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In the mid-1990’s Professor Mick Bloor evaluated a schools-based,
peer-led smoking intervention directed at young teenagers. This
evaluation demonstrated promising results which prompted a full-scale
evaluation (A Stop Smoking in Schools Trial) of this approach which
was funded by the Medical Research Council. This trial was conducted
between January 2001 and May 2004 by Cardiff University and the
University of Bristol in collaboration with researchers at the University of
Glamorgan and the Welsh Assembly Government. The Bristol research
team was led by Professor Rona Campbell and in Cardiff it was led in
the first instance by Professor Mick Bloor, and subsequently by
Professor Laurence Moore.

Professor Moore was the trial statistician and conducted the
initial power calculations. The trial co-ordinators (Dr Fenella Starkey
and Mark Sidaway) were employed in January 2001 to set up the trial
(including the pilot study), develop the peer nomination questionnaire,
and the outcome evaluation tools. The senior health promotion
specialists (Lin Cooper and Kathleen Cordall) were also employed at
this stage to develop the intervention. Two further researchers (Dr
Suzanne Audrey and myself) were employed in May 2001. We were
two of a group of four who had particular responsibility for designing
and conducting the process evaluation. We initiated and carried out the
collection of all process evaluation data, conducted the majority of
transcription and collated responses from questionnaires. We also had
substantial involvement in collecting outcome evaluation data in the
pilot study and main trial. In addition to these responsibilities, | led
development of the social network questionnaire, and co-ordinated and
conducted the social network data verification process, data cleaning
and data entry. In August 2001, the remainder of the training team (Rob
Sage, Lorna Coombes, Heather Anderson-Paine and Nicky Hewer)
were employed to implement the intervention. Professors Moore and
Campbell analysed the trial outcome data. | analysed all other data

used in this thesis unless stated otherwise.
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SUMMARY

This thesis uses the ASSIST intervention (a school-based, peer-led
smoking intervention) to explore issues relating to the successful
diffusion of a health promotion message through informal contacts.

Social network data and process evaluation data gathered during
the evaluation of the intervention are used to examine whether opinion
leaders (peer supporters) identified through a ‘whole-community’
approach to peer nomination were appropriate to disseminate a smoke-
free message to their peers and whether this social diffusion approach
is acceptable to young people. More specifically, the aims are to i)
investigate whether the peer supporters were appropriate in terms of
their position in social space, ii) ascertain whether their peers perceived
them as suitable to adopt the role, and iii) examine issues relating the
the acceptability of the ASSIST approach.

The peer nomination process identified peer supporters who
were largely appropriate to undertake the peer supporter role. They
were significantly more influential in terms of their social position than
other students in their year. They were also contained in a range of
social groups and the majority of students knew at least one peer
supporter. Peer supporters were representative of the rest of the year
group but were more likey to be smokers than other students.
Respondents considered the majority suitable to carry out the role
although more positive appraisals were received from peer supporters.

The ASSIST approach was in general viewed positively by the
students involved. Respondents reported being happier talking with
their peers than adults about smoking. Peer supporters had
conversations about smoking. However, these conversations tended to
be with non-smoking friends and peer supporters. The majority of
respondents were positive about peer supporters talking to other Year 8
students about smoking although more encouraging appraisals were
received from peer supporters and non-smokers.

The findings will provide valuable learning which may be utilised to
maximise the effectiveness of future applications of this novel approach
both in the field of smoking prevention and elsewhere.

Vi
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~ CHAPTER 1 ~

1 INTRODUCTION

1.1 Overview

Smoking causes numerous health problems and results in an estimated
114,000 deaths per annum in the UK alone (Petersen & Peto, 2004).
The majority of these deaths are as a result of cancer (including lung,
larynx, pharynx, oesophagus, bladder, kidney and pancreas (IARC,
2004; Petersen & Peto, 2004)), chronic obstructive pulmonary disease
and coronary heart disease.

Smoking rates among adults have declined significantly over the
past 25 years, although since 1990, reductions have been less marked
(Goddard & Green, 2005). Amongst young people, rates have
fluctuated significantly, seeing a noticeable rise between the mid-1980’s
and mid-1990’s, and a subsequent decrease in the following five years.
Since the turn of the century, rates have stabilised (Fuller, 2005;
Glickman et al., 2006; National Assembly for Wales, 2002). However,
there is a marked difference between smoking rates amongst
adolescent boys and girls. The most recent figures show that in 2004,
26 per cent of girls in England smoked compared to 16 per cent of boys
(Fuller, 2005). And in Wales in 2003, 28 per cent of 15-16 year old girls
smoked compared to 19 per cent of boys (Glickman et al., 2006).

Smoking uptake is highest during the teenage years with 82 per
cent of all smokers in the UK starting to smoke during this stage of the
lifecourse (Department of Health, 1998b). The earlier in life a person
starts to smoke, the less chance they have of giving up (Breslau &
Peterson, 1996; Fergusson & Horwood, 1995) and the greater the
chance of health problems in the future (Department of Health, 1998b).
Therefore, there is a definite need to prevent young people from taking
up the habit.



If smoking amongst adolescents is to be prevented it is essential
to have a comprehensive understanding of the determinants of smoking
uptake. This has been a topic of interest for researchers for several
decades and a number of associated factors have been identified.
These have been categorised as: sociodemographic factors;
behavioural factors; personal factors; societal and cultural factors; and
environmental factors. Research has generally demonstrated mixed
results regarding the relative importance of these in adolescent smoking
behaviour. However, environmental factors, particularly social norms,
and the influence of the friends are of particular importance.

In line with developments in the field of health promotion in
general, preventive efforts to reduce adolescent smoking have been
focused away from the provision of knowledge to approaches that
target the social factors associated with behaviour. Many of these
interventions are grounded in psychosocial theory. Whilst a number of
interventions such as price increases, law enforcement, mass media
campaigns and community interventions have been identified as
promising, school-based ‘social’ interventions have been a particular
focus of preventive efforts for adolescents. However, evidence of the
effectiveness of school-based approaches is mixed and the quality of
evaluative studies has been criticised (Stewart-Brown, 2006; Thomas,
2003). The delivery of these interventions by teachers poses a number
of problems, and it is proposed that a more appropriate method of
delivery is through the use of peers.

In the last two decades peer education has become increasingly
popular in the field of adolescent smoking prevention. Whilst peer
education can adopt a number of approaches, including the delivery of
structured lessons, less formal methods of information provision (such
as drama, operating resource centres and outreach) have also been
used. Diffusion approaches are the least formal approach and involve
the informal dissemination of information through social networks.
These interventions have been delivered by a range of peer educators
who have been identified using a variety of techniques.



Peer education is consistently cited as an appropriate approach
to adolescent health promotion and a number of reasons for this have
been identified by Turner and Shepherd (1999). However, ‘traditional’
formal peer education has been the subject of criticism. While there is
some evidence of effectiveness of peer education in general, and more
specifically in relation to adolescent smoking prevention, the
methodological quality of evaluation of both the process and outcome of
peer education has been questioned (Harden et al., 1999).
Furthermore, a number of barriers to successful implementation have
been identified which largely relate to the reality of young people
delivering formal classroom-based peer education. This suggests that
more informal approaches (which are grounded largely in diffusion
theory) to disseminating health-related messages may be more
appropriate and acceptable to young people.

