5).
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Other causes of AFP include Guillain Barre Syndrome
(GBS), transverse myelitis, viral syndromes, spinal cord
compromise (low back trauma, abscesses or tumors),
toxins (lead, botulism etc), metabolic neuropathies
(hypokalemia, hypokalemic periodic paralysis,
hypophosphatemia, polymyositis and dermatomysitis)
and tick bite (6). GBS still remains the leading cause
of AFP in developed as well as developing countries.
The objectives of this review are to describe the
incidence and differential diagnosis of potential causes
of AFP, including distribution by age, to determine the
average duration of hospital stay of patients with AFP
and to determine the outcome in terms of mortality
and survival.
Methods and Materials
Data was collected by retrospective analysis of
patients of AFP who reported to our hospital from
Amritsar, Gurdaspur and Kapurthala districts in last 3
years between 2008-2010. All the patients with lower
limb weakness were admitted in our tertiary health
care center and work up was done. Although the initial
diagnosis was based upon clinical presentation, few
laboratory investigations were carried out on the basis
of the clinical picture. Two stool samples were collected
from each patient as per guidelines given under
National Polio surveillance project. All the stool samples
were sent to Central Research Institute (CRI), Kasauli
for isolation of polio virus. Complete blood count, liver
function test and creatine phosphokinase (CKP) levels
were done in all the subjects. Lumbar puncture was
done in 29 subjects. Parents of 5 patients refused
for cerebrospinal examination. Magnetic resonance



