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Editor’s Note

Dear friends,

Greetings from Child India.

We start the month with the World Breastfeeding Week – August 1-7 - for 
which we have witnessed multiple promotional programs highlighting 
the theme – ‘Step up for breastfeeding. Educate and support’. 

August 12th is celebrated as International Youth Day - The theme for 
2022 is ‘“Intergenerational Solidarity: Creating a World for All Ages.”. Solidarity across 
generations is considered the key for sustainable development. 

This issue of Child India will focus on substance abuse. Substance use among adolescents’ 
ranges from experimentation to severe substance use disorders. It is an ever-increasing 
health issue for the adolescent all over the world and affects not only for the abuser but also 
for the immediate family and the society at large. We are thankful to all the contributors, 
especially Dr Preeti Galgali, for their inputs.

Happy reading.

Yours in IAP service,

Dr Jeeson c unni 
Editor-in-chief
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Dear friends,

Greetings and wishes.

In this issue of Child India we are discussing an emerging 
health problem in our country, namely substance abuse. 

Despite all efforts to keep children off drugs, substance 
abuse by adolescents is on the increase In India, both in urban and rural 
areas; in all socioeconomic groups.

Early detection and intervention is the mantra—more the duration of drug 
use—greater the difficulty in managing the problem.

However, it being not easy to identify drug use early, the importance of life 
skills programs in schools for prevention of substance abuse and training 
care-givers and society on early signs of use.

We need to strengthen our programs to ensure reduction of this health hazard

Regards,

Dr Remesh Kumar  
National President, IAP 2022

President’s Address
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Dear Friends, 
“Success isn’t always about greatness. It’s about consistency. Consistent hard 
work leads to success. Greatness will come”
It has been an eventful month at the IAP Child India May 2021. We had a very 
successful Administrative Meetings with the IAP Office Bearers on 13th August 
2022 and 4th IAP Executive Board Meeting on 14th August 2022 at Udaipur 
Rajasthan. My heartfelt thanks to everyone involved for participating in this 
meeting.
IAP marked the first week of August every year as IAP Breast Feeding Week. Indian Academy 
of Pediatrics (IAP) observed National Breast-Feeding Week from 1st August 2022 to 7th August 
2022 with the theme “Step up for Breast Feeding - Educate and Support.”  It has been celebrated 
widely across the country through various branches and our esteemed members. We are sure 
that this noble initiative helps to protect, promote and support breastfeeding across different 
levels of society. Through this initiative, target audiences, including governments, health systems, 
workplaces and communities, have been informed, educated and empowered to strengthen their 
capacity to provide and sustain breastfeeding-friendly environments for families in the post-
pandemic world.
I appreciate National President IAP Dr Remesh Kumar R and all our office bearers, Coordinators 
and Convenors of the committees of different modules as well as days and week celebration for 
their efforts to make it successful. 
Along with this, Indian Academy of Paediatrics organised workshops on various modules under 
the Presidential Action Plan 2022. 8 Workshops of Pediatric Emergency Care & Resuscitation 
Training Module (PECART), 7 of Demystifying Allergic Disorders (DAD), 12 of Pyrexia of Infection 
& Non-Infection (POINT), 3 of Ped Gastro, 7 of Pulmostar, 4 of use of Medications in Pediatrics 
(UMP) & 1 of Growth & Puberty- A Challenging Journey-Pediatric Endocrinology Module, 2 of 
Perinatology - Caring both ends of the Cord have been taking place this month.
About the flagship program of Indian Academy of Pediatrics, A total of 174 workshops of NTEP, the 
most prestigious and of great importance and with MOHFW, Govt of India, have been done till now. 
In August alone, we have planned to conduct a total of 8 workshops; out of it, we have successfully 
completed 3 workshops of NTEP. A total of 66 workshops of ECD have been done till date, we have 
planned to conduct a total of 15 workshops; out of it, we have successfully completed 4 workshops 
ECD.
About IAP NRP FGM, one of the flagship programs of IAP, this month total of 48 Basic NRP and 
12 Advanced NRP provider courses have been planned, out of it, we have successfully conducted 
29 Basic NRP and 5 Advanced NRP provider courses till date, which will be trained about 1000 
trainers. 
So, on behalf of IAP, I urge you to organize various activities in the best interest of the health and 
welfare of the country’s children.
Long Live IAP, Jai IAP
In service of Academy, 
Dr vineet Saxena 
Hon. Secretary General 2022 & 23

Secretary’s message
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President’s Engagements

Inauguration of Fempedicon 2022 by IAP President Dr Remesh Kumar,  
graced by Dr Upendra khinjawadekar, President Elect, Lt Gen Madhuri Kanitkar VC MUHS,  

Dr Swati Bhave and the minister of state for health Dr Bharti Pawar at Nashik
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President’s Engagements
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President’s Engagements

Oration in honour of late Dr Dwijdas Som at HAPCON, the annual conference of IAP Hooghly  
at Hooghly, West Bengal on 29th May

IAP Executive Board meeting at Udaipur - Aug 13 14
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Introduction

Adolescent Drug abuse is a global health 
problem and may range from sporadic use 
to severe disorder. The acute and long-term 
consequences may vary from minor to life 
threatening depending on the substance abused, 
frequency and underlying vulnerability the child 
possesses. Sometimes even occasional use can 
lead to significant harm, including overdose, 
accidents, violence and sexually transmitted 
diseases. The prevalence of the problem is 
on the rise in developing countries like India.  
Like most other NCDs, drug use disorder has 
been secondary to interaction of underlying 
biological vulnerabilities (ADHD, family History, 
neurodevelopmental disorders, temperamental 
vulnerability) and environmental factors 
(socioeconomic status, aborted schooling, family 
dynamics, parenting, peer group). Usually, initial 
experiments are with drugs which are easily 
available which further acts as a gateway to 
other substances over time. According to the 
CDC report, alcohol, marijuana and tobacco are 
the most common substances used.1 Multiple 
substance use has also been documented. 

magnitude of Substance Abuse  
among Indian Adolescents

AmIthA RAo ARooR1 

NANdhINI BojAppeN2 

pReetI m GAlAGAlI3

Nationwide surveys on adolescent 
substance use

Despite the serious consequences 
associated with adolescent substance use, it 
remains under researched in India. Most of 
the studies available are small scale studies 
at regional levels.  A few nationwide surveys 
focusing on prevalence of adolescent substance 
use are shown in Table 1. 

Various national surveys conducted 
revealed a high prevalence of substance use 
among Indian adolescents. The National Survey 
on the extent and pattern of substance use in 
India conducted by the Ministry of Social Justice 
and Empowerment, Government of India through 
the National Drug Dependence Treatment Centre 
(NDDTC), All India Institute of Medical Sciences 
(AIIMS), New Delhi in 2018 separately reported 
the prevalence of substance use among the 
adolescent subpopulation as shown in Table 2. 
Prevalence of inhalants usage was noted to be 
higher among adolescents than in adults.

1. Professor of Paediatrics, Adolescent Specialist, A.J Institute of Medical Sciences, Mangalore
2.  Senior Resident, Department of Psychiatry, National Institute of Mental Health  
 and Neurosciences, Bangalore.
3.  Director and Consultant Adolescent Health Specialist, Bangalore Adolescent Care &  
 Counselling Centre, 528, 2nd Block Rajajinagar, Bangalore.
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 table 1: Nationwide studies on substance use

         Survey and year Population Number Magnitude of substance use 
National household 
survey 20012

12-18yrs, 
males

8587 3% used cannabis,0.1% opioid.

NFHS 3 2005-63 15-19 yrs. 13008 boys and 
24,811 girls

Boys-28.6% tobacco use, 11% use alcohol

Girls-3.5% tobacco use and 1% alcohol use
National survey 20134 5-18yrs 4024 Current use: Tobacco-74.9%, alcohol 56.8%, inhal-

ants -30.5%, cannabis 28.9%
AIIMS study 20185 10-75 yrs. 4,73,569 14.6% alcohol, 2.8% cannabis, 2.1% opioids,0.7% 

inhalants
NFHS 4 2015-166 15-54 yrs. 

men
1,12,122 45% used tobacco, 30% alcohol

NFHS 5 2019-217 15-19yrs 16,385 boys and 
1,22,544 girls

Tobacco-14.3% among boys and 0.8% among girls

Alcohol-5.8% among boys and 0.2% among girls

 
table 2: magnitude of substance use in the population and adolescent group5

Drug Prevalence in the population Prevalence in adolescents
Alcohol 14.6% 1.3%
Cannabis 2.8% 0.9%
Opioids 2.1% 1.8%
Inhalants 0.7% 1.17%

 
table 3: Regional studies on adolescent substance use

Study place population findings
Surendranagar Gujarat 9 300 rural and 300 urban ado-

lescents
Prevalence of 30.17%. Rural population 
(37.67%) and males (55.33%) reported high-
er prevalence

Jammu & Kashmir 10 80 street children Prevalence of substance use 46.25%.
Urban slums of Jorhat Assam 11 174 youth aged 10-24yrs Prevalence of 87.99% among males and 

12.21% among females
UDAYA study, Uttar Pradesh and 
Bihar12

5969 adolescent boys aged 
10-19yrs

Prevalence of alcohol/tobacco was 16%

Uttar Pradesh 13 7224 students of 7th -12th grade 14.3% reported ever use of tobacco/alcohol
Aligarh 14 1431 students 9th -12th grade 33% reported ever use and 12.9% current 

use
Delhi 15 962 students of class 11 and 12 13.1% reported current smoking,12.5% alco-

hol use and 1.1% hashish use
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Regional surveys on  
adolescent substance use

Several school-based surveys have 
examined the use of tobacco and various other 
substances. Street children are extremely 
vulnerable to substance use. Indian studies report 
that 40-70% of these children use substances 
8. The use of inhalants is especially common in 
addition to tobacco, alcohol and cannabis. Table 
3 summarizes select data from the small-scale 
studies on youth drug use in the last decade.