Turner and Shepherd (1999) propose that interventions based on
this theory-have potential and provide support for several rationales for
peer education: peers are credible sources of information; peer
educators act as positive role models; peer educators are more
successful at imparting information; peer education is a more
acceptable method of education than other methods; peer education
provides the opportunity for ongoing reinforcement; peer education is
more cost-effective than other methods; peer education draws on and
utilises existing information sharing networks; and peer education can
access hard to reach groups.

Despite the potential for this approach, a number of issues have
been identified which affect the diffusion of innovations (in this case a
health promotion message) within populations (Rogers, 1995) and
which have the potential to affect the effectiveness of these
interventions. These issues relate to: change agents and opinion
leaders (for example, personal characteristics, behaviour and
accessability to the target population); characteristics of adopters in the
social system who will implement a new idea (for example, personal
characteristics, behaviour and position in social networks); innovation
qualities; nature of the social system (for example, characteristics of
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community and structure of the social network); and the environmental
context. Investigating such issues can increase understanding of the
processes involved in peer education and allow researchers to more
successfully harness peer education to promote positive health choices.
This thesis uses the ASSIST (A Stop Smoking in Schools Trial)
intervention (a schools-based, peer-led smoking prevention intervention
for adolescents (Audrey et al., 2004)) to explore a number of issues
relevant to the success of informal peer education approaches.

The ASSIST model used a whole-community nomination process
which asked Year 8 students to identify any other students in their year
who they ‘respected’, considered ‘good leaders’ and ‘looked up to’ to
nominate ‘influential’ peer educators (termed peer supporters). These
influential students (who included both non-smokers and smokers) were
given the opportunity to attend a two-day training session run by health
promotion trainers which aimed to give them the information, skills and
confidence to have informal conversations with their peers about being
smoke-free. During the ten-week intervention, throughout which the
peer supporters had these conversations, they were provided with
support and encouragement through four school-based follow-up
sessions led by the health promotion trainers.

At one-year follow-up, intervention school students who were in
the ‘high-risk’ group of experimenters and ex-smokers at baseline were
less likely to be weekly smokers than equivalent students in control
schools. This suggests that the peer supporters did have an effect on
the smoking behaviour of their peers.

This study aims to examine whether the peer nomination
approach used in the intervention (which identified peer supporters on
the basis of influence) was successful in identifying appropriate young
people to deliver a smoke-free message to their peers through informal,
everyday conversations. It examines whether they were appropriate in
terms of both their position in social space, and whether their peers
perceived them as suitable. It also explores whether the young people
involved considered this novel approach to adolescent smoking
prevention acceptable. The findings will provide valuable learning which
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may be utilised to maximise the effectiveness of future applications of
this approach both in the field of smoking prevention and elsewhere.

1.2 Outline of the thesis

This thesis has nine chapters. The literature review is presented in
chapters two to four. Chapter two considers the scale of the problem of
smoking by describing the health and financial costs to smokers and
non-smokers, and the epidemiology of smoking in England and Wales.
It also considers reasons for uptake of smoking in adolescence.
Chapter three provides detail of a number of approaches which have
been used to discourage adolescents from smoking, outlining the most
promising of these. Chapter four considers peer education as one such
approach. In particular, it details the advantages of informal peer
education approaches grounded in diffusion of innovations theory and
identifies factors that affect the success of such interventions.

Chapter five provides the context for the current study,
describing the ASSIST intervention; a recent application of the social
diffusion model in the field of adolescent smoking prevention. A number
of research aims are identified, and the most suitable methods (social
network data and process evaluation data) to answer these are
presented in chapter six. The seventh chapter details the collection of
these data in the context of the ASSIST evaluation, and describes in
detail the data collection and analysis methods used to answer the
research questions of this study. Chapter eight presents the resuits of
the study. The concluding chapter nine discusses the results of the
research. It identifies a number of methodological issues relevant to this
study and suggests future useful research. Finally, it provides a number
of conclusions and implications for the future implementation of this

model.



~ CHAPTER 2 ~

2 SMOKING

This is the first of three literature review chapters. The strategies utilised
to gather literature for each chapter of this review are outlined in
Appendix 1.

This chapter aims to provide an overview of the health, social and
financial implications of smoking tobacco. It describes the epidemiology
of smoking amongst adults and young people in England and Wales
over recent years, highlighting the scale of the problem and identifies a
number of reasons why it is important to target adolescent smoking.
Understanding the aetiology of adolescent smoking behaviour is
recognised as important for the development of effective interventions.
This chapter therefore details a number of factors associated with the

uptake and progression of adolescent smoking.

2.1 Smoking and Health

The health effects and costs of smoking to individuals and society in
terms of morbidity and mortality are thoroughly documented (for
example, British Medical Association, 2004a; British Medical
Association, 2004b; Department of Health, 1998a; IARC, 2004;
Petersen & Peto, 2004; Royal College of Physicians, 2000; USDHHS,
1994). It has long been acknowledged that smoking is a major public
health hazard, contributing to the poor health and death of thousands of
Britons a year (a number of the health effects of smoking are included
in Appendix 2). Many of the conditions attributed to smoking do not
become apparent until many years after exposure, either as a direct
result of smoking tobacco, or indirectly through inhalation of other
people’s tobacco smoke (passive smoking). Consequently, the effects
on morbidity and mortality of an increase or decrease in smoking rates



within a population may not been seen for some time (Banoczy &
Squier, 2004; Edwards, 2004).

Smokers double their risk of dying before the age of sixty five
(Department of Health, 1998b). Half of those who continue to smoke
throughout their life are eventually killed by it, with half these deaths
occurring before the age of sixty nine (European Commission, 2000). It
is estimated that current rates of smoking contribute to the death of
around 114,000 people each year in the UK alone (Petersen & Peto,
2004). The majority of these deaths are from lung cancer, chronic
obstructive lung disease and coronary heart disease. Numerous other
causes of illness and death are also attributable to smoking such as
stroke, chronic respiratory disorders and a number of other cancers
(Department of Health, 1998a; Department of Health, 2000b; Jabbour et
al., 2002; U. S. Department of Health and Human Services Centers for
Disease Control and Prevention, 1999). It is estimated that
approximately one third of all deaths from cancer are as a result of
smoking (Petersen & Peto, 2004) of which lung cancer is the most
prevalent, causing an estimated 1.2 million deaths worldwide per year
(IARC, 2004), and approximately 30,000 deaths per year in the UK
(Department of Health, 1999). In addition to lung cancer, smoking is
also a recognised cause of cancers of the larynx, pharynx, oesophagus,
bladder, kidney and pancreas and is also associated with cancers of the
nasal cavities and nasal sinuses, stomach, liver and cervix, and myeloid
leukaemia (British Medical Association, 2004b; IARC, 2004; Petersen &
Peto, 2004).

Smokers also face a higher risk of other illnesses that are not
fatal but can cause many years of debilitating illness or severe health
problems. For example, it is associated with increased risk of
osteoporosis (Webster, 1994), reduced bone density (Law & Hackshaw,
1997), premature facial wrinkling (Koh et al., 2002), oral disease
(Banoczy & Squier, 2004), poor reproductive health in both men and
women (British Medical Association, 2004b), and numerous eye
complaints (BBC news, 2004). A number of more minor ilinesses have
an increased risk amongst smokers. Adult smokers are more likely to



suffer from coughs and colds than non-smokers (Action on Smoking
and Health, 1999) and young people who smoke are at immediate risk
of incurring smoking-related health problems. They are more likely to
have coughs, phlegm, wheeziness, shortness of breath and take time
off school (Charlton & Blair, 1989a).

