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INTRODUCTION 

Globally, between 82,000 and 99,000 children and 

adolescents initiate smoking every day, with almost half 

continuing into adulthood, and half of those expected to 

die prematurely from tobacco-related illnesses.1 If 

unchecked, tobacco could claim the lives of nearly 250 

million of today’s children.2 In India, the Global Youth 

Tobacco Survey (GYTS, 2019) reported that 14.6% of 

adolescents aged 13–15 years were current users, with a 

higher prevalence among boys.3 Beyond cigarettes, 

smokeless tobacco such as gutkha, kharra, and bidis 

remains common.4  

A large-scale survey conducted by Government Dental 

College and Hospital, Nagpur, among 23,000 tribal 

students, revealed a 53% prevalence of tobacco use, 

reflecting the magnitude of the problem in vulnerable 

populations.5 As adolescence represents a critical period of 

psychological and social development, the school 

environment plays a pivotal role in shaping health-related 

behaviors. School social capital—comprising trust, 

cooperation, networks, and shared values within a school 

community can be strategically leveraged to reduce 

tobacco use among adolescents.6 

Adolescent tobacco use strongly predicts adult dependence 

and morbidity. Nearly 90% of adult smokers begin before 

the age of 18.7 In India, weak enforcement of bans on 

kharra and gutkha, coupled with social acceptance of 

smokeless tobacco, exacerbates the issue.8 The easy 

availability of tobacco around schools and exposure to role 

models who smoke further increase experimentation and 

initiation among youth. 
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SCHOOL SOCIAL CAPITAL AND HEALTH 

BEHAVIORS 

School social capital encompasses the resources embedded 

in social relationships within the school setting, 

influencing students’ health behaviors, attitudes, and 

academic engagement. It operates through two primary 

dimensions: bonding social capital, referring to close, 

trust-based ties among peers and teachers, and bridging 

social capital, referring to broader connections across 

diverse groups such as parents, school authorities, and the 

community.9,10 

A supportive and cohesive school environment can foster 

positive norms that discourage health‐risk behaviors like 

tobacco use, substance abuse, and violence.11 Students 

embedded in strong social networks are more likely to 

internalize school norms, exhibit prosocial behaviors, and 

seek guidance during stress.12 Conversely, low school 

connectedness and perceived discrimination have been 

associated with increased smoking, absenteeism, and poor 

mental health outcomes.13,14 

Empirical evidence suggests that high levels of school 

social capital are inversely associated with tobacco and 

alcohol use. In a Japanese cohort, Takakura demonstrated 

that social trust at school significantly predicted reduced 

smoking and drinking.9 Similarly, a Finnish study reported 

that students perceiving higher teacher support and school 

fairness had lower odds of daily smoking.15 In the United 

States, Bond et al found that students with strong school 

connectedness were less likely to initiate smoking, even 

after adjusting for parental and peer influences.16 

Teacher–student relationships serve as a critical conduit 

for social capital. Trusting relationships enhance 

communication and provide adolescents with non-parental 

adult role models who reinforce health-promoting 

norms.17 Peer support networks also shape behavioral 

choices; adolescents are more likely to conform to anti-

tobacco norms when their peer groups model abstinence 

and offer emotional support.18 

Parental involvement further strengthens school social 

capital. Family–school collaboration enhances 

monitoring, improves communication, and reinforces 

consistent health messaging across home and school 

settings.19 Collective participation in extracurricular 

activities, student-led clubs, and community health events 

enhances bridging social capital by promoting shared 

goals and belonging. 

Ultimately, schools that nurture high levels of trust, 

reciprocity, and shared responsibility foster resilience and 

psychological safety, thereby mitigating adolescent 

vulnerability to tobacco use and other risky 

behaviours.20,21 These findings underscore that social 

capital is not a passive construct but an actionable 

determinant of adolescent health, warranting its 

integration into tobacco prevention and health-promotion 

frameworks within educational settings. 

COMPONENTS OF SCHOOL SOCIAL CAPITAL 

Trust and cooperation 

Adolescents who trust their teachers and peers are more 

likely to seek help and resist peer pressure. A Japanese 

study demonstrated that higher social trust at school 

significantly reduced smoking and drinking behaviors.22 

Networks and relationships 

Social network analyses show that adolescents with 

stronger peer connections are less likely to smoke, while 

socially isolated students are at higher risk.23 

Sense of belonging 

A positive school climate fosters belonging and 

discourages initiation. Longitudinal data from the Healthy 

Passages study found that higher school social capital in 

grade 5 predicted lower smoking rates by grade 10.24 

Positive norms and values 

Schools that demonstrate visible anti-tobacco norms and 

teacher role modelling report lower student smoking 

rates.25 Permissive environments, by contrast, promote 

experimentation.26 

Parental and community involvement 

Active parent–teacher associations and engagement 

activities reinforce anti-tobacco messages. Indian research 

highlights that parental tobacco use is a strong predictor of 

adolescent use.27 

STRATEGIES FOR HARNESSING SCHOOL 

SOCIAL CAPITAL 

Strengthening school social capital requires structured, 

multisectoral strategies that integrate trust-building, peer 

influence, and community participation into the fabric of 

school life. Schools serve as micro-communities where 

values, norms, and behaviors are shaped daily; thus, well-

designed interventions can translate social cohesion into 

tangible health outcomes such as reduced tobacco use and 

improved psychosocial resilience. 