The review of magnitude of substance 
use among medical students in India conducted 
by Gupta H revealed that alcohol (3.2-43.8%), 
tobacco (3.7-28.8%) and cannabis (1.6-15%) 
were the most common substances used by 
medical students.16

Specific Substances of abuse

Tobacco: Tobacco use during adolescence 
leads to an accelerated dependency due to the 
inherent nature of tobacco and the effect of the 
same on premature adolescent brain indirectly 
paves the way for use of other substances. The 
use of e-cigarettes among youth has been on the 
rise globally. However, data on use of e-cigarettes 
among Indian adolescents is limited. Despite the 
Government’s efforts to strictly enforce Cigarettes 
and Other Tobacco Products Act (COTPA) and 
minimal legal age for tobacco use, as per current 
evidence, 5% to 25% of Indian adolescents have 
ever used or are currently using tobacco17. Global 
Adult Tobacco Survey [(GATS)-2] estimated the 
prevalence of smoking and smokeless tobacco 
to be 5% and 10.9% respectively with mean age 
of initiation of 17.2± 8.7 yrs. The prevalence of 
use of any form of tobacco was 11.9%.18 As per 
the Global Youth Tobacco Survey [(GYTS)-4] by 
the Ministry of Health and Family Welfare in 
2019, one-fifth of the students aged 13-15 used 
some form of tobacco product. Prevalence of 
tobacco use among boys was 9.6% and among 
girls was 7.4%. The prevalence of smoking 

tobacco was 7.3%, smokeless tobacco was 4.1%, 
and use of e-cigarette among the students was 
2.8%. Looking at the state-wise pattern, the 
use of tobacco among students was highest in 
Arunachal Pradesh and Mizoram (58% each) and 
lowest in Himachal Pradesh (1.1%).19 Alarmingly, 
studies in the slums of Delhi have shown the age 
of initiation to be as low as 6 years.20 

Alcohol :  Regular use of alcohol during 
early adolescence is associated with a higher 
rate of alcohol consumption in adult life when 
compared to later onset of drinking. Systematic 
review by Nadkarni et al showed prevalence of 
ever or lifetime alcohol consumption ranging 
from 3.9% to 69.8%; and prevalence of alcohol 
consumption at least once in the past year 
ranging from 10.6% to 32.9%. The mean age 
for initiation of drinking ranged from 14.4 to 
18.3 years. A few factors associated with alcohol 
consumption included male sex, older age, 
academic difficulties, parental use of alcohol or 
tobacco and non-contact sexual abuse.21

cannabis: Many studies indicate that 
cannabis is a common substance of abuse during 
adolescence. Cannabis is available as Bhang, 
Charas, Hashish and Ganja. A review of literature 
on cannabis use in India by Dube S reported a 
prevalence of 6.76%. Among states, the highest 
usage rate was reported in Sikkim (7.3%) and 
the lowest is recorded in Puducherry (0.0%) 22

Designer drugs: These include stimulants, 
synthetic cannabinoids (Spice), and synthetic 
hallucinogens(N-bomb). These drugs are gaining 
popularity among teens as they are easy to 
consume and have various uses such as fitness 
and recreational use. The harm caused by these 
drugs are underestimated by youth. Such drug use 
usually begins with the use of ecstasy, ketamine 
and magic mushrooms. Ecstasy (MDMA) is a 
popular drug used at parties. Acute toxicity is 
common in these cases. The number of available 
designer drugs is on the rise and the trend of 
usage keeps changing over time. Newly emerging 
drugs may be missed during routine screening.
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Date rape drugs: The use of date rape 
drugs is common but may be under- reported. 
Alcohol, GHB (Gamma hydroxybutyric acid), 
Flunitrazepam and ketamine are commonly used.

Prescription drug misuse/abuse: The 
misuse of prescription drugs poses a significant 
threat. These include stimulants, opioids, 
depressants etc. The perception that these drugs 
are less harmful leads to an increased likelihood 
of the abuse of these substances.

Age of initiation of substance use

Many start the use of substances during 
adolescence, but most seek treatment during 
adulthood when complications arise.8  Substance 
use is labelled as early initiation when the use 
starts below the age of 15 yrs.23  Data on treatment 
seekers from a drug abuse monitoring system 
shows that most people who sought treatment 
at drug dependent treatment centres throughout 
the country initiated use during adolescence. Age 
of initiation was at <15yrs of age in 9-10% and 
was during 16-20yrs in 25-32%. Adolescents 
who constituted 5% of treatment seekers were 
those who used inhalants/opioids/cannabis.8 
Nationwide survey by NCPCR revealed mean 
age of initiation of 12.3yrs for tobacco,12.4yrs 
for inhalants,13.4yrs for cannabis,13.6yrs for 
alcohol,14.3yrs for heroin and 15.1 yrs. for 
injectable substances.4 Street children initiated 
substance use 1 to 1.5yrs earlier than those 
living at home. Many studies show that initiation 
of substance use early in life influences the 
levels of use in later life. DeWitt et al.24 and 
Liang and Chikritzhs25 have associated alcohol 
dependence during adulthood with early age of 
initiation to drinking. Higher alcohol dependence 
rates were observed for those who initiated 
alcohol use by age 14 when compared to those 
who started at an older age and was a predictor 
of SUD during adulthood.  Early-onset users have 
also shown neuropsychological alterations and 
higher polydrug use than those with a late-onset. 

Consequences of  
adolescent substance use

 Substance use may be associated with 
other risk-taking behaviours and mental 
health disorders. Early onset substance use 
is associated with greater likelihood of NCDs. 
Tobacco use is an important risk factor for NCDs. 
About 5 million premature deaths in the world 
were attributed to smoking.26 High consumption 
of alcohol and exposure to cigarette smoke may 
directly cause cirrhosis of the liver, cancer of 
the mouth, pharynx, pancreas and oesophageal 
cancer. 27 Many mental health problems are linked 
to substance abuse among adolescents. Mental 
health disorders can be the cause or effect of 
substance abuse. Substance-abusing youth are at 
a higher risk for depression, conduct problems, 
personality disorders and suicidal behaviour. 

Substance use during the  
covid pandemic

Impact of Covid 19 on drug abuse in 
adolescents is complex, having both positive 
as well as negative effects. The pandemic has 
put enormous stress on adolescents in the 
form of school closure, educational setbacks, 
decreased contact with peers and strained 
parent-teen relationship. As other forms of 
coping mechanisms such as outdoor activities 
and peer interactions were limited during the 
pandemic, there were high chances of teens using 
substances to relieve stress. Due to their limited 
availability and high cost, adolescents were more 
likely to seek locally available products/switch 
from licit to illicit substances. Some adolescents 
may have required emergency medical care for 
the withdrawal symptoms. However, due to 
the limited availability of substances, spending 
more time with family and decreased interaction 
with substance-using peers, some might have 
considered abstinence from substance use.28  
A systematic review by Layman HM et al that 
included 49 longitudinal and cross-sectional 
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studies from December 2019 to Feb 2022. 
suggested that the prevalence of youth substance 
use has largely declined during the 1st two years 
of the pandemic. The author has suggested to 
view this with caution, recommending long-term 
longitudinal studies to assess the immediate 
aftermath of the pandemic as well as to study 
the long-term effects. This review did not include 
any study from India. 29

Conclusion

 Research on substance abuse among Indian 
adolescents needs to be prioritized in order to 
learn about the actual magnitude of the problem. 
Awareness must be created among the youth 
with regards to the harmful effects of drug abuse. 
More treatment centres should be launched and 
made easily accessible, in order to help children 
with substance use disorder. Paediatricians, who 
are usually the first point of contact with these 
children, need to be sensitized about drug use 
among adolescents.
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1 . Introduction

Adolescence is a transitional period 
characterized by alterations in physical, neural, 
cognitive and affective functions and changes 
in behaviours, personality characteristics and 
social roles. It is associated with a 2- to 3-fold 
increase in morbidity and mortality compared to 
childhood and adulthood. The primary causes of 
adolescent deaths include motor vehicle crashes, 
suicides, and homicides. All are related to 
cognitive control and impulsive/risky behaviours 
that may be exacerbated by substance use. (1)

Adolescence is a critical risk period for the 
emergence and progression of alcohol and other 
drug use problems. An earlier age of substance 
use initiation is associated with a greater risk of 
developing substance use disorders (SUD) and 
related issues. (2) A myriad of factors contribute 
to and prevent adolescent substance use 
disorder development. In this article, we provide 
an overview of these factors. 