Smoking during pregnancy causes a number of complications
such as increased risk of congenital defects, miscarriage, premature
birth, having a baby of reduced birth weight, and perinatal death (British
Medical Association, 2004b; Poswillo, 1998; Wanless, 2003).

2.2 Passive smoking

Millions of people smoke, causing indoor air pollution and subjecting
others to secondhand smoke (sometimes known as environmental
tobacco smoke) in social settings, and homes. Secondhand smoke is a
mixture of over 4,000 compounds in vapour and particulate phases
many of which are toxic and/or carcinogenic. The vapour phase
includes chemicals such as carbon monoxide, ammonia, formaldehyde
and hydrogen cyanide. The particulate phase includes nicotine, tar, and
benzene (Brown, 1992). Secondhand smoke comprises directly exhaled
mainstream smoke, and sidestream smoke which comes from the
burning cigarette. Both are potentially harmful, but sidestream smoke
contains a higher proportion of carcinogens (Samet, 1999).

Passive smoking exposes non-smokers to significantly less
smoke than a smoker inhales (Action on Smoking and Health, 1999).
However, the health effects of passive smoking show similar patterns to
that of smokers (Department of Health and Committee on the Medical
effects of Air Pollutants, 1997), and the longer an individual is exposed
to secondhand smoke, the more chance they have of disease.

Some of the immediate effects of passive smoking are
associated with the irritant nature of secondhand smoke, for example,
eye irritation, headaches, cough, sore throat, dizziness and nausea.
Longer-term exposure exacerbates the onset of several smoking-



related diseases. Passive smoking causes stress to the respiratory,
circulatory and nervous system (Winberry & Murphy, 1993), increasing
the risk of heart disease (Kawachi et al., 1997; Law et al., 1997; Wells,
1998; Whincup et al., 2004), the onset and aggravation of asthma,
impaired lung function, and increased bronchial responsiveness
(Janson, 2004). It also increases the risk of lung cancer (Brennan et al.,
2004; Hackshaw et al., 1997; IARC, 2004).

Jamrozik (2005) estimated that exposure to secondhand smoke in
UK homes causes around 2,700 deaths in people aged 20-64 and a
further 8,000 deaths a year among people aged 65 years or older.
Passive smoking in the home is a problem for nearly half of children in
the UK (Jarvis et al., 2000). Children living with two smokers are
exposed to a similar amount of nicotine as they would be if they smoked
80 cigarettes a year (Jarvis et al., 1985), and have a 72 per cent
increased risk of respiratory illness (Strachan & Cook, 1997). Amongst
young people, passive exposure increases the risk of cancers,
bronchitis, pneumonia, lung disorders, asthma attacks, conditions such
as glue ear and sudden infant death syndrome, (Action on Smoking and
Health, 2003; Department of Health, 1998a; Health Development
Agency, 2001; Janson, 2004; Mannino et al., 2002; Scientific
Committee on Tobacco and Health, 2001). Research has shown that
simple restrictions of smoking within the home reduces exposure to
tobacco smoke and therefore the health risks of living with adult
smokers (Biener et al., 1997; Mannino et al., 2002).

2.3 Epidemiology of smoking in England and Wales

A number of large-scale surveys have been conducted over the years
which have gathered data regarding the smoking behaviour of adults
and young people in England and Wales. However, there is much
variability between these data sources in terms of the data collection
methods (face-to-face interviews and surveys), the measures used to
assess smoking behaviour and, of particular relevance to young people,



the age ranges reported in results. It is therefore difficult to compare the
results of these data sources. Therefore, this review is only able to
report data which is available and which may not be directly
comparable. Where possible, however, the most comparable sources
are presented. The following discussion will concentrate predominantly
on data collected through the Office for National Statistics (ONS)
General Household Survey for adults, the Health Behaviour in School-
aged Children (HBSC) study for young people in Wales, and the
Smoking, Drinking and Drug Use among Young People survey for

young people in England.

2.3.1 Adults

Figure 1: Prevalence of cigarette smoking by sex: Great Britain,
1978 to 2004
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In general, smoking rates in Great Britain have been falling steadily
since the 1970’s (see Figure 1). Data from the 2004 General Household
Survey show that overall prevalence has fallen from 40 per cent in 1978
to 25 per cent in 2004, although a number of fluctuations have been

observed. The rapid reduction in prevalence observed in the 1970’s and
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1980’s has since slowed, and overall prevalence has dropped only 5
per cent since 1990. Prevalence has consistently been higher amongst
men than women, and although this gap is currently smaller than in
recent decades, recent estimates show that 26 per cent of men
compared to 23 per cent of women in Great Britain smoke.

When these data are examined for England and Wales, a similar
trend is observed in both countries (see Figure 2). As with the data for
Great Britain, this decline has not been consistent, and slight
fluctuations have been recorded. Furthermore, little reduction has been
observed since 1990 in either country. Overall prevalence in Wales has
decreased more significantly than in England, falling from 31 per cent in
1990 to 23 per cent in 2004. In England, rates have fallen from 29 per
cent in 1990 to 25 per cent in 2004.

Figure 2: Prevalence of cigarette smoking by sex: England and
Wales, 1978 to 2004
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Since the 1990’s smoking prevalence in Great Britain has been highest
amongst 20-24 year olds for both men and women, but lowest among
people over 60 (Goddard & Green, 2005; Lader & Goddard, 2005). This

is probably because the majority of smokers take up the habit in their
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teens and early 20’s, and are less likely to be giving up the habit than
those in older age categories. In 2004, prevalence rates among the 20-
24 year olds remained higher than in other groups, at 32 per cent (see
Figure 3). An explanation for the decrease in overall prevalence seen
since the 1970’s therefore seems to be the sizeable reduction in
smoking rates for people aged 35 and over (Department of Health,

2000b; Royal College of Physicians, 2000; Wanless, 2003).

Figure 3: Prevalence of cigarette smoking by age, 2004
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Source: Goddard and Green (2005)

2.3.2 Young people

Research has shown that the uptake of smoking is generally a
progressive process (the rate of which increases with age), with non-
smokers experimenting with tobacco (occasional smoking) before they
become regular smokers (Fergusson & Horwood, 1995). The linear
nature of this progression is frequently cited (Breslau & Peterson, 1996;
Fergusson & Horwood, 1995), although some research has
demonstrated that the stages of smoking may be cyclical, and not

linear (Pallonen et al., 1998).
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These stages of smoking are variously defined in the literature.
For example, Table 1, obtained from a US study identifies five stages of
smoking and defines regular smoking as smoking monthly. On the other
hand, many UK studies, particularly large-scale surveys, identify
adolescent smokers as belonging to one of four categories (never
smokers, ex-smokers, experimenters (smoke less than weekly) and
regular smokers), and define regular smoking as smoking weekly i.e.
one cigarette or more per week. This lack of consistency is problematic,
particularly where the definition of each stage is not reported, as seems

to be the case in many studies.

