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Addiction to tobacco and harmful non-tobacco
products by youth is assuming alarming proportion
in our country [1-3]. A cross-sectional study was
undertaken to determine the prevalence and age at
initiation of tobacco and non-tobacco use among
school children. Data were collected from students
of class 7 to 12 (ages: 11-18 years) in the year 2005,
through cluster and random sampling using a self-
administered anonymous pretested questionnaire.
The study was approved by institutional ethical and
review committee. An informed consent from the
students as well as student’s parents and school
authorities was obtained. The sample size calculated
was 5600, assuming the prevalence of tobacco use as
6.0%, a relative precision of 10% and confidence
interval of 95%. The habits were classified as
‘Exclusive use of tobacco’, ‘Exclusive use of non-
tobacco’ (the use of only tobacco or only non-
tobacco, even once, in any form during life time,
including current use) or ‘Both habits’ (the use of
tobacco and non-tobacco even once in any
form).Tobacco use included smoking of cigarettes,
Beedis, Hookah, Chillum, Ganja etc. and chewing of
Gutka, Khaini and Zarda. Non-tobacco comprised of
betel quid and pan masala. Differences in
proportions and mean age of initiation were tested

Tobacco and Non-Tobacco
Abuse Among School
Children in Noida, India

using Pearson’s Chi-Square test and Students t-test
respectively.

A total of 4786/5600 (85.0%) students res-
ponded. ‘Exclusive tobacco use’ ‘Exclusive non-
tobacco chewing’ and ‘Both habits’ were found in
7.4%, 8.9% and 4.4% students. There was no
significant gender difference in the prevalence of
‘exclusive tobacco use’ and ‘exclusive non-tobacco
use’. Interestingly, girls were found to initiate both
the habits significantly earlier than boys. (tobacco:
girls 12.1 years vs. boys 12.6 years; non-tobacco:
girls 11.4 years vs. boys 12.0 years (Table-I). The
mean age of initiating the non-tobacco habit (11.7
years) was significantly lower than the mean age of
initiating tobacco habit (12.3 years) irrespective of
the gender. While boys adopted these habits usually
to refresh themselves or to look smart, girls more
often took to these habits to make friends. More than
70% of tobacco users who visited the street vendor
were not refused tobacco products despite the ban by
the Government.

The study highlights rising prevalence of non-
tobacco habit in addition to tobacco addiction among
girl students and early uptake of these habits. Health
awareness, psycho-behavioral change and education
programs, strict enforcement of laws to ban sale of
these products to the under-aged are urgently needed
to curb these habits before they assume epidemic
proportions [4,5].
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TABLE I  PREVALENCE AND MEAN AGE OF INITIATION OF TOBACCO AND NON-TOBACCO HABITS AMONG BOYS AND GIRLS

Habits Prevalence P Mean age of initiation (years) P
Boys Girls Total value Boys Girls Total  value
N=2360 (%) N=2426 (%) N=4786 (%) N=2360 N=2426 N=4786

Exclusive tobacco Users 183 (7.8) 173 (7.1) 356 (7.4) 0.41 12.6 ± 2.0 12.1 ± 1.6 12.3 ± 1.8 0.02
(smoking or chewing) (150/183) (147/173) (297/356)
Exclusive non- 195 (8.3) 194 (8.0) 389 (8.1) 0.74 12.0 ± 1.6 11.4 ± 1.7 11.7 ± 1.7 0.001

tobacco users (175/195) (182/194) (357/389)
Both habits (tobacco 125 (5.3) 85 (3.5) 210 (4.4) 0.002 12.5 ± 1.8 12.7 ± 2.0 12.6 ± 1.9 0.45

and non-tobacco) (124/125) (85/85) (209/210)

Note: * Significant
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Etiology, complications and management protocols
for superior vena cava obstruction (SVCO) in
children are well recognized [1]. However, there is
paucity of literature addressing SVCO at
presentation in childhood acute lymphoblastic
leukemia (ALL), its association with risk factors,
prognostic impact and outcome [2]. Herein, we
describe our management experience of 24 (3.14%)
children with ALL presenting with SVCO at
diagnosis out of 762 patients managed at our center
from January 1990 to December 2005 and followed
until January 2009 [3]. Therapy protocols were
modified United Kingdom ALL (UKALL) X and XI.

Dyspnea, orthopnea, stridor, facial puffiness with
plethora and venous engorgement along with
constitutional symptoms of fever, pallor, fatigue and
bleeding were the most common presenting features.
The diagnosis of ALL was confirmed in all patients
by bone marrow examination. The extent of disease
was delineated by computed tomography in patients
presenting after 2000 with cautious use of procedural
sedation where needed.

Superior Vena Cava
Obstruction in Childhood
Acute Lymphoblastic
Leukemia

Four had frank superior mediastinal syndrome
(SVCO with significant and manifest tracheal
compression with respiratory distress or failure)
while 1 presented with raised intracranial pressure
(ICP). Emergency radiotherapy was not used in any
of these patients. SVCO was managed as per
standard guidelines [1].

On comparison with other ALL children and
those in Continuous complete remission, children
presenting with SVCO at diagnosis had significantly
higher incidence of hepatomegaly, splenomegaly,
lymphadenopathy, bulky disease, mediastinal
adenopathy, overt testicular disease and high total
leukocyte count at presentation. Ten (47.1%) had
hyperleukocytosis. In contrast, age, gender,
symptom diagnosis interval, hemoglobin and platelet
counts at diagnosis were similar in the 3 groups.

Seventeen patients opted for therapy while 7
cited socioeconomic reasons for therapy refusal. 4 (2
combined, 1 bone marrow and 1 central nervous
system) relapsed, 4 died (within 1 day to 3 weeks
from diagnosis), 4 were lost to follow up or defaulted
therapy. There were 5 (29.4%) survivors at median
follow up periods of 41 months (range: 29-84
months). The survival outcome was significantly
inferior as compared to the entire cohort (n=762) by
univariate log-rank analysis (P=0.045)(3). However,
SVCO at presentation did not have independent
prognostic impact (P=0.12) in multivariate Cox-
regression analysis.
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