2 . Vulnerability, risk factors and 
protective factors: 

There are various descriptions regarding 
vulnerability. (3) Here, we consider the term 
vulnerability as an interaction between an 
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adolescent’s social environment and several 
underlying elements that, when present, put the 
adolescent “at risk” for adverse outcomes. Risk 
can be understood in two ways – ‘at risk’ and 
‘risk-taking behaviours. Risk factors in mental 
health are characteristics, variables, or events 
that, if present in an individual, make it more 
likely for that  individual to develop a mental 
health disorder in comparison to the general 
population., (4)Protective factors or resilience 
balance out such risk factors.

The protective and risk factors interact 
with each other. The protective factor attenuates 
the risk factors and reduces the risk. Also, one 
protective factor enhances another so that the 
combined effect of both protective factors is more 
significant. Vulnerability, thus is a dynamic state 
reflecting converging effects of interacting and 
amplifying personal and environmental factors, 
which increase an individual’s susceptibility to 
ill health and hampers the recovery process to 
normal health once ill health has occurred. (4)

3 . Adolescents and risk of substance 
use disorder – Neurobiological 

considerations 

Adolescence is a crucial time for social and 
physiological development and is characterized by 
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increased risk-taking due partly to the increased 
incentive to obtain arousal from rewards. They 
become more susceptible to greater substance 
use and non-substance addictive behaviours due 
to developmental changes in the brain circuitry 
of reward processing, motivation, cognitive 
control, and stress. (5)

Various neurobiological models attribute 
this increased risk of substance use and risky 
behaviours in adolescents to differential 
developmental rates of specific brain structures 
and neural circuits during the stage of 
development. Structures involved in reward 
processing like basal ganglia, limbic system 
and orbitofrontal cortex develop early during 
adolescence, whereas the structures responsible 
for controlling cognition, emotion and behaviour 
like the prefrontal cortex develop later in 
young adulthood. This mismatch leads to an 
immature frontal circuit and a lack of adequate 
behavioural control with increased reward-
seeking behaviour. This common vulnerability 
among adolescents doesn’t always translate into 
impulsive decision-making or risky behaviour. 
The complex interaction between various risk 
and protective factors comes into play here and 
can predispose or protect an individual from 
substance use. In individuals who start taking 
the substance in adolescence, the same circuits 
are again involved and, due to sensitisation 
of reinforcing property of substance, develop 
problematic substance use. (6)

4 . Risk factors for adolescent  
substance use disorder 

Broadly the risk factors for adolescent 
substance use can be classified into individual 

and environmental factors. 

4 .1 Individual factors  

Individual factors contributing to substance 
use disorder include:

4 .1 .1 personality traits 

Two disinhibited personality traits of 
sensation seeking, characterised by higher 
sensitivity to reward, and impulsivity, 
characterised by poor behavioural or inhibitory 
control, have been related to both substance 
use onset and transition from controlled to 
compulsive drug seeking and taking(2)(7). In 
addition, rebellious traits and impairment in 
emotional regulation have also been associated 
with substance use. (7)

4 .1 .2 externalizing and Internalizing 
disorders 

Externalising disorders such as attention 
deficit hyperactivity disorder (ADHD) and 
conduct disorder or subclinical increases in 
externalizing traits are linked to increased 
risk for problem substance use in adolescence. 
Internalising disorders such as major depression, 
anxiety or subclinical increases in internalising 
traits also increase the risk for adolescent 
problem substance use. Both externalising 
and internalising factors can co-exist together. 
Adolescents are more susceptible to substance 
use when they have externalising problems, 
emotional dysregulation, negative affect, and 
internalising problems. (2)

4 .1 .3 Academic performance 

Adolescents who perform poorly 
academically are more likely to use drugs and 
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later abuse them. Academically successful 
students are more likely to form wholesome 
bonds with their schools, encouraging them 
to adopt prosocial behaviours that lower their 
chance of developing substance use. The lack of 
this link makes people more prone to abnormal 
behaviours, such as substance abuse(8) 

4 .1 .4 Genetic predisposition 

  Adolescents with family histories of 
alcohol or other SUDs are approximately 4 to 
8 times more likely to develop an alcohol or 
other drug use disorder. This family-history-
associated risk is amplified in individuals with 
more biological parents, grandparents, and other 
family members with SUDs (9) 

4 .1 .5  lack of perception  
of harm from drug

An adolescent’s understanding of harm 
associated with drug use, its availability in the 
neighbourhood and perception of the lack of 
community or legal enforcement against drugs 
forms an independent risk factor. This is more so 
established in studies related to cannabis use. (7)

4 .2 environmental factors 

The unfavourable environment during the 
developmental stage has a profound and long-
lasting impact on the development of the brain, 
cognition, behaviour, and the concept of self. 

4 .2 .1 Family factors 

Family of origin forms a significant part of an 
adolescent’s environment, and any disturbance 
within the family of a subsystem can lead to 
adverse developmental trajectories, including 
substance use disorder. It includes parental 

personality traits and attitudes, behaviours, 
child-rearing practices, and the nature of the 
parent-child and marital relationships. (2)(10)

As discussed, heritability studies have 
already evaluated the risk of SUD in offspring and 
siblings of SUD.  Apart from genetic contribution, a 
family history of SUD also forms an environmental 
risk factor. Studies evaluating parental smoking 
suggested that smoking in offspring is higher and 
would require a specific intervention to prevent 
adolescent substance use. (2) Pre and peri-natal 
substance use is also an independent risk factor 
for adolescent substance use. This is both genetic 
and an environmental risk with the interaction of 
2 risk factors, i.e. substance use in the mother is 
noted to affect the parenting/ caregiving ability of 
the mother as well. (7) This can apply to paternal 
substance use as well. 

Parenting is an essential part of 
development. Any adversities in parenting/ 
attachment such as a single parent, separated or 
divorced parent, distant parent-child attachment, 
or authoritarian or uninvolved parenting, can 
lead to adolescent substance use. (10) Family 
conflict, whether between the parent and partner 
or parent and offspring, is related to adolescent 
substance use and dependence. (2) Further, the 
individual sociodemographic profile of parent,s 
like low educational status and income, also 
predisposes adolescents to substance use. (2)(7)

4.2.2 Peer-related factors 

Personal characteristics influence the 
adolescent’s decision on peer alliances. Substance 
usage is directly correlated with both individual 
elements and peer affiliations. Adolescents who 
exhibit emotional restraint, hold more unusual 
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views, and suffer from high levels of affective 
discomfort, as well as those who associate with 
rebellious peers, are more prone to take drugs. 
(10)

The most consistent predictors of teenage 
substance use across all ethnic groups are 
peer substance use and peer encouragement 
of substance use. The relationship between 
adolescent substance use and peer substance 
use is reciprocal in that one might be influenced 
by their  peer or find peers who use substance 
if adolescents are already using the substance. 
(2)(7) Peer norms that support drug use are 
also crucial. Adolescents are more inclined to 
use drugs if they believe that the majority of 
other teenagers their age do. As a result, drug 
prevention initiatives can take advantage of this 
“perception bias” by giving accurate information 
about the proportion of teenagers who use drugs. 
(2)

Being a part of the peer group is an essential 
part. Rejection from a peer group can lead to 
social isolation, , leading to low self-esteem and 
putting the adolescent at risk again. (7)(10)

4 .2 .3 Adverse childhood experiences 
(ACe) 

Adverse childhood experiences can be a 
single event or chronic and persistent. ACE can 
be physical abuse such as violence, sexual abuse 
or violent maltreatment, or emotional abuse such 
as bullying, neglect, social isolation or witnessing 
any traumatic event, including domestic abuse. 
Adolescent victims may use drugs to ease the painful 
psychological consequences of victimization and in 
part, to self-medicate symptoms of post-traumatic 
stress disorder. (2)(10)

Adverse childhood experiences can lead to 
blunted stress reactivity. This may be a marker 
of risk for addiction. An altered motivational and 
behavioural reactivity to stress that contributes 
to disinhibited behavioural reactivity and 
impulsivity, in turn leading to increased 
vulnerability to substance use (2)

4 .2 .5 Schooling and neighbourhood 
factors 

Schooling influences substance use in 
adolescents both directly and indirectly. Lack 
of rules enforcement and low safety level can 
act as predisposing factors. Indirectly frequent 
changes in schools and deviant peer groups can 
also contribute to substance use (2)

Similar to schooling, neighbourhood 
factors affect adolescent substance use directly 
and indirectly. The direct effect includes the 
availability of drug the or offering of a drug to 
adolescents or lacking social control. Similarly, 
indirect factors consists of  stress, violence and 
deviant peer group exposure. (2)

5 . protective factors 

We need to understand that risk and 
protective factors don’t exist in isolation but are 
correlated and cumulative. Risk factors tend to 
be positively correlated with one another and 
negatively correlated to protective factors and 
vice-a-versa. In other words, people with some 
risk factors have a greater chance of experiencing 
even more risk factors, and they are less likely 
to have protective factors. Also the effect size 
of various risk and protective factors increases 
when together.