Table 1: Stages of smoking acquisition in adolescents

Stages of smoking

acquisition Definition

Non-smoker:; either does not intend to

Non-smoking smoke, or intends to smoke

Has smoked, but not more than 1-2

Trying cigarettes total
Smokes occasionally on an experimental
Experimenting basis; no intention to become permanent
smoker

. Smokes at least one day a month, but
Regular smoking not as frequently as one cigarette a day

Smokes daily or almost daily, perhaps
Established or daily smoking | heavily on occasion; intensity indicative
of dependence

Adapted from Mayhew et al (2000)

Since there is evidence that those young people who have smoked in
the past are more likely to progress to regular smoking than non-
smokers, and there is an acknowledged tendency for a transition from
occasional smoking to regular smoking, this group can be classified
along with those occasional smokers as those at ‘high-risk’ of becoming
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regular smokers. One the other hand, non-smokers, in comparison may
be classed as at ‘low-risk’ for the uptake of regular smoking.

A series of Government surveys conducted biennially from 1982
to 1998 and annually thereafter have shown that prevalence of regular
smoking (defined as smoking at least one cigarette per week on
average) among 11-15 year olds in England remain high (Department
of Health, 2000a; Department of Health, 2001; Department of Health,
2002a; Department of Health, 2002b; Fuller, 2005; National Centre for
Social Research, 2004). Rates fluctuated in the late 1980’s and early
1990’s (see Figure 4). Since 1996, however, rates seem to have
stabilised and the current rate is at a low of 9 per cent.

Similarly, in Wales, smoking rates for 11-16 year olds have
fluctuated since 1986, reaching a peak of 14 per cent in 1996, but
declining to 13.4 percent in 1998 (National Assembly for Wales, 2002).
More recent amalgamated data is not available for 11-16 year olds in

Wales.

Figure 4: Proportion of young people smoking at least one
cigarette per week in England and Wales

16
14
12

s> 10 -England 11-15
8 year olds
6 Wales 11-16
4 year olds
2
0
o™ ) M y |
& S FaFELHEDIPOD

CcM CcM CM CM

Year

Source: Fuller (2005) and National Assembly for Wales (2002)

Very few young people have started smoking by the time they go to
secondary school and so it is not surprising that prevalence amongst 11

and 12 year olds in England and Wales has not exceeded 4 per cent in
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the past 20 years (Fuller, 2005; Roberts et al., 2002). Predictably, as
age increases, so does prevalence of smoking, and rates amongst 15
and 16 year olds are dramatically higher (see Figure 5). Prevalence
among this age group increased significantly in the 1990’s, reaching a
high of 30 per cent and 26 per cent in 1996 in England and Wales
respectively. Since this time, however, rates have fallen again, and in
2004, they had dropped to 21 per cent in England (Fuller, 2005). Data
are not available after 1998 in Wales.

As Figure 5 shows, prevalence is also related to gender. Until the
mid 1980’s, girls and boys were just as likely to smoke. Since then, girls
in both England and Wales have been more likely to smoke than boys.
This gap has gradually become wider and recent figures show that in
2004, 26 per cent of girls aged 15 in England smoked, compared to
only 16 per cent of boys (Fuller, 2005). In Wales in 2003, 28 per cent of
15-16 year old girls smoked compared to 19 per cent of boys of the

same age (Glickman et al., 2006).

Figure 5: Prevalence of regular smoking amongst 15-16 year olds
by sex: England and Wales, 1986 to 2004
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2.4 Smoking and health inequalities

Smoking has been identified as a major cause of health inequality (the
disproportionately higher levels of poor health amongst those in lower
socioeconomic groups than amongst the majority population). Smoking
accounts for over half of the difference in risk of premature death
between social classes and high levels of smoking in lower
socioeconomic groups can be matched with the high rates of cancer
(Jarvis & Wardle, 1999) and coronary heart disease.

Smoking rates are disproportionately higher in lower
socioeconomic groups and among individuals living in deprived areas
than amongst those who are in higher socioeconomic groups or living in
more affluent areas (Barbeau et al.,, 2004; Department of Health,

1998b; Department of Health, 1999; Reijneveld, 1998; Wanless, 2003).

Figure 6: Percentage of men and women who smoke tobacco* by
social class: 1958-1987, Great Britain
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Figure 6 shows how the difference in smoking rates between the social
classes did not become apparent until the 1970’s, prior to which women

in social class | were more likely to smoke than those from social class
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VI and approximately equal percentages of men in these social classes
were smokers.

Despite a reduction in overall smoking prevalence in the UK (see
section 2.3) in recent years, there has been little change in smoking
rates amongst those in lower social classes nor in the difference in
rates between social groups (Goddard & Green, 2005; Lader &
Goddard, 2005) (see Figure 7). In England in 2004, 31 per cent of
people in manual occupations smoked compared to 22 per cent in non-

manual groups (Goddard & Green, 2005).

Figure 7: Prevalence of regular smoking by adults aged 16 and
over by occupational group of household reference person in
England, 1992-2004
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Similar findings are seen for smoking cessation which shows an inverse
relationship with deprivation (Barbeau et al.,, 2004; Office for National
Statistics, 2000; Royal College of Physicians, 2000). Whilst there is little
difference between the proportion of adults who would like to give up by
socioeconomic status (classified by managerial and professional,
intermediate, and routine and manual) (Goddard & Green, 2005) which
shows that individuals in different socioeconomic groups are just as
motivated to quit smoking, a difference is seen in attempts to give up.

The 2004 Smoking-related Behaviour and Attitudes survey found that
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68 per cent of those who had never worked or who were long-term
unemployed had ever tried to give up smoking compared to 74 per cent
of those in routine and manual occupations, 77 per cent of those in
intermediate occupations and 75 per cent of those in managerial and
professional occupations (Lader & Goddard, 2005).

Unsurprisingly, therefore, young people from poorer
backgrounds are more likely to be exposed to passive smoking in the
home than those from more affluent backgrounds. Furthermore, it is not
unexpected that they are more likely to start smoking than those in
higher socioeconomic groups (Health Development Agency, 2001). This
difference becomes more apparent in adulthood when half of young
people from higher socioeconomic groups have quit compared to a
quarter in the lower groups (Jarvis & Wardle, 1999).

Adults in lower social groups who have ever smoked regularly
start at an earlier age than those in higher social groups. In 2004, 44
per cent of individuals in routine and manual occupations reported that
they had started smoking prior to the age of 16 compared to only 29 per
cent of individuals in managerial and professional occupations
(Goddard & Green, 2005).

Smoking therefore has major implications for those living in
poverty or those on income support. In 2003, the poorest 10 per cent of
households spent 2.43 per cent of their income on cigarettes per week
compared to the richest 10 per cent who only spent 0.52 per cent
(Office for National Statistics, 2004).

2.5 Financial cost of smoking

Decreased productivity of the workforce through illness and cigarette
breaks is financially unacceptable for employers and can lead to
inequalities within the workplace. Each year about 34 million days are
lost in England and Wales due to sickness-related absenteeism (Parrott
& Godfrey, 2004). A 1999 survey by the Confederation of British
Industry estimated that sickness-related absenteeism costs the UK
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employer over £12 billion a year (Promoting Health, 2000). The
Guardian (2000) estimated that smokers spend an average of thirty-six
minutes a day on cigarette breaks so it is no surprise that non-smokers
often feel that they are working harder for the same pay as smokers
who take time off to smoke. This may in turn affect productivity amongst
the non-smoking workforce.

