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Abstract 

Health Canada's surveillance on smoking prevalence shows that four out 

of five Canadians who smoke begin using tobacco products before the age of 

eighteen years of age (2000m). The occurrence of smoking by 

adolescents/youth suggests the need to identify factors associated with early 

smoking initiation. Researchers have suggested that social networks and 

tobacco marketing are important factors associated with smoking among 

adolescents (Pechmann, Zhao, Goldberg, & Reibling, 2003; Pierce, Choi, Gilpin, 

Farkas, & Berry, 1998; Sargent et al., 2001). Although there has been a 

reduction in the overall smoking rate in Canada since 1960, it is unclear in 

research why adolescents continue to initiate smoking and why young girls take 

up smoking at a higher rate than boys. 

The purpose of this descriptive qualitative research study was to gain 

more information by exploring the phenomenon of initiating or not initiating 

smoking behavior in pre-adolescents aged 10— 12 years of age. Study methods 

included completion of a brief demographic questionnaire and the participation of 

pre-adolescents in focus group discussions. Analysis and interpretation of the 

data was guided by the qualitative research method by organizing, providing 

structure and obtaining meaning from the research data as outlined by Krueger 

(1 998a). Betty Newman's (1989) system model was used as a conceptual guide 

for understanding the phenomenon of smoking by youth. 

A total of 36 pre-adolescents completed the questionnaire and these pre-
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adolescents (n = 36) participated in four focus groups. The findings of this study 

were categorized into areas of knowledge of potential risks of smoking and 

influencing factors to initiate or not initiate smoking behavior in pre-adolescents. 

Factors that influenced the initiation of smoking behavior included friends, family 

and media. 

Focus group data was organized in relation to influences on behavior, 

which include intellectual and social developmental roles and tasks. 

Developmental roles and tasks included sense of self, which helps one to 

understand self and regulate one's behavior. Categories developed from the 

focus group data included peer pressure, need to fit in, media influences and 

relationship with parents, relatives and friends. Gender differences were 

identified in relation to the interpretation of media messages and body image. 

This thesis addresses the focus group results and presents conclusions 

and recommendations relevant for nursing practice. Understanding smoking 

initiation behavior and the influences on pre-adolescents from their perspective 

will help nurses in developing effective smoking preventive programs aimed at 

this population. 
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Chapter One: Introduction 

Statement of the Problem and Significance 

Adolescents are seen as a healthy group, but adolescent risk-taking 

behavior, such as drug and substance abuse, has an impact on the adolescent's 

life. The influence of tobacco usage in adolescents extends into adulthood and 

effects the overall health of the community (Cox & Cox, 2001; Rew, 1997; 

Statistics Canada, 2001a). Tobacco usage is reported to be the largest 

preventable cause of premature death and smoking related diseases, such as 

cardiovascular, respiratory and some forms of cancer (Statistics Canada, 2001a). 

The magnitude of the health problems and the social and economic 

consequences associated with the use of tobacco products has stimulated 

considerable research into the development of anti-smoking intervention 

strategies. 

During the 1990s, there was increased discussion and debate on tobacco 

usage that resulted in: changes to legislation both provincially and federally; 

tobacco control strategies; and tobacco product price increases (Birkett, 1997; 

Gilmore, 2000). Although there has been a 5.8% decrease in the overall 

smoking rate in Canada between 1991 - 1999, 29% of Canadians aged 15 and 

older are smokers, with 35.4% of those aged 20-24 being smokers (ATRA, 

2002; Gilmore, 2000). According to the 1996/1997 National Population Health 

Survey, smoking among youth aged 15 - 17 has risen since 1991 from 23% to 

29% in 1996 (Health Canada, 1999). In this survey, the smoking prevalence rate 
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in males is highest in each age category except the 15-19 year old category 

where 31 % of females smoke as compared to males at 27% (Health Canada, 

1999). 