A better way of understanding protective 
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factors would be to look at them through the lens 
of prevention programs. These programs seek 
to enhance protective factors and to reduce risk 
factors.

5.1 Individual-level protective factors - 
might include positive self-image,  

self-regulation, or social competence. 

5.1.1 Self-regulation

Self-regulation refers to the ability to alter 
one’s responses; that is, an adolescent’s affect, 
behavior, and cognition are consistent with an 
adolescent’s ideals, values, morals, and social 
expectations supportive of the pursuit of his/
her long-term best interests. Self-regulated 
behaviors include the ability to: 1) delay 
gratification, 2) rapidly transition between 
different tasks, 3) focus attention, and 4) control 
one’s emotions and behaviors. Adolescence is 
a critical period for the formation of the brain 
mechanisms related to self-regulation. Impaired 
self-regulation (that is, self-dysregulation) is 
associated with the initiation and maintenance of 
a variety of risk-taking and health compromising 
behaviors including the experimentation and use 
of substances. Research has demonstrated an 
inverse correlation between self-regulation and 
substance use. Thus, when self-regulatory skills 
fail to emerge or are impaired during adolescence 
the likelihood of serious substance use-related 
harm is increased.

5 .1 .2 higher intelligence

Adolescents with higher intelligence are 
protected from abuse of substances because 
of their better ability to negotiate high-risk 
environments(1,2).

5 .1 .3 Resilient temperament

One of the inferences from the research on 
risk factor was that despite having significant 
number of risk factors, many adolescents did 
not develop behavioral problems. This led to 
the concept of resilience. It refers to the higher 
than expected adaptive functioning despite 
the presence of multiple risk factors(3,4). The 
developmental pathways to substance use often 
highlight the importance of temperament. Salient 
findings of the Australian temperament project 
cohort suggested that easy temperament, and a 
shy and cautious temperament acted as early age 
protective factors(5).

5 .1 .4 Social and emotional competence

It refers to the spectrum of interpersonal 
skills those which aid the person incorporate 
emotions, thinking, and behaviors to specific 
social and interpersonal goals (6). Social 
and emotional competence in childhood is a 
protective factor, reducing the influence of risk 
factors for alcohol abuse (Finland cohort study) 
and illicit drug use (New York cohort study)
(7). Its importance is also highlighted by the 
effectiveness of prevention programs such as Life 
skill training in reducing substance use in school 
populations (8).

5 .1 .5 Religiosity

Religiosity refers to the moral sanctions 
taught through religious institutions or families, 
that an individual considers before engaging in 
problem behaviors. Studies suggest a strong 
inverse correlation between religiosity and 
substance use (9). Also, religious parents tend 
to rear religious children and those parents 



Vol. 1
January 2018

Vol. 1
January 2018

August 
2022

20

share their behavioral values with their children. 
Likewise, they are more likely to support and 
monitor their children; they tend to be more 
actively engaged in authoritative parenting 
(rather than authoritarian parenting); and, they 
are more likely to set a strong and clear example 
of healthier lifestyles (10).

5 .1 .6 other individual protective 
factors

These includes perceived risk of use, a 
positive sense of self, disapproval and avoidance 
of peers who use substances, affiliation 
with prosocial peers, a focus on academic 
performance, academic competence, healthy 
social skills, healthy coping styles (including 
empathy and problem-solving skills), a strong 
internal locus of control, and the use of 
psychopharmacotherapy when indicated for 
attention-deficit/hyperactivity disorder (ADHD) 
and other possible childhood psychiatric 
disturbances.(10–13)

5 .2 environmental protective factors

Environmental protective factors can be 
conceptualised as a combination of parenting 
practices and  adolescents community with a 
special focus on school and peers.

5 .2 .1 parenting style and practices

5 .2 .1 .1 parenting style

Parenting style characterized by firm and 
consistent limit setting, careful monitoring, 
nurturing, and open communication patterns 
with children are protective against substance 
use and other negative outcomes. Authoritative 
parenting, as opposed to rigid authoritarian 
parenting, is a key protective factor(14,15). 

5 .2 .1 .2 parental monitoring

Parental monitoring refers to “parental 
awareness, watchfulness, and supervision 
of adolescent activities in multiple domains 
(i.e., friends, school, and behavior at home), 
and communication to the adolescent that the 
parent is concerned about, and aware of, those 
activities”(16). It involves age-appropriate adult 
supervision of activities inside and outside the 
home, enforcing household rules, establishing 
curfews, and knowing their child’s friends. In 
a metanalytic review of longitudinal studies, 
parental monitoring was recognized as the 
strongest protective factor for adolescent 
drinking which was inversely corelated with both 
delayed alcohol initiation and reduced levels of 
alcohol use in adolescence (17).

5 .2 .1 .3 Family engagement  
and support

Adolescents with strong bonding to their 
parents and a cohesive family might be more 
motivated to obtain out their parents’ support 
if they face a substance use problem. In short, 
a cohesive and loving family not only provides 
support but also a context to learn, enact, 
reinforce prosocial coping behaviors. Evidence is 
mounting to suggest a direct correlation between 
higher parent adolescent relationship quality and 
better substance use related outcomes(17–19).

5 .2 .1 .4 parental attitude towards 
substance use and health

Parental attitudes toward substance use 
and health in general represents an indirect 
means of social modeling for children. A strong 
belief in maintaining good health and  parental 
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disapproval of substance use were predictors of 
improved outcomes for substance use (20).

In summary, protective factors related 
to connectedness to family include cohesive 
and loving family relationships and a strong 
and stable attachment to parent. There is also 
the role of positive parental guidance in the 
avoidance of substance use with the display of 
a strong example at home, increased parental 
presence and, increased parental supervision 
and monitoring of adolescent’s activities with 
peers with clear and consistent rules of conduct 
and boundary setting that are followed within 
the family structure.

5 .2 .2 Community protective factors

5 .2 .2 .1 School connectedness

School connectedness has protective effects 
on substance abuse (21). School protective 
factors can be divided into: (i) supportive 
teachers, (ii) high academic aspirations, and (iii) 
positive academic achievement. Teachers can act 
as a tremendous source of support especially 
in situations where there is a lack of familial 
support. Teachers can provide a unprejudiced 
point of view, and help adolescents feel connected 

to school, provide prosocial examples, and buffer 
negative peer interactions (10). 

5 .2 .2 .2 peer relationships

Peer relationships where friends are not 
engaged in substance use and general school 
environment and peers disapprove of its use is 
an important protective factor against their use 
(12,22).

Table 1 summarizes risk and protective 
factors for adolescent substance use. 

6 . Conclusion 

Vulnerability is a dynamic state with a 
complex interaction between risk and protective 
factors. Adolescents are generally at higher 
risk due to neurocognitive status, wherein 
additional risk factors can predispose them to 
substance use disorder. Protective factors can 
reduce the predisposition. Understanding risk 
and protective factors facilitate clinicians in 
addressing not only the presenting substance use 
but also the underlying vulnerability. Preventive 
measures need to be taken at the individual 
and community level to reduce risk factors and 
increase protective factors.
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table 1: overview of adolescent risk and protective factors 

Risk factors Protective factors 
-	 Externalizing and internalizing 

disorders 

-	 High impulsivity, sensation seek-
ing

-	 Rebelliousness and alexithymia 

-	 Low intellectual development 

-	 Lack of perception of harm from 
substances

-	 Family history of SUD 

-	 Adverse childhood experience 

-	 Poor academic performance

 Individual Factors -	 Higher self-efficacy 

-	 Average intelligence 

-	 Good social skills 

-	 Spirituality/religiosity

-	 Good coping skills and 
problem-solving 

-	 Parental SUD 

-	 Parenting style 

-	 Parental psychopathology 

-	 Sigle parent 

-	 Parental separation 

-	 Parental neglect/ Authoritarian 
style

-	 Low parental education 

-	 Family mental illness

-	 Poverty 

-	 Overcrowding

 Family Factors -	 Authoritative parenting 
style 

-	 Fewer siblings

-	 Parental presence 

-	 Family cohesion

-	 Parental value towards 
schooling and risk be-
haviours 

-	 Deviant peer group 

-	 Social isolation from peers

-	 Neighborhood 

-	 Cultural factors 

-	 Exposure to violence

-	 Easy access to substances

Community Factors 
(Includes peer, school, 
neighbourhood as well 
as cultural factors)

-	 Peers with prosocial norms

-	 School with drug policies 

-	 Access to role models

-	 Access to healthcare and 
education 

-	 Employment opportunities 
for adults

-	 Clear expectation of be-
haviours 
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Adolescence is a period of experimentation/
exploration as well as opportunity. Many risky 
behaviours like substance use have their onset 
in adolescence. Substance use before the age of 
18 years is associated with an eightfold greater 
likelihood of developing substance dependence 
in adulthood1. Substance use disorder (SUD) 
is associated with problems in all spheres of 
an adolescent’s life namely individual, family, 
school, and society. It can cause a fall in academic 
performance, juvenile delinquency, rape, 
promiscuous sexual behaviour, HIV, hepatitis, 
family conflict, runaway behaviour, depression, 
or suicide attempts2. Drug-crime correlation has 
been noted with the consumption of substances, 
for example, cannabis intake is linked with 
murder, inhalants with rape, and opioids with 
snatching-related crimes3. Children affected by 
substance abuse are considered as ‘children in 
need of care and protection under the Juvenile 
Justice Act, 2015. Every year, the international 
day against drug Abuse and illicit trafficking is 
celebrated on June 26 with the aim to sensitize 
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individuals and communities around the 
challenge of drug abuse and addiction as well as 
its impact. 