In England in 1997-1998, an estimated 364,000 patients were
admitted to hospital with smoking-related illnesses (Royal College of
Physicians, 2000). This incurs significant costs and in the UK, it is
estimated that the treatment of smoking-related disease costs the NHS
£1.4bn-£1.5bn per year which equates to approximately 0.16 per cent
of the gross domestic product. £127m of this is spent on the treatment
of lung cancer alone (Parrott & Godfrey, 2004). The difference between
this expenditure and the health care costs attributed to non-smokers is
massive (Buck, 1997). Other costs include payment of benefits to
people who are unable to work because of tobacco-related iliness and
the payment of pensions and benefits to the dependents of people who
have died as a result of smoking (Action on Smoking and Health, 2006).

2.6 Smoking cessation

Not only are the health benefits of giving up smoking numerous and
immediate (Department of Health, 1998b; Edwards, 2004; USDHHS,
1990) (see Appendix 3) but the personal economic benefits of quitting
are substantial (Action on Smoking and Health, 2000).

In 2004, 73 per cent of smokers reported that they intended to
give up the habit (Lader & Goddard, 2005). However, many smokers
actually continue to smoke, not because they want to but because they
are addicted to nicotine. The addictive nature of nicotine is shown by
the inconsistency between the number of smokers who say that they
want to quit and the number who are successful. Success rates are
generally low and it takes on average between four and seven attempts
before a smoker is able to give up. Because heavier smokers find it
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more difficult to quit the habit, it is estimated that approximately 16 per
cent of ‘hardcore’ (adult) smokers are more resistant to quitting (Jarvis
et al., 2003).

Smokers who attempt to quit experience temporary physical and
mental withdrawal symptoms including irritability, craving, anxiety, lack
of concentration, restlessness, sleep disturbance, reduced heart rate,
increased appetite and weight gain (Action on Smoking and Health,
2004b). Smoking cessation aids are designed to help overcome these
withdrawal symptoms by providing a low dose of nicotine. Two
pharmaceutical aids have been proven to assist smoking cessation;
nicotine replacement therapy (Silagy et al., 2004) and bupropion
(Britton & Jarvis, 2000).

Young people who smoke are also often keen to quit the habit but
face similar issues relating to addiction. Many describe that they are
dependent on cigarettes (Johnson et al., 2003). In 2004, 66 per cent of
11-15 year olds reported that they would find it difficult to abstain from
smoking for a week while 79 per cent said that they would find it difficult
to give up the habit altogether. In England in 2004, 41 per cent of young
people who had been smoking for more than a year and 38 per cent of
young people who had been smoking for less than a year said that they
would like to give up the habit (Fuller, 2005). Of those who reported that
they were regular smokers (smoked more than one cigarette a week),
68 per cent reported having tried to give up. As with adults, with
increasing frequency and intensity of use, there is an increased
likelihood of reporting nicotine withdrawal (Center for Disease Control
and Prevention, 1994; Colby et al., 2000).

2.7 The need to reduce smoking amongst young people

There are numerous reasons why it is important to reduce smoking
amongst adolescents. First and foremost, the health behaviours young
people adopt and choices they make in their teens are likely to affect
them throughout their lives. In the case of smoking, 83 per cent of
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individuals who have ever smoked regularly start smoking prior to the
age of 20. Only 6 per cent start when they are 25 or over (Goddard &
Green, 2005). Therefore, if they do not start smoking before the age of
20, they are unlikely to start at all (Mowery et al., 2004). Furthermore,
the younger a person starts to smoke, the more likely they are to smoke
into their adult years (Royal College of Physicians, 2000). Early uptake
is also thought to be related to the number of cigarettes smoked as an
adult (Sowden et al., 2005).

Young people may ‘unintentionally’ become smokers,
underestimating the addictive nature of tobacco, making them more
likely to experiment with smoking. Indeed, one study found that young
people who understand that addiction occurs soon after starting are
unlikely to smoke at all (Wang et al., 2004). Young people are highly
susceptible to nicotine addiction, becoming dependent shortly after
starting smoking (DiFranza et al., 2002) and almost certainly by
adulthood (Godeau et al., 2004). Since, as previously discussed
smoking is a highly addictive habit, it is a largely one-way process and
once young people have started smoking they are unlikely to quit
(Breslau & Peterson, 1996; Fergusson & Horwood, 1995).

The ease of addiction and the health issues resulting from
starting smoking at an early age suggest the need for intervention
before initiation of tobacco use. However, since it is impossible to
prevent all young people from smoking, it is necessary to assist
cessation amongst those who have already started smoking and
prevent occasional smokers from becoming regular smokers.
Successfully preventing young people from smoking, and encouraging
cessation will significantly reduce the number of adult smokers and
incidence of tobacco-related conditions in years to come.

However, there are a number of critics of adolescent-focused
smoking initiatives. The World Health Organisation Europe’s evidence-
based recommendations on the treatment of tobacco dependence (Raw
et al., 2002) concentrates on inducing an immediate reduction in adult
smoking rates. They suggest that preventing young people from
smoking or aiding cessation in young people will not achieve this. This
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will cause a reduction in adult smoking rates in several decades

whereas encouraging cessation in adults will bring about an immediate
change which will translate into a more direct health gain. Furthermore,
Glantz (1996) suggests that focusing efforts on adolescents will detract

from important cessation activities with adults.

2.8 Factors associated with adolescent smoking

Given that the prevalence and incidence of smoking in the UK is cause
for concern and there are numerous reasons in support of preventing
young people from taking up the habit, it is important to understand the
aetiology of adolescent smoking behaviour. Understanding these
factors is also important for the design of prevention programmes.
There are numerous factors associated with uptake and
maintenance of smoking in adolescence (see, Conrad et al., 1992;
Schepis & Rao, 2005; Tyas & Pederson, 1998; USDHHS, 1994). Young
people are exposed to these influences in various settings such as the
home, school and in social situations. Twenty five psychological factors
which have been associated as having at least some association with
adolescent smoking have been categorised by Tyas and Pederson
(1998) as relating to behaviour, the individual, society and culture,
sociodemographic factors and the environment. As Ellickson (2003)
describes, some of these factors are selected i.e. who an individual
chooses to be friends with, whereas some are imposed, i.e. the
smoking prevalence in the school year. In addition to this, genetic
factors have also been implicated in adolescent smoking. The following
discussion briefly describes a number of these factors, but concentrates
on the more frequently cited which are those classified as
environmental factors. These are likely to be more amenable to
intervention on an individual basis whereas others may only be

influenced by large-scale intervention such as legislative change.
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2.8.1 Genetic factors

Evidence that tobacco use is inherited has been provided by a number
of large-scale twin studies (World Health Organisation, 2004). Genes
have been implicated in the initiation of smoking, continuation of
smoking and tobacco dependence. A large number of genes are likely
to contribute to this, each of which contribute a small amount to the
overall risk (Tyndale, 2003; World Health Organisation, 2004).
However, the effect of genetic factors is thought to be less significant
than social and environmental factors (White et al., 2003). For example,
a recent twin study (Vink et al., 2005) ascertained that for smoking
initiation, 44 per cent of the variation was explained by genetic factors,
51 per cent by shared environmental factors and 5 per cent by unique
environmental factors. In terms of nicotine dependence, the authors
reported that 75 per cent of variance was caused by genetic factors
while the remaining 25 per cent was due to unique environmental

factors.