It is alarming that smoking prevalence in Canadian youth continues to 

increase. The earlier an individual begins to smoke, the more they will potentially 

smoke cumulatively, thus increasing the risk of negative health consequences 

(Health Canada, 2002d). Although anti-smoking programs have led to a 

decrease in smoking rates among adults, the success of these programs with 

adolescents has been questioned, due to the reported increase (6.5%) in the 

smoking rate of Canadian youth aged 15— 19 from 1991 - 1999 (Barton, 

Chassin, Presson, & Sherman, 1982; Fearnow, Chassin, Presson, & Sherman, 

1998; Gilmore, 2000; Health Canada, 2002k: Pierce, Macaskill, & Hill, 1990; 

Wang, Fitzhugh, Green, Turner, Eddy, & Westerfield, 1998). Health Canada 

(2002a) reported that 85% of people who smoke, began using tobacco regularly 

before the age of eighteen and had experimented with their first cigarette before 

the age of fifteen. Tobacco control programs need to have a clearer 

understanding of what influences smoking initiation by pre-adolescents in order 

to begin focusing on programs to reduce initiation of smoking by younger 

children. 

In summary, although there has been an overall reduction in the smoking 

prevalence in most of the age groups in Canada, the smoking rate of youth aged 

15 - 19 continues to increase. The lack of success in reducing smoking initiation 
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by adolescents stresses the need to gain a greater understanding of the factors 

that promote or hinder the initiation of smoking behavior in younger children in 

order to aid in developing effective intervention programs. Researchers have 

focused primarily on the initiation of tobacco usage in adolescents with little 

attention is paid to understanding the initiation of smoking behavior in pre-

adolescents. 

Purpose of the Study 

Although other studies have explored the factors that impinge on 

adolescents and smoking, there is little research on pre-adolescents (9 —12 years 

of age) as to the influences on their initiation of smoking. The purpose of this 

exploratory descriptive study is to identify and explore the factors that influence 

pre-adolescents to initiate or not initiate smoking behavior. 

Research Questions 

The primary research question is: What are the factors that contribute to 

pre-adolescents initiating or not initiating smoking behavior? The objectives and 

the specific research questions are adapted from a previous study by Then 

(2000) in her work with adolescents. 

This study seeks to gather data on: 

• Pre-adolescents' knowledge regarding the potential risks of smoking. 

• Pre-adolescent's current knowledge of tobacco use. 

• The factors that influence pre-adolescents to initiate or not to initiate 

smoking. 
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• Pre-adolescents thinking regarding the influences of media on initiating 

smoking behavior. 

Specific research questions include the following: 

• What knowledge do pre-adolescents have about the potential risks of 

smoking? 

• What knowledge do pre-adolescents have about tobacco and its 

usage? 

• What factors do pre-adolescents report influence an individual to 

initiate smoking? 

• What factors do pre-adolescents report influence an individual not to 

initiate smoking? 

• What do pre-adolescents report regarding the influence of media on 

pre-adolescents initiating smoking? 
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Chapter Two: Literature Review 

A thorough review of the current literature has found that there is 

extensive research conducted on smoking with respect to adolescents, but little 

documentation as to pre-adolescents' initiating smoking behavior. The literature 

review is divided into the following sections: smoking prevalence rates, 

theoretical guidelines and developmental stages (pre-adolescents and 

adolescents), contributing factors, family factors, (family structure and family 

relationships, parental values and practices and home environment), media 

(tobacco advertisement) and social factors (peers and social image). 

Contributing factors associated with the initiation of smoking behavior in 

youth are discussed in the literature review. To date, little research has been 

done on pre-adolescents and the initiation of smoking in pre-adolescence. 

Consequently, the focus of this review is on the literature related to the 

adolescent population. However, studies that focus on adolescents only may 

mislead us from trying to understand the meaning and impact of smoking 

behavior on pre-adolescents. Yet, health authorities and researchers have 

referred to the prevalence of smoking in youth as a pediatric disease (King, 

Siegel, Celebucki, & Connolly, 1998; Pechmann & Shih, 1999; Thompson, 2000: 

WHO, 1999). 

Smoking Prevalence Rates 

Tobacco is the most commonly available and used substance in the world 

with more deaths caused by tobacco-related diseases than any other substance 
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(WHO, 2002). According to Health Canada (2003d), more than 45,000 

Canadians will die this year due to tobacco usage. Tobacco use is the single 

most preventable cause of disease and illness in Canada (Health Canada, 

2002s). The consequences of tobacco use puts an economic strain on our 

health system in that there is a greater risk of smokers developing smoking 

related diseases. 