 Based on effects on the central nervous 
system, drugs are classified as depressants, 
hallucinogens and stimulants4.

1. Depressants: These substances decrease 
arousal by decreasing activity in the CNS. 
They include sedative-hypnotics such as 
benzodiazepines and barbiturates, alcohol, 
inhalants, and opioids.

2. Stimulants: This group includes drugs that 
stimulate the CNS and produce arousal and 
behavioural activation. These include cocaine, 
amphetamines, caffeine, and nicotine. 

3. Hallucinogens/ Psychedelics: These are 
drugs that produce psychedelic or mind-
altering experiences, such as perceptual 
abnormalities like hallucinations. They 
include psilocybin, lysergic acid diethylamide 
(LSD), and dimethyltryptamine (DMT).5
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In recent times, e-cigarettes have become 
popular amongst the youth, even though they 
have been banned in India. These are battery-
powered devices used to smoke or vape 
nicotine and may be flavoured. Like cigarettes, 
e-cigarettes may result in nicotine addiction and 
toxicity. E-cigarettes use is also associated with 
acute lung injury and death. 

Challenges in office management of 
SUd in adolescents: 

Adolescents are almost always brought by 
a parent or guardian to the pediatrician’s office, 
and most of them do not seek help on their own. 
Some problems which frequently occur in such 
situations are as follows: 

• The child may not want to discuss about 
substance use in front of the guardian. 

• The child may not perceive substance use as 
a cause for concern. 

• The child may want to continue using 
substances as it serves some purpose, such 
as being accepted in a particular peer group, 
coping with stressful situations or mood. 

• The child may be afraid of being reprimanded 
about using substances. 

• Substance use may be a consequence of 
developmental vulnerabilities such as ADHD, 
adverse childhood events, inconsistent 
parenting, poor social support, poverty, or 
unidentified primary mental illness such 
as depression, bipolar disorder, anxiety 
disorders and so on. 

Approach to an adolescent with 
substance use presenting to the opd: 

It is important to maintain a high index of 
suspicion for substance use in adolescents, and 
to identify vulnerabilities which may potentially 
lead to substance use. However, approaching the 
interview with a non-judgmental, empathetic 
stance is necessary in order to overcome the 

above-listed challenges. 

• The adolescent may feel more comfortable to 
discuss about substances when interviewed 
alone, without the presence of the guardian. 
Permission may be sought from the adolescent 
to conduct part of the interview alone. 

• Discussing about confidentiality beforehand 
may help the child to speak more openly about 
substance use. 

• Ask the child what their perception about 
substance use is, and what they plan to do 
about it. 

• Ask permission to provide information and 
facts about various substances and their short 
and long-term negative effects. 

• Once confidence of the child is gained, detailed 
evaluation can be started, to identify if the 
child meets the criteria for substance use 
disorder, according to the Diagnostic and 
Statistical Manual, 5th Edition (DSM 5)6 or 
the International Classification of Diseases, 
10th Edition (ICD-10). [Table 3]

Role of the paediatrician in adolescent 
SUd: 

The paediatrician is often the first point 
of contact with the child and parents. The child 
may be brought with various complaints such as 
academic decline, absenteeism, rule-breaking at 
school, decreased interaction with friends and 
family, anger outbursts, physical aggression, 
sleep disturbance, decreased appetite, discrete 
change in behaviour compared to usual self, 
being caught with substances or paraphernalia. 
Evaluation and management would consist of the 
following: 

A: At the individual level

• Step 1: Screening and initial evaluation

• Step 2: Therapeutic interventions

• Step 3: Referral and liaison with other services. 
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B: At the parental level

C: At the community level

At the individual level:

Step 1: Screening and initial evaluation for 
SUD

All adolescents should be screened for 
SUD. The HEEADSSS interview focuses on the 
assessment of the Home environment, Education 
and employment, Eating, peer-related Activities, 
Drugs, Sexuality, Suicide/depression, and 
Safety from injury and violence to screen for 
risk and protective factors, co-morbid high-risk 
behaviour, mental disorders and involvement 
with the juvenile justice system. During HEADSSS 
screening of an adolescent, anticipatory guidance 
reinforcing avoidance of drug use should be given 
to abstinent adolescents. Suggested screening 
questions are-‘Do any of your friends or family 
members use cigarettes, alcohol or drugs?’ ‘Has 
anybody asked you or forced use to use drugs’ 
‘Sometimes young people use drugs, what do you 
feel about drug use?’

In case of adolescents using or having 
used substances, the CRAFFT questionnaire can 
be used for initial assessment of substance use 
in adolescents. It is a free-to-use substance use 
screening tool for adolescents, validated for use 
between the ages of 12-21 years.7

the CRAFFt Questionnaire

• Have you ever ridden in a CAR driven by 
someone (including yourself) who was “high” 
or had been using alcohol or drugs?

• Do you ever use alcohol or drugs to RELAX, 
feel better about yourself, or fit in?

• Do you ever use alcohol or drugs while you 
are by yourself, or ALONE?

• Do you ever FORGET things you did while 
using alcohol or drugs?

• Do your FAMILY or FRIENDS ever tell you that 
you should cut down on your drinking or drug 
use?

• Have you ever gotten into TROUBLE while 
you were using alcohol or drugs? Scoring and 
Interpretation: Score (1) point for each “YES” 
answer. A score of (2) or more indicates the 
need for a detailed assessment.

Along with this, other non-specific signs 
(Box 1), and substance-specific signs (Table 2) are 
additional features that can be evaluated in the 
initial screening. Specific drug history including 
the type of the drug/s used, the extent of use, 
setting of use, and degree of social, educational, 
and vocational disruption should be elicited.

Box 1: Nonspecific flag signs

• Efforts to mask the smell as evidenced by 
frequent rinsing and washing hands, use of 
perfume or deodorant, chewing mint

• Avoiding eye contact and hug by parents.

• New set of (senior) friends

• Social isolation with loss of interest in 
activities the teenager enjoyed earlier.

• Scholastic deterioration.

• Poor hygiene altered appetite and sleep 
pattern.

• Changed preference for movies and music 
which depict high action and drug abuse.

• Unexplained irritability and increasing 
conflicts with parents and teachers.

• Spending extra time in the toilet.

• Stealing money/valuables from the house
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Table 2: Drug-specific clues

Drug used Physical symptoms Look for

Alcohol slurred speech, relaxed inhibitions, impaired 
coordination, euphoria during intoxication. 

Restlessness, anxiety, tremors, tachycardia, 
diaphoresis, sleep disturbance during with-
drawal. 

Smell of alcohol on clothes or breath, 
intoxicated behavior, hangover, 
glazed eyes

Tobacco Irritability, frustration, anxiety, restlessness, 
depressed mood, increased appetite during 
withdrawal.

Smell of tobacco in breath, tobacco 
staining in oral cavity, and burns at 
tips of fingers. 

Marijuana Red conjunctiva, increased appetite, dry 
mouth, tachycardia during intoxication., 

Irritability, anxiety, sleep disturbance, trem-
ors, headache, pain abdomen, chills during 
withdrawal. 

Rolling papers, pipes, dried plant 
material, odour of burnt hemp rope, 
roach clip

Hallucinogens 
(Lysergic acid 
diethylamide, Psi-
locybin, MDMA

Altered mood and perceptions focus on 
detail, anxiety, panic, nausea, synaesthesia 
( ex: smell colours, see sounds) in intoxica-
tion.

Capsules, tablets, microdots, blotter 
squares

 Opioids (opium, 
heroin, codeine)

Euphoria, drowsiness, insensitivity to pain, 
pinpoint pupil, in intoxication. Cold moist 
skin, runny nose, increased tearing of eyes, 
gooseflesh skin, restlessness, body pains, 
nausea, loose stools during withdrawal.

Needle marks on arms, needles, 
syringes, spoons, “cough syrup”, 
capsules and tablets

Stimulants (co-
caine, amphet-
amines,)

Alertness, talkativeness, wakefulness, 
hypervigilance, stereotyped behaviours, in-
creased blood pressure, chest pain, tachycar-
dia, loss of sleep and appetite, hyperactivity 
in intoxication. 

Fatigue, increased appetite, insomnia or 
hypersomnia, dysphoric mood, vivid dreams 
during withdrawal. 