2.8.2 Behavioural factors

2.8.2.1 School performance

School performance/academic achievement is inversely related to
smoking behaviour (Dierker et al., 2004; Hawthorne, 1997; Hover &
Gaffney, 1988; Jenkins, 1996; Maes & Lievens, 2003; Miller & Plant,
1996; Wang et al., 1994). Early onset of smoking has also been
associated with low levels of education in later life (Paavola et al.,
2004). Analysis of the Add Health dataset also found that trouble in
school predicted initiation and progression to regular smoking for both
boys and girls, and initiation of experimental smoking amongst boys

(van den Bree et al., 2004).
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2.8.3 Personal factors

2.8.3.1 Self-image

Positive views regarding smoking are important factors which
encourage the uptake of smoking, particularly amongst young females.
Young people often associate smoking with positive social image, in
particular, maturity (Ransom, 1992). They may therefore utilise smoking
as a route by which to gain positive social image (Rugkasa et al., 2001;
Wearing & Wearing, 2000). Smoking has been identified by young
people as a key factor associated with power and status at either end of
the social hierarchy (Plumridge et al., 2002). Therefore, being a non-
smoker was considered to label one as ‘average’. The authors
suggested that this could be overcome in boys by being ‘sporty’. This is
consistent with research discussed later in section 2.8.6.4.4 (Michell,
1997; Michell & Amos, 1997). However, girls had few ways to overcome
this and may therefore smoke to achieve higher ‘status’. This highlights
how the manner in which young people feel they are perceived by
others, for example their peers, is important in their decisions to smoke,
and demonstrates how the peer group can indirectly influence
adolescent smoking behaviour.

Smoking is also viewed as an appealing leisure activity,
particularly for young women who often engage in smoking in a social
context (Michell & Amos, 1997). Many also perceive smoking as a
means of facilitating weight loss (Fulkerson & French, 2003; Lucas &
Lloyd, 1999a). These factors may contribute to the disparity in smoking

rates between young men and young women in the UK.

2.8.3.2 Self-esteem

Indicators of self-esteem are thought to be associated with adolescent
smoking (Conrad et al., 1992; USDHHS, 1994). Whilst it might be
expected that individuals with lower self-esteem may be more inclined
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to smoke than those with higher self-esteem, the relationship is unlikely
to be straightforward and it is probable that there is also a strong
association with attachment to the peer group (Glendinning, 2002).
Other recent work asked students to report the characteristics of
classmates (Engels et al., 2006). A variable-centred approach showed
that individuals who drank and smoked were considered more self-
confident, sociable, aggressive, and less nervous, emotional, oriented
towards achievement and withdrawn than those who did not. A person-
centred approach suggested that individuals who were sociable and
self-confident or aggressive and emotionally insecure were more likely
to be smokers and drinkers. However, others have found that there is
no relationship between low self-esteem and smoking (West &
Sweeting, 1997).

2.8.3.3 Mood and stress

Adolescence is a time of physical and mental change and involves a
number of events and experiences which may be perceived as stressful
or create negative mood, such as exams and relationships. A link has
been demonstrated between mood and depression, and smoking
(Brown et al., 1996; Patton et al., 1996; Royal College of Physicians of
London. Working Party on Smoking and the Young, 1992). However,
the causal direction of this association is unclear (Brown et al., 1996;
Martini et al., 2002). Smoking may be a way of managing mood but
mood may also increase the risk of substance use by adolescents in
certain social contexts, for example, those with low-quality friendships
with substance-using peers. Alternatively, using substances may affect
mood. Shared substance use may also help strengthen social ties and
positive mood (Hussong & Hicks, 2003).

Stress or anxiety has also been associated with smoking
initiation and maintenance (Byrne et al., 1995; Byrne & Mazanov, 2001;
Koval et al., 2000; Reppucci et al., 1991; Royal College of Physicians of
London. Working Party on Smoking and the Young, 1992; Siqueira et

25



al., 2000), as has depression and distress (Covey & Tam, 1990;
Haarasilta et al., 2004). It has also been linked with decreased quit
rates (Sussman et al., 1998) although those who do quit have fewer
depressive symptoms than those who have been unsuccessful (Lam et
al., 2005). Again the nature of this relationship is unknown (Kassel,
2000; Kassel et al., 2003). Stress experienced at a young age also
predicts smoking at a later age (Brook et al., 2004; Koval et al., 2004).
As with mood, smoking may also be used as a method of dealing with
stress, through the effect of nicotine (Leventhal & Cleary, 1980;
Pederson et al., 1997) and has been referred to as a means of dealing
with stress among young people (Koval et al., 2004; Mates & Allison,
1992).

2.8.3.4 Anti-smoking attitude

More positive attitudes towards smoking are reportedly related to
increased likelihood of smoking (Botvin et al., 1992; Eiser et al., 1991;
Zhu et al., 1996). Piko (2001) reported that anti-smoking attitude, and
disliking attitudes related to beliefs about the harmful effects and social
influences of smoking were related to smoking. Despite this, she also
proposed that anti-smoking attitude can be moderated by the effect of
friends who smoke, highlighting again the importance of friends in
adolescent smoking behaviour. The association with attitude is not as
clear-cut as might be expected and a number of studies have found no
association (McNeill et al., 1989; Stanton & Silva, 1991) ora
relationship only for females (Charlton & Blair, 1989b).

2.8.3.5 Refusal skills

The extent to which young people are able to refuse the offers of
cigarettes has been studied. Charlton and colleagues (1999) examined
refusal skills amongst 11-15 year olds in two English schools and
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reported that girls were more likely than boys to be offered cigarettes
and more likely to accept it after two offers. Having a best friend who
smoked increased the likelihood of being offered cigarettes
demonstrating the importance of friends in the acceptance of cigarettes.
Moreover, with age, the likelihood of being offered cigarettes increases,
increasing the chance that adolescents will start to smoke. However,
young people may play a more active role in the decision to refuse
cigarettes than is commonly proposed. For example, it is suggested that
accepting cigarettes may be more related to a lack of desire to refuse
an offer rather than an inability to refuse (Minagawa et al., 1993).