Peer mentoring and student-led clubs 

Peer influence is one of the strongest predictors of 

adolescent tobacco initiation. Harnessing this influence 

positively through peer mentoring, student-led clubs, and 

health ambassador programmes fosters bonding social 

capital and empowers adolescents as change agents.23 

Peer-led initiatives have been shown to improve 

knowledge, shift social norms, and enhance refusal skills 
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against tobacco offers.24 For example, the Youth Against 

Tobacco initiative in India demonstrated that students 

trained as peer leaders could sustain anti-tobacco advocacy 

within their schools for over a year.25 Integrating such 

programmes into school health clubs or NSS/NCC units 

can provide institutional continuity and recognition. 

Teacher engagement and curriculum integration 

Teachers play a pivotal role in shaping school norms and 

act as credible role models for students. Training teachers 

to deliver interactive tobacco education using case-based 

learning, group discussions, and problem-solving tasks has 

been linked to greater student engagement and long-term 

retention of anti-tobacco messages.26 Embedding health 

literacy and life-skill education within curricula helps 

create a consistent anti-tobacco narrative across grades. 

Teachers should also receive ongoing sensitization to 

detect and counsel at-risk students while maintaining 

confidentiality and trust. 

Parental engagement and family–school collaboration 

Parental involvement enhances the bridging social capital 

of schools by linking home and school health 

environments. Regular Parent–Teacher Association (PTA) 

meetings, parenting workshops, and take-home 

educational materials can align parental attitudes with 

school norms. Studies have shown that consistent parental 

communication and supervision reduce adolescent 

susceptibility to tobacco use even when peer pressure is 

high.27,28  

Schools can also establish “parent peer networks” where 

parents share strategies for maintaining tobacco-free 

homes. It’s important to counsel parents too because one 

of the major reasons of tobacco use among adolescents is 

also home environment.  

No-tobacco policies and consistent enforcement 

Institutional policies are essential to sustain behavioral 

change. Strict no-tobacco campus policies covering both 

smoking and smokeless forms should be visibly enforced 

through signage, routine inspections, and penalties for 

violations. Policy visibility enhances shared responsibility 

and creates a collective understanding of norms within the 

school community. Integrating such policies into the 

School Health Programme under Ayushman Bharat and 

coordinating with local law enforcement can ensure 

sustained compliance. 

Collaboration with health authorities and cultural 

leaders 

Partnerships with local public health departments, NGOs, 

and community leaders extend the school’s social capital 

beyond its boundaries. Culturally tailored health 

campaigns, folk media, and community-based 

participatory events resonate more strongly in rural and 

tribal regions where traditional authority figures influence 

adolescent attitudes. Collaborative initiatives such as the 

Tobacco-Free Village movement and School Health and 

Wellness Ambassadors under the National Tobacco 

Control Programme (NTCP) illustrate how community 

alignment enhances programme sustainability.29 

School-based counselling and cessation support 

For adolescents already experimenting with tobacco, 

school-based counselling services and referral 

mechanisms are vital. Establishing access to trained 

counsellors or psychologists within schools fosters a non-

judgmental support system where students can discuss 

stress, peer influence, and dependence. Group counselling, 

motivational interviewing, and mobile-based cessation 

aids have shown promise in promoting quit attempts 

among adolescents.30 Integrating these services within 

existing Adolescent Friendly Health Clinics (AFHCs) or 

Rashtriya Kishor Swasthya Karyakram (RKSK) 

frameworks can optimize resource utilization. 

Fostering inclusive extracurricular and service activities 

Engagement in extracurricular activities—sports, arts, 

community service strengthens identity, belonging, and 

self-efficacy, which are protective against substance use. 

Schools that promote collective participation in 

volunteering or social action projects create environments 

where students internalize civic responsibility and 

empathy, reinforcing health-promoting norms. 

Together, these strategies embody a whole-school 

approach, transforming schools into cohesive, health-

promoting ecosystems that reinforce trust, collaboration, 

and positive norms across students, teachers, and parents. 

When aligned with national policies such as NTCP and the 

School Health Programme, they can substantially 

contribute to achieving a tobacco-free generation. 

GAPS AND FUTURE DIRECTIONS 

Although strong associations exist between school social 

capital and reduced tobacco use, longitudinal and 

intervention studies from low- and middle-income 

countries remain limited. Future research should focus on 

causality using cohort designs, explore the role of digital 

social networks, and address the needs of vulnerable 

populations such as tribal and rural adolescents. 

CONCLUSION  

School social capital offers a sustainable approach to 

reducing adolescent tobacco use. By fostering trust, 

cooperation, and a sense of belonging, schools can buffer 

adolescents against risky behaviours. For India, where 

prevalence remains high and enforcement inconsistent, 

integrating social capital-building strategies into school 

health programs can significantly enhance tobacco control 

efforts. Policymakers, educators, and public health 
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professionals should prioritise this approach to ensure 

healthier, tobacco-free generations. Peer pressure is main 

cause for adolescents to start an adverse habit, harnessing 

the school social capital can convert peer pressure the main 

reason to abstain and also quit the habit. 
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