Glass vials, glass pipes, razor blades, 
white crystalline powder, syringes, 
needle marks , Pills and capsules

Date rape drugs 
e.g. Flunitraze-
pam, 

Barbiturates

 Amnesia Tablets, ampules, syringes
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table 3: dSm 5 has the following criteria for diagnosing substance use disorders:

1. Substance is often taken in larger amounts and/or over a longer period than the patient intended. 
2. Persistent attempts or one or more unsuccessful efforts made to cut down or control substance use
3. A great deal of time is spent in activities necessary to obtain the substance, use the substance, or 
recover from effects.
4. Craving or strong desire or urge to use the substance 
5. Recurrent substance use resulting in a failure to fulfil major role obligations at work, school, or 
home. 
6. Continued substance use despite having persistent or recurrent social or interpersonal problem 
caused or exacerbated by the effects of the substance. 
7. Important social, occupational or recreational activities given up or reduced because of substance 
use.
8. Recurrent substance use in situations in which it is physically hazardous.
9. Substance use is continued despite knowledge of having a persistent or recurrent physical or psycho-
logical problem that is likely to have been caused or exacerbated by the substance.
10. Tolerance, as defined by either of the following:

 a. Markedly increased amounts of the substance in order to achieve intoxication or desired effect.

 b. Markedly diminished effect with continued use of the same amount. 
11. Withdrawal, as manifested by either of the following:

a. The characteristic withdrawal syndrome for the substance.

b. The same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms.

Mild: 2-3 symptoms present 

Moderate: 4-5 symptoms present 

Severe: 6+ symptoms present
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Step 2: therapeutic Interventions

In 2016, the American Academy of 
Paediatrics endorsed the simple to use and 
implement, Screening Brief Intervention Referral 
to Treatment (SBIRT) model to manage substance 
use in adolescence.  The SBIRT model is used 
along with the Screening to Brief Intervention 
(S2BI) tool8, which uses a stem question and 
forced-response options (none, once or twice, 
monthly, and weekly or more) in a sequence to 
reveal the frequency of past-year use of tobacco, 
alcohol, and marijuana. If these questions elicit 
positive responses, then further questions on 
prescription drugs, illegal drugs, inhalants, and 
herbs or synthetic drugs are asked. 

• Use the Screening to Brief Intervention 
Tool (S2BI Tool) given below: https://www.
mcpap.com/pdf/S2Bi%20Toolkit.pdf 

                                                    

 

management according to the severity 
of drug use is as follows:

 1.  No substance use: Paediatricians should give 
positive reinforcement, encourage being 
‘drug-free’ and discuss the risks of drug use 
and skills to withstand negative peer pressure.

2.  No substance use disorder (SUD) is when 
the adolescent has used the substances 

only once or twice in the past 1 year. The 
pediatrician should give brief advice regarding 
the consequences of drug use. Discuss and 
deal with ‘stressors’ that trigger drug usage 
and reduce other risky behaviour.

3.  Mild/moderate SUD is when the adolescent 
admits to monthly use. Here the paediatrician 
should give motivational intervention. This is 
based on the principles of expressing empathy, 
developing discrepancy between life goals 
and the need to use drugs which could be 
stumbling blocks towards reaching the goals, 
enhancing self-efficacy to resist drug use, 
and rolling with resistance if the adolescent 
refuses to get motivated to decrease/ stop 
drug use.

4.  Severe SUD is when the adolescent uses 
substances weekly or daily. Paediatrician 
should refer such cases to an adolescent 
friendly psychiatrist for cognitive behaviour 
therapy and motivational intervention. Family 
therapy in the form parental support, love, 
better communication, reduced blame and 
encouragement for the change should also be 
planned.   

Step 3: Referral and liaison with  
other services

Adolescents with severe SUD, severe 
withdrawal symptoms, polysubstance use, 
complications of SUD can be referred to psychiatry 
or addiction medicine setups, where facilities will 
be available to address above issues and provide 
substitution therapy and detoxification where 
necessary. Non-pharmacological interventions 
such as motivational interviewing and relapse 
prevention therapy can also be initiated by 
clinical psychologists. Psychiatric social workers 
can work with the family in terms of addressing 
parenting styles, negative expressed emotions 
and family discord. 

B: At the parental level

 
Screening

Quickly assess the 
severity of substance 
use and identify the 
appropriate level of 

treatment.

 
Brief Intervention

Increase insight and 
awareness of substance, 

motivation toward 
behavioral change.

 
Referral to Treatment

Provide those identified 
as needing more extensive 
treatment with access to 

specialty care.
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In a parental guidance session, the following 
tips could be given. 

•  Teach children to be goal oriented and in tune 
with their culture and beliefs. Provide a loving 
and supportive environment. Be a role model, 
avoid using drugs and seek medical help early 
if already ‘on’ drugs and to discourage even 
casual use of drugs

 •  Use an authoritative parenting style and 
set ‘clear limits’. Monitor behavior, media 
exposure, and peer group. Have ‘realistic 
expectations’ and teach life skills: enhance 
self-esteem, develop the coping, assertive, 
critical thinking, and communication skills. 
Ensure a healthy lifestyle and appropriate 
sleep and media hygiene.

 •  Screen and seek early treatment for comorbid 
disorders. Look for ‘flag signs’ of substance 
abuse. Make it clear to the child that they can 
approach parents and punitive action will not 
be taken in case of problems. 

C: At the community level
At the community level, School-based drug 

prevention programs form the cornerstone of 
preventive interventions.

• The school authorities and teachers should 
be sensitized about ensuring school 
connectedness, to emphasize on all round 
development, to teach life skills, to screen and 
refer learning disorders and other emotional 
problems as early as possible, to have regular 
parent-teacher meetings, to have a ‘drug-
free’ environment, to look for ‘flag signs’ of 
drug use and define a clear and usable drug 
abuse prevention module in the school and 
implement it. 

• They should involve the students and parents 
in the formulation, implementation, and 
follow-up process.

•  A non-judgemental, empathetic, approachable 
school counsellor should be appointed, who 
can identify problems and make appropriate 

referrals to pediatric, psychiatric and addiction 
medicine services. 

Conclusions

Substance use disorder is not being 
given much importance in pediatric office 
practice. Substance abuse is a medico-social-
economic problem that can start during 
adolescent life and track into adulthood. Early 
identification and intervention will prevent 
progression to dependence and subsequent 
negative consequences of substance use. Health 
professionals need to partner with parents, 
schools, mental health professionals, and the 
community to prevent. Treatment requires a 
multidisciplinary approach along with parental 
and peer support.
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Introduction to motivational 
Interviewing (mI)

MI is a collaborative, person-centered form 
of guiding to elicit and strengthen motivation for 
change (Miller & Rollnick, 2002). MI should not 
be viewed as a technique, trick, or something to 
be done to people to make them change. Rather, it 
is a gentle, respectful method for communicating 
with others about their difficulties with initiating 
change and discussing possibilities to engage in 
different, healthier behaviors that are in accord 
with their own goals and values. There are several 
ways to include MI in clinical work, ranging from 
MI in brief settings like a busy pediatrician’s clinic 
to using MI as a starting platform or gateway to 
further treatments and interventions.

Indications for mI

When the person expresses low motivation, 
hesitancy to engage in treatment, or difficulty in 
changing behaviour.

principles of mI

The 4 principles of MI are to: (1) express 
empathy, (2) develop discrepancy between 
the person’s values and goals and their current 
problem behaviours, (3) ‘roll’ with resistance 
by exploring the adolescent’s point of view, 
emphasizing personal choice and avoiding 
arguments, and (4) support self-efficacy by 
reinforcing their confidence in their ability to 
effect change.

Suitability of mI for  
adolescent substance users

Research suggests that MI is efficacious 
in improving substance use in adolescents. 
There are several reasons why MI is a promising 
approach for young people with substance 
use problems. First, MI is most appropriate for 
individuals who have not yet reached the severe 
end of the spectrum of a particular health risk 
behavior. In general, young people, because 
of their relative youth, have not experienced 
the extent of physical and psychosocial 
consequences of drinking that many adults have 
experienced. Secondly, adolescents rarely admit 
to or recognize alcohol use problems, and seldom 
seek treatment on their own, indicating the 
likelihood of low baseline motivation for change. 
MI’s use of motivational enhancement strategies 
in a nonjudgmental and nonconfrontational style 
may be particularly useful for engaging young 
people who have little motivation to change. Last, 
MI’s underlying assumption that self-change is 
the predominant pathway to making positive 
changes to drinking behaviors is concurrent with 
one of the primary developmental tasks during 
adolescence—self-development. Adolescents 
will be more convinced by arguments directing 
them toward change that they have thought of 
themselves.

motivational Interviewing  
for Pediatricians
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Adapting mI for use in a  
busy pediatrician’s clinic

Pediatricians are often the first point of 
contact for an adolescent with a substance use 
problem and are therefore critically positioned 
to draw a teenager into the health care system 
and prevent the downward spiral into severe 
substance dependance. As it is not usually 
possible to conduct in depth therapy in a busy 
clinic, the remainder of this article focuses on how 
to engage a reluctant adolescent during a brief 
clinical encounter which will facilitate referral 
and continued care in specialized substance use 
clinics. 

Initial engagement

It is assumed that the one-on-one interview 
with the teenager occurs after the clinician has 
some background regarding the adolescent and 
has a sense of what the problem areas are. 

The opening moments are extremely 
important to form a connection with the 
adolescent and paves the way for the 
interventions to follow. The so called ‘spirit’ of MI 
characterized by a collaborative stance with the 
adolescent, evocation of ideas and ‘change talk’ 
from the teenager (instead of being prescriptive) 
resulting in the youngster feeling that he has 
some autonomy in decision making lies at the 
heart of MI and should permeate the session 
from beginning to end. 