2.8.4 Societal and cultural factors

2.8.4.1 Advertising and mass media

Another influence often identified as being particularly powerful in
relation to adolescent smoking behaviour is the media, which
capitalises on the seemingly positive elements of smoking. In particular,
tobacco advertising and receptivity to cigarette promotions has been
reported to determine smoking initiation (Lam et al., 1998; Lopez et al.,
2004; Lovato et al., 2003; Unger & Xinguang, 1999). Owning a tobacco-
branded product has been shown to increase the likelihood of smoking
(Biener & Siegel, 2000; Sargent et al., 2000). Evidence has also been
provided for a positive correlation between viewing smoking in films and
smoking initiation among adolescents (Dalton et al., 2003; Sargent et
al., 2005). On the other hand, a longitudinal study conducted with 803
Chinese American young people concluded that exposure to pro-
tobacco media is not significantly associated with smoking (Chen et al.,
2006). Not only is the influence of advertising and media important in
this way but how these messages are interpreted and disseminated
within the social context should be acknowledged.
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2.8.5 Sociodemographic factors

2.8.5.1 Socioeconomic status

While prevalence rates such as those discussed in section 2.3
consistently show that smoking prevalence is higher amongst
individuals from lower social classes, the effect of socioeconomic status
on adolescent smoking behaviour is not straightforward. Low
socioeconomic status has been associated with adolescent smoking
(Conrad et al., 1992; Zhu et al., 1996). However, the influence of
socioeconomic status may be indirect, mediated by it's effect on peer
and parental smoking (Madarasova Geckova et al., 2005). As
previously identified, since parents in lower socioeconomic groups are
more likely to smoke themselves, they are more likely to exert influence
through modelling than those in higher socioeconomic groups. Parents
also have a more indirect effect by controlling where young people grow
up and in this way, to an extent, who they associate with. Peers who
live in the same neighbourhoods and go to the same schools are most
likely to be of similar socioeconomic status and therefore may be more
likely to smoke inducing influence as described in section 2.8.6.4. There
is however some disagreement as to which measure of socioeconomic
status should be used when assessing adolescent smoking behaviour
(Sweeting & West, 2001) and some researchers propose the use of
own social position is a better predictor of smoking than labour market
position (Glendinning et al., 1994) or adult social class (Paavola et al.,
2004).

2.8.5.2 Family structure

Family structure had been explored by a number of researchers. In
general, intact, two-parent families are protective against smoking.
However, whilst less frequent drug use (including smoking) amongst
adolescents from intact families has been reported (Ausems et al.,
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2003; Ely et al., 2000; Jenkins & Zunguze, 1998; Kirby, 2002; Miller,
1997; Sweeting et al., 1998), negative correlations of living with both
parents have also been reported, except for boys (Hundleby & Mercer,
1987).

2.8.6 Environmental factors

Common to a number of the factors mentioned above in sections 2.8.1
to 2.8.5 (for example, self-image, refusal skills, socioeconomic status
and family structure) is the indirect influence of the social environment,
and in particular parents and peers. The direct and indirect influence of
others is probably the most thoroughly researched predictor of
adolescent smoking initiation and maintenance, and will be considered
in this section. Factors considered here include accessibility and
availability of tobacco products and the influence of family, school and

peers.

2.8.6.1 Accessibility and availability

The sale of tobacco products to young people under the age of sixteen
is illegal in the UK. The Children and Young Persons (Protection from
Tobacco) Act 1991 (HMSO, 1991) provides guidelines for Local
Authorities on penalties and enforcement action against retailers selling
these products to under-age youth. Despite this, young people
consistently report being able to obtain cigarettes either through direct
purchase (Bagott et al., 1998; DiFranza et al., 1996), from friends
(Harrison et al., 2000), or in the home.

Fuller (2005) reported that in 2004, 66 per cent of current
smokers were most likely to obtain cigarettes from shops (see Table 2).
Sixty three per cent reported being given cigarettes (58 per cent from
friends and 13 per cent from siblings). Thirty seven per cent bought
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cigarettes from other people (27 per cent from friends). Others bought

cigarettes from vending machines (19 per cent).

Table 2: Shops young people obtain cigarettes from

Type of shop Percentage
Newsagent, tobacconist or sweet shop 58
Garage shop 29
Supermarket 21

Young people feel more able to access cigarettes when parents smoke
(Jackson & Henrikson, 1997), increasing the likelihood that they will
intend to smoke. Furthermore, Fuller (2005) also reported that 10 per
cent of regular smokers obtain cigarettes from parents. Therefore, the
more friends and members of the family that are smokers, and the
easier it is for young people to obtain cigarettes, the more likely they will

smoke.

2.8.6.2 Familial influence

2.8.6.2.1 Familial smoking

It is frequently cited that as age increases, the influence of parents on
adolescent behaviour diminishes in favour of peer influence (particularly
amongst girls) (Harton & Latane, 1997; Quine & Stephenson, 1990;
Vitaro et al., 2004). This would seem a logical assertion considering that
in adolescence, the time spent with friends increases and the time
spent with parents decreases. However, this theory has been found to
be invalid by others (Bauman et al., 2001a; Wang et al., 1995).
Although there is evidence of a positive association between
parental smoking behaviour and adolescent smoking behaviour (Biglan
et al., 1995; Brook et al., 1997; Conwell, 2003; De Vries, 1995; Flay et
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al., 1998; Flay et al., 1994; Middlecamp & Mermelstein, 2004; Sasco &
Kleihues, 1999; Scragg et al., 2003; Stanton & Silva, 1992), it has also
been found to be small or negligible in many cases (De Vries et al.,
2003a; Denscombe, 2001; Engels et al., 1999; Jackson, 1997; Wang et
al., 1995; West et al., 1999). An association has also been found
between having parents who smoke and the likelihood that non-
smoking young people will consider smoking when older (Quine &
Stephenson, 1990), especially if both parents smoke (Bricker et al.,
2006).

The role of parents in the progression from experimenter to
regular smoker is unclear as evidence is frequently conflicting. Bricker
and colleagues (2006) reported that parents’ behaviour is more likely
than friends’ behaviour to predict progression to more regular smoking,
whereas Chassin and colleagues (1986) found that while both friend
and parent smoking influenced uptake of smoking, only friend smoking
led to increased use amongst experimenters. Barman and colleagues
(2004) demonstrated that parental smoking significantly predicted both
experimentation and current smoking whereas another study found that
father's smoking was associated with experimentation by boys but
mother’'s smoking was related to both experimentation and regular
smoking amongst girls (Smith et al., 1995). Mixed results have also
been found as to whether parents becoming ex-smokers encourage
young people to also quit (Chassin et al., 2002; Farkas et al., 1999;
Stanton & Silva, 1992).

Whilst it has been suggested that adolescent smoking behaviour
would tend to follow that of the same sex parent, limited support has
been provided for this hypothesis (Hundleby & Mercer, 1987). A recent
cross-sectional study conducted in the USA found that both males and
females were more likely to smoke if their mother smoked but that
females were more likely to smoke if their father smoked (Taylor et al.,
2004). In fact, it is possible that mother's smoking habits are generally
more likely to influence adolescent smoking behaviour (Sasco &
Kleihues, 1999).
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Other family influences have been explored such as the effect of
siblings, and have demonstrated mixed results. The odds of being a
smoker if a sibling smokes may be greater than if a parent smokes
(Botvin et al., 1992; Hu et al., 1990) but it is argued that where this is
the case, same sex modelling is likely (Sasco & Kleihues, 1999).
Although the smoking habits of siblings has been reported to have
some, but not an important influence on adolescent smoking behaviour
(Denscombe, 2001; West et al., 1999), a more positive association was
shown in a cross-sectional study of 441 adolescents in Sweden (von
Bothmer et al., 2002), and using data collected from 2,533 sixth,
seventh and eighth grade students in ten schools in the USA (McAlister
et al., 1984).

Perception of other people’s behaviour in the home is also
associated with smoking (De Vries et al., 1995). One study found that
whilst maternal reported smoking had no influence on the smoking
status of young women, their perception of their mother’'s smoking
behaviour was associated with their own smoking experimentation and
their future smoking intentions (Nichols et al., 2004).

Thus there is evidence of an influence of parental and sibling
smoking, although parental smoking is likely to be of more importance.

However, the process by which this influence occurs is unclear.

2.8.6.2.2  Parental attitude to smoking

Perceived parental attitude has also been identified as associated with
adolescent smoking (Botvin et al., 1992), and is related to current and
experimental smoking (Dusenbury et al., 1992), and weekly or daily
smoking (Wang et al., 1994). Children with parents who are against
smoking (students were asked to categorise parental attitude towards
smoking on a four point scale of ‘strongly against’, ‘against’, ‘not
against’ and ‘don’t know’) have been found to be less likely to smoke
(Wang et al., 1994), whereas parental indifference to their child’s

smoking behaviour has been shown to increase the likelihood of
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smoking in teenagers (Newman & Ward, 1989). In this study, almost
half (49.8 per cent) of students reported that neither parent smoked,
while 15.4 per cent reported that both parents smoked. When only one
parent smoked, it was more likely to be the father (21.2 per cent) than
the mother (13.5 per cent). Aimost two-thirds of students (65.8 per cent)
reported that both parents would be upset and would disapprove if they
smoked. Two-thirds (67.9 per cent) of non-smokers and 55.6 per cent of
smokers reported their parents were or would be upset with their
smoking. When parents were non-smokers, and indifferent toward their
adolescent smoking, 17.8 per cent of their adolescents smoked but
when both parents were smokers, the number of adolescents smoking
increased to 32.5 per cent. Another study showed that mother's
approval, but not father's approval was linked to smoking amongst 13-
15 year olds and older girls, but not older boys (Piko, 2001). However,
others have reported that perceived parental disapproval was not
associated with smoking (Tilson et al., 2004).

In general, parents with a history of smoking and who hold
weaker anti-smoking views are less likely to have rules about smoking
(Kodl & Mermelstein, 2004). The degree to which smoking rules are
enforced in the home has been found to be inversely related to smoking
behaviour (Kodl & Mermelstein, 2004; Wakefield et al., 2000).

Therefore, in general, positive parental attitude towards smoking,
including a tendency to allow smoking in the home is generally
associated with increased adolescent smoking rates. There is evidence
to suggest that positive parental attitude towards smoking may be

related to their own smoking behaviour.

2.8.6.2.3 Parenting behaviour

Issues relating to parental supervision such as lack of knowledge about
friends (Krohn et al., 1988), and the degree of parental monitoring
(Biglan et al., 1995; Fararo & Skvoretz, 1987) has been reported as
inversely related to adolescent smoking. However, one study found this
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to be more relevant for initiation rather than experimentation (Jackson,
1997), and several researchers (for example, Cohen et al., 1994) have
not observed any relationship. The study by Jackson suggested that
parental monitoring was more important for adolescent smoking than
parental modelling. In general, teens with parents who are involved,
have high behavioural expectations and who hold them in high regard
are less likely to use substances (Simons-Morton et al., 2001).

Parental attachment and support has also been found to affect
adolescent smoking behaviour. Parental support is reportedly protective
against smoking where parental smoking levels are low (Wills &
Vaughan, 1989). A strong family system characterised by strong parent
attachment is also thought to be protective in relation to tobacco-prone
behaviour in adolescence (Brook et al., 1997; Tilson et al., 2004; van
den Bree et al., 2004). The study by Tilson (2004) reported that young
people who reported low levels of parent-child connectedness and
whose parents did not smoke were twice as likely to report having ever
smoked than those who reported higher parent-child connectedness.
Furthermore, Foshee and Bauman (1992) proposed that as attachment
to parents increases, adolescents are more likely to model their parents’
behaviour.

Finally, a number of studies, including one conducted by Melby
and colleagues (1993) with young males have reported that an
authoritative parenting style is associated with lower levels of
adolescent smoking. An association with perceived authoritarian and
neglectful parents has also been observed (Foxcroft & Lowe, 1995).
Other more recent research found that parental expectations of
behaviour and drug avoidance is protective against smoking (Simons-
Morton, 2004).

This discussion highlights the need for a positive and supportive
ethos in the home. It shows that in broad terms, increased parental
involvement, attachment and discipline decreases the risk of smoking in

adolescence.
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2.8.6.3 School influence

Schools have also been identified as an arena where the smoking
behaviour of young people can be influenced by both their peers and
adult figures such as teachers.

It has been proposed that allowing teachers to smoke on the
school premises may encourage adolescent smoking by suggesting
that smoking is a legitimate practice (Health Education Authority, 1993).
This is supported by a study which reported that lower rates of
adolescent smoking were observed where policies which restricted
smoking to the staff room were in place (Cooreman & Perdrizet, 1980).
Furthermore, Poulsen and colleagues (2002) found an association
between adolescent smoking rates and perceived exposure to teachers
smoking during school hours. Whilst some research has shown that
there is little association between teachers’ actual smoking prevalence
and student smoking prevalence (Clarke et al., 1994; De Moor et al.,
1992; Johnson et al., 1985), others have found a positive association
between the number of smoking teachers in the school and adolescent

smoking rates (Murray et al., 1984).

Perceived prevalence of smoking in school is also associated
with increased risk of smoking (Ellickson et al., 2003). However, the
tendency for young people to overestimate the smoking prevalence of
their peers suggests that associations made between perceived
prevalence and smoking behaviour should be treated carefully as they
may be biased.

A more reliable measure is to use actual prevalence. The
importance of school norms on the development of smoking behaviour
has been identified in studies which have found that students in schools
with higher than average reported peer tobacco use were more likely to
be current smokers than students in schools where average tobacco
use was lower (Alexander et al., 2001; Pokorny et al., 2004). In the UK,
school tutor group prevalence was used to estimate the effect of peer
smoking on uptake of smoking amongst 13-15 year olds (Molyneuex et
al., 2004). The authors reported that smoking increased amongst

35



individuals who not only had a best friend who smoked, but also those
exposed to other students who smoke, providing support for the direct
influence of peers. Not all research has found such positive
associations. When adjustments were made for school-level
prevalence, gender, ethnicity and socioeconomic status, Ellickson and
colleagues (2003) found that students enrolled in schools with higher
levels of smoking were more likely to be current smokers one year later
compared to students in schools where smoking rates were lower.
However, when further adjustment was made for baseline smoking
behaviour, there was no effect of school-level prevalence. Another
longitudinal study found that when individual smoking behaviour was
accounted for, no association was found between school prevalence
and adolescent smoking behaviour (Patton et al., 1998). Further to the
effect to of the behaviour of the peer group, researchers in Scotland
(Turner et al., 2006) reporter that differences in the sociometirc
structure of peer groups in schools may affect smoking rates in schools.
OF the teo schools included in their study, the school with a higher rate
of smoking had a more cohesive social structure (more groups).

Setting aside the issues relating to school smoking norms, the
school environment is likely to impact on behaviour. The influence of
school culture on smoking amongst students was explored in 166
schools in the UK (Aveyard et al., 2004b). Students who attended
schools classed as authoritative were less likely to smoke than those
who attended schools classed as laissez-faire. A review of how school
characteristics influence student smoking (Aveyard et al., 2004a) aimed
to ascertain why schools with equivalent students have different
smoking rates. The authors concluded that the strength of aséociation
between school factors and smoking amongst students is weak and is
an insufficient explanation for variable inter-school smoking prevalence.
The hypothesis that influence was likely to be independent of student-
level composition was supported by empirical work conducted by the
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