The session can be introduced as an 
opportunity for the young person to understand 
their own pattern of substance use and to 
spend some time, if they are interested, talking 
about ways to avoid problems related to use of 
substance. Practitioners should emphasize that 
they will not tell the young person what to do; 
rather, it is up to the young person to make choices 
about using substances. In the case where a recent 
event (such as medical treatment for intoxication 
or an alcohol-related injury) led to the referral, 
circumstances of this event, including how much 

the young person consumed, who he or she was 
with, and what type of problem resulted can be 
reviewed as an initial step. 

The initial phase of the interview 
also provides an opportunity to minimize 
defensiveness. The practitioner should present 
as empathic, concerned, nonauthoritarian, 
and non-judgmental, a style that is central 
to MI. Open-ended questions, reflective 
listening, affirmations, and summaries (can be 
remembered by the mnemonic ‘OARS’) are key 
MI strategies used to build rapport early in a 
visit. Open-ended questions help the practitioner 
develop an understanding of the young person’s 
recent patterns of substance use and problems 
that developed. An example of an open-ended 
question might be ‘Can you tell me about the 
impact of smoking on your life?’  as opposed to 
‘You do agree that smoking has a detrimental 
impact on health, right?’ which is a closed ended 
question. It is also important to discuss parents’ 
and friends’ attitudes toward substance and how 
those attitudes might affect their own substance 
use behaviours. It is important that you be 
respectful of the young person’s experiences, 
and not make disapproving statements about 
the young person’s behaviour. Affirmations 
express appreciation eg: I really appreciate your 
being so honest with me! Affirmations should 
be genuine and used sparingly; overuse sounds 
inauthentic. Reflective listening calls for a warm, 
non-judgmental restatement, enhancement, or 
expansion of what your patient has said. Younger 
adolescents may respond better to reflections 
of emotion which essentially means to point out 
the emotions that the patient may be expressing 
implicitly. For example, in the case of an 
adolescent seeking to cut down on drinking and 
expressing concerns about missing classes due 
to his problem drinking, a reflection of emotion 
might be: “You’re disappointed and upset when 
you miss out on things like participating in sports 
or classes because of your drinking.” Summaries 
can be used during the process of exploration 
to gather together the patient’s statements 
regarding his thoughts and feelings. 
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exploration and enhancement  
of motivation

Once the assessment of the extent and 
pattern of substance use is complete and rapport 
is established, a strategy called ‘decisional 
balance’ can constitute the latter half of the 
session. In this, you ask the young person what 
he or she likes and does not like about quitting 
substance. Open-ended questions and reflective 
listening statements are used to encourage the 
young person to generate as many likes and 
dislikes as possible (i.e., pros and cons) and to 
talk about the effects of substance, positive and 
negative, that matter to them most. 

For patients who are not at all interested 
in change (precontemplation stage), one could 
ask about the pros and cons of maintaining the 
status quo. For patients in precontemplation 
stage, summarize the 2 sides, presenting the 
patient’s argument for change second, then ask 
an open-ended question prompting talk about 
a possible change in behaviour. The dialogue 
below might be useful for a patient who is not 
interested in quitting smoking: “I would like to 
better understand what you see as the “good 
things” about smoking cigarettes. What do you 
enjoy or like about it? What else? (Ask until 
no further “good things” arise, then continue.) 
What is the other side of that? What are the 
“not-so-good things” about smoking cigarettes? 
What else? (Again, ask until no further “not-so-
good things” arise.) Then reflect both sides by 
summarizing - So the good things about smoking 
are… and the not-so-good things are.... Finally, 
ask your patient to assess: What do you make 
of this? How does this fit with how you see your 
smoking and how does it fit in with your future 
goals? Discrepancy is uncomfortable for anyone. 
People do not like feeling internally discrepant 
and will usually work to resolve inconsistencies 
by changing their behaviour to fit their goals, 
values, perceived identity, or beliefs. Thus, by 
this point, the clinician hopes to elicit ‘change 
talk’ from the client eg: ‘Continuing to smoke will 

be incompatible with my dream of representing 
my school in athletics hence I must quit’. 

It is considered acceptable to contribute 
information towards the decisional balance 
regarding the harmful effects of continuing 
substance use if the client is unable to generate 
any points on his own however in keeping with 
the collaborative spirit of MI, once should always 
ask permission before providing any information. 
For example, “Would you like to know more 
about ______________? or Would it be okay if I told 
you what I thought about this?”

the Behavior Change plan

Once convincing ‘change talk’ (eg: ‘I am 
convinced I should quit alcohol’) is forthcoming 
from the client, it would be appropriate to draft 
a plan for behavioral change to consolidate the 
discussion and create a road map for the way 
forward. A behavior change plan is especially 
appropriate when the patient is close to 
readiness for immediate change. Some patients 
can develop a behavior change plan on their own 
once they are sufficiently motivated; others will 
need guidance. A typical behavior change plan 
includes the following components:

•  The changes I want to make are:

•  The most important reasons to make these 
changes are:

•  The specific steps I plan to take in making the 
change are:

•  Some people who can support me are:

•  They can help me by:

•  I will know my plan is working when:

•  Things that could interfere with my plan 
(barriers) and possible solutions include:

Once the individual is armed with a plan 
for behavioral change one should not expect a 
smooth road ahead. The path to changing problem 
behaviors is riddled with many obstacles and 



Vol. 1
January 2018

Vol. 1
January 2018

August 
2022

35

relapses. Clients who appear motivated and start 
to make changes may find themselves feeling 
demotivated once again if changes do not occur 
as quickly as they anticipated. They may find 
themselves moving backwards hence the clinician 
must go over the entire process with them once 
again for as many times as is necessary. 

Conclusion 

MI is a useful tool for counselling 
adolescents in the clinic. The collaborative 
nature of MI can engender interactions that 
are mutually rewarding and fun. It is amazing 
how resourceful adolescents can be when their 
opinions are elicited and lecturing is eliminated 
from the office encounter. Thus, MI enables 
the paediatrician to support the adolescent’s 
autonomy, facilitate development of important 
life skills like problem solving and decision 
making and promote healthy choices. Most 
importantly, problem behaviours like substance 
use can be effectively addressed as MI promotes 
a strong alliance between clinician and client 
which will enhance retention within the health 
care system and thus nip the problem in the bud 
before downstream complications ensue. 
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Teenage substance use prevention is of 
paramount importance for several reasons. 
Adolescent brain is still developing and they are in 
phase of finding their identity, likes, dislikes and are 
learning life skills from their day to day life. If teens 
experiment with drugs at an early age due to any 
reason specially peer pressure, they can unknowingly 
set themselves up for a potentially life-threatening 
habit. Adolescents who initiate substance use early 
tend to develop negative consequences such as 
higher level of substance use in adulthood, violent 
behaviour, poor physical health and psychiatric 
illnesses (Newcomb MD, 2005). 

Early use can also be a risk factor for future 
delinquency. Numerous studies have documented the 
strong link between alcohol and drug consumption 
and crime. International data show that prevalence 
of alcohol, tobacco, and other drug use substantially 
increases from early to late adolescence. So prevention 
is  an important aspect in this population. Providing 
a firm foundation and clear message about adverse 
consequences of substance abuse is critical to teenage 
substance use prevention (Krystina Murray, 2019).

Prevention of Substance Use
 

dR SUNItA mANChANdA 

dR ShyAm SUNdAR

 

Fig.1 Flowchart showing consequences  
of adolescent substance use

etIoloGICAl model oF 
AdoleSCeNt SUBStANCe USe

The first step towards prevention of substance 
use in adolescents is to understand the factors 
leading on to adolescent substance use. It is often 
the multitude of these factors that contribute to 
vulnerability of adolescents to substance use (Gray, 
2018).
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INteRVeNtIoNS FoR pReVeNtIoN 
oF SUBStANCe USe:

Actually prevention can be considered  as a 
health promotion effort. We know that addiction can 
act as progressive, chronic, and fatal disease. Hence 
prevention need to focus  on creating population level 
changes in context with their culture and tradition so 

that our youth can live a meaningful and productive 
life. 

Only Information dissemination programs 
involving pamphlets describing side effects of 
drugs, fear creating programs, moral teaching 
programs does not seem to be effective with today’s 
generation. It needs a comprehensive and multi-

Fig.2 – Flowchart showing etiological model of adolescent substance use  
(Botvin, 2019; Squeglia, 2017)
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sectorial approach involving national and state health 
agencies, community organizations, schools and 
more important citizen participation in community 
activity to prevent alcohol and other drug problems. 

There are many effective substance abuse 
prevention interventions which can be implemented 
in a variety of settings. Following are various levels of 
prevention- 

1. Primary prevention: This aims at preventing 
the initiation of substance abuse or delaying the 
age of initiation . Primary prevention targets young 
people before they start using or experimenting with 
substances.

2. Secondary prevention : These programs 
target those individuals who have already started 
using substances. 

3. Tertiary prevention: It involves the treatment 
of people who have already been affected by a drug 
abuse, eg. Rehabilitation and relapse prevention 
program.

Prevention can also be conceptualized as 
universal, selective and indicated interventions based 
on target audience. 

1. Universal interventions cater to the general 
population to deter or delay substance use; 

2. Selective interventions focus on children at 
high risk of substance use, eg: children of adults with 
substance use disorder;

3. Indicated interventions target individuals 
already engaging in substance use and are at high risk 
of complications (Botvin, 2019).

Interventions can be delivered at family, school, 
individual, community and policy level. The National 
Institute on Drug Abuse (NIDA) has identified 16 key 
principles for prevention programs based on risk 
and protective factors, the type of program, and the 
delivery of the program (NIDA, 2011). The prevention 

approaches address salient risk factors and protective 
factors towards substance use at various levels  
individual, family, and community levels. These are 
based on psychological theories about aetiology of 
substance use. 

FAmIly INteRVeNtIoNS

Most of the family interventions focus on the 
parent-child dyad and involves aspects like parental 
monitoring, supervision, improving communication 
patterns, skill development in parenting, self-
regulation and social competence. Parents or 
influential adults can play a very important role in 
preventing substance abuse (Jiloha, 2017). Parents 
can talk to their children and explain the consequences 
of drug and alcohol abuse. Talking to children while 
they are young can create a strong foundation 
for awareness of drug use. They can help them to 
understand not only side effects of drugs but also 
help them to learn life skills to resist peer pressure. 
It will keep the communication channel open and 
can promote a bonding and trusting relationship 
which will help them to make wise decisions about 
interests, friends, influences and habits. More 
recent studies have shown that parents, guardians 
and adults influential in a youth’s life who speak to 
their children about the issues and have dinner with 
them on a regular basis, have children with a lower 
rate of use and abuse. For families with significant 
familial conflict, single parenting, drug use, violence, 
crime, structured family therapies like multisystemic 
therapy, multi-dimensional family therapy, functional 
family therapy, brief strategic family therapy can be 
considered (Viviana E. Horigian, 2016).

SCHOOL-BASED  INTERVENTIONS

Youth spend much of their time in a school 
environment. Schools are important places  to 
provide knowledge and skills to prevent substance 
abuse. School-based drug prevention programs that 
are targeted, evidence-based, interactive, youth-
focused, and engaging, have been shown to have 
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success in reducing drug abuse. Intervening early 
at school level  is critical to prevent drug abuse as 
most of experimentation starts at school under peer 
pressure.

Research has shown that programs need to be 
delivered at certain critical stages of transition (i.e. 
when moving from elementary to junior high school) 
when youth might be more receptive to the message. 

In India, ‘Promotion of Mental Health and 
Psychological Well-Being of Adolescents in Schools’ 

project was initiated in Kolar, Karnataka using a 
model developed by experts from National Mental 
Health and Neurosciences (NIMHANS). This program, 
which uses teachers as facilitators, has substance use 
prevention as one among the various modules of this 
program (Vranda, 2015). A manual on ‘Life Skills 
Education for Prevention of Substance Use among 
Adolescents’ was created by Post Graduate Institute 
of Medical Education and Research in association 
with the joint venture of National Institute of 
Social Défense (NISD) under the Ministry of Social 

Fig. 3 – NIDA suggestion for  Prevention program on substance use.
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Justice and Empowerment, Government of India 
and Institute of Mental Health And Neurosciences, 
Kozhikode. This manual released in 2020 includes 
activities for enhancing skills like decision making, 
problem solving, critical thinking, creative thinking, 
empathy, self-awareness, effective communication, 
coping (Seema P. Uthaman, 2020). 

It is important to customize any program 
as per needs of the target population. Following 
is an outline of program as per principles of 
NIDA (National Institute of Drug Abuse) (NIDA, 
2011). NIDA suggestions can be considered when 
determining what kind of prevention program is best 
for individuals and the community (Fig.3).

INteRVeNtIoNS At  
INdIVIdUAl leVel:

These interventions address substance use 
in adolescents who are already using substances to 
facilitate abstinence from substance use, or harm 
reduction. It includes – motivational interviewing, 
Cognitive Behaviour Therapy (CBT), Tobacco 
cessation counselling, self-help interventions through 
written materials or peers, referral to psychiatrist for 
pharmacotherapy if required (Botvin, 2019; Jiloha, 
2017).

CommUNIty BASed INteRVeNtIoNS:

We can encourage and empower the community 
to provide prevention and treatment services to 
alcohol, tobacco, and other drug use disorders more 
effectively. Planning Community Talks  involving 
Senior and famous  community leaders to  educate 
youth, families, and communities about substance use, 
the potentially harmful consequences of underage 
drinking, drug abuse, refusal skills, assertiveness and 
coping skills in structured way. 

Such programs should include city councils, 
social workers, renowned business owners, welfare 
organizations, sports organizations, health care 
providers, non-governmental organizations (NGOs), 

media, schools, government officials, law personnel, 
police officers which would improve the source 
credibility and community participation. (Jiloha, 
2017)

Activities include organizing, planning, 
enhancing efficiency and effectiveness of services 
implementation, interagency collaboration, coalition 
building, and networking. Well co-ordinated 
community interventions, mass media campaigns 
of reasonable intensity with sound theoretical basis 
over consistent duration were found to be effective 
in prevention of smoking and alcohol use. Building 
healthy communities will encourage healthy lifestyle 
choices among our youth.

polICy leVel INteRVeNtIoNS:

At a national level, legal frameworks provide 
a scope for preventing adolescent substance use at 
various levels such as access, sale, use of substances. 
Such Indian laws include:  Cigarette and Other 
Tobacco Products Act (COTPA), Narcotic Drugs and 
Psychotropic Substances Act (NDPS), and preventive 
efforts include:

1. Prohibition of use of controlled substances,

2. Availability and sale restrictions,

3. Minimum legal age for smoking and drinking,

4. Taxation and maximum pricing,

5. Restricting / banning advertisements (Jiloha, 
2017). 

CoNClUSIoN:

Adolescent substance use is a phenomenon 
with multiple etiological factors and offers scope 
for prevention at various levels through different 
strategies. To achieve the goal of prevention, a 
multipronged approach utilizing family based, school 
based, individual and policy level changes is essential. 
Such prevention programs should have strong 
theoretical basis, flexible to needs of the population 
and involve multisectoral participation.
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SOCIAL  

1. Navi Mumbai IAP was awarded the Arogyam Dhansampada Award for 
excellent work for medical and social support to the society. 

2. Dr Kaustubh Mohite secured first prize in The Young Investigator, in the 
recently concluded International Pediatric Pulmonology Conclave in 
France. 

3. NMIAP office bearers Dr Prashant Weekey, Dr Mahendra Tople & Dr 
Amog Shahane under the guidance of NMAP President Dr Jeetendra 
Gavhane and Secretary Dr Satish Shahane, who have distributed useful 
school books & stationary at Fanaswadi Adiwasi pada Anganwadi school. 
The occasion was graced by Dr Chetan Gaikwad ICDS incharge, Raigad 
district and Mrs Vanita Tandel Block Angadwadi sevika. 

4. Healthtech start-up Fitterfly raises $12 million in Series A.K.Singal (Ped. 
Urosurgeon). It's Amazon's first healthtech investment in 
India.https://www.moneycontrol.com/news/business/announcements/he
althtech-start-up-fitterfly-raises-12-million-in-series-a-8857221.html  

22.  For inculcating the importance of ORS during dehydration and it's life-
saving quality,our EB Member Dr Asmita Patil , beautifully delivered a 
video message on 'Parental awareness of ORS & Zinc and It’s 
Importance'. https://play.myquiz.org/i/00755139  

23. This ORS WEEK our Dynamic Secretary and Dr Satish Shahane has taken 
ORS And Its Preparation @  Dhamole Adiwasi Pada Node so that 
everyone will get benefited from it .He demonstrated How to prepare Ors 
and got it done it from one student and mother so it will help them to 
remember. 

24. ORS prescription is easy but it’s difficult to implement due to Minor issues 
with parents and relatives. How we face in day-to-day life is aptly shown 
by Budding Pediatrician of MGM Hospital & Medical College. This 

wonderful video made by students with the help of their dedicated 
Teacher’s 
Dr Vijay Kamle, Dr.Vikram Patra, Dr.Vikas Gupta, Dr.Amol Madave  and 
TEAM has come out a strong message to society in this ORS WEEK. 

25. On world Hepatitis Day, Dr Jeetendra Gavhane, President NMIAP was live 
on Radio City 91.1 FM to speak about Viral Hepatitis and its prevention. 

26. Senior Pediatrician Dr Vijay Yewale, was quoted as an expert in a regional 
news-paper on the ongoing Hand Foot & Mouth Disease epidemic. 
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wonderful video made by students with the help of their dedicated 
Teacher’s 
Dr Vijay Kamle, Dr.Vikram Patra, Dr.Vikas Gupta, Dr.Amol Madave  and 
TEAM has come out a strong message to society in this ORS WEEK. 
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Activity report August 2022 of IAP Odisha State Branch 
World Breast Feeding Week 2022 

 
In the coordination, cooperation and support of Past President Dr Prasanna 
Kumar Sahoo, IAP Odisha Branch celebrated World Breast Feeding Week at 
Jajpur Road, Odisha from 1st – 7th August 2022. 
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