Although the potential hazards of tobacco are well documented, the trends 

in smoking initiation have varied over the years among birth cohorts. In the first 

national Youth Smoking Survey in 1994, Health Canada (1996) reported that 

10% of adolescents between the ages of 10 and 19 smoked. From this youth 

survey, Health Canada (1996) indicated that 7% of adolescents between the 

ages of 10 and 14 smoked an average of ten cigarettes a day. Between 1991 - 

1999, Statistics Canada reported an overall decline in the smoking rate in all age 

groups except for youth aged 15-24 (Gilmore, 2000). 

Initiation of smoking begins primarily in adolescent years (Birkett, 1997; 

Gilmore, 2000). A 5.8% increase in the smoking rate of Canadian youth aged 15 

- 19 occurred over the period from 1991 - 1999 (Gilmore, 2000). Although the 

overall Canadian smoking rate dropped 10.3% from 1994— 1999, the smoking 

rate for youth aged 15 - 19 remained stubbornly the same (Birkett, 1997; 

Escobedo & Peddicord, 1997; Gilmore, 2000). The Canadian Tobacco Use 

Monitoring Survey (CTUMS), an ongoing telephone survey, was started in 1999 

(n = 12,112) for tobacco surveillance in Canada. These annual surveys 
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conducted by Statistics Canada for Health Canada provide current information on 

tobacco usage for people aged 15 and older. According to the 2000 CTUMS, 

there was a sharp increase in the smoking pattern in the 18-19 age group from 

the 15-17 age group in both sexes (Health Canada, 2002i). CTUMS also 

reported that in the 15 —17 age group, females were more likely to initiate 

smoking behavior (Health Canada, 2002i). Of interest, this 2000 CTUMS survey 

noted that the Alberta smoking rate (27%) was higher than the national average 

of 25%. Furthermore, CTUMS in 2000 reported that 30% of Albertan smokers 

had their first cigarette between the ages of 12 and 14 (Health Canada, 2002i). 

The national smoking rates for youth aged 15-19 have remained approximately 

the same (27%) since the early 1990's until recent surveys which are most 

encouraging (28% in 1999, to 25% in 2000, to 23% in 2001 and to 22% in 2002) 

(Health Canada, 2003c). 

According to a Surgeon General report, youth experimentation with 

tobacco places them at high risk for addiction with dependence rates to nicotine 

greater than any other addictive substances (i.e. cocaine, alcohol or heroine) (U. 

S. Department of Health & Human Services, 1994). The younger the person 

starts smoking, the more difficult it is to stop and the greater the risk of the 

individual developing smoking-related illnesses such as cardiovascular, 

respiratory diseases and some forms of cancers (Statistics Canada, 2001 a). The 

current leading cause of cancer-related deaths for both males and females in 

Canada is lung cancer, with an estimated 17,100 deaths in 1998 from lung 
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cancer (Health Canada, 2002s). Academic journals first published scientific 

evidence that there was a link between smoking and cancer in 1950 (Wynder & 

Graham, 1950). Earlier exposure of adolescents to cigarettes increases the risk 

that the adolescent smoker will become a long-term regular smoker (Chassin, 

Presson, Sherman, & Edwards, 1990). Chassin et al. (1990) reported that the 

degree of risk for addiction increased with any experimentation with tobacco, 

thus stressing the importance of discouraging the initiation or experimentation of 

cigarette smoking in adolescents. The more committed the adolescent was to 

smoking or the more stable the smoking pattern, as opposed to an inconsistent 

smoking pattern, the greater the risk the adolescent continued smoking into 

adulthood (Chassin et al., 1990). 

According to the 1994, Youth Smoking Survey, more than one quarter of 

Canadian youth smoke (28%) with females having their first cigarette before the 

age of 13 and males before the age of 14 (Health Canada, 1996). Similarly, the 

CTUMS, annual 1999 results found that 35% of smokers aged 15 - 17 had tried 

their first cigarette by the age of 12 (Health Canada, 2002h). A policy analyst for 

the Non-Smokers' Rights Association refers to tobacco addiction as a pediatric 

disease due to the increased percentage of children experimenting with tobacco 

before the age of eighteen (Thompson, 2000). It is believed that the younger an 

individual initiates smoking behavior, the greater the severity of addiction (U.S. 

Department of Health & Human Services, 1994). 
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In summary, the overall smoking rates for Canadians, 15 years and over 

has been decreasing - from 38% in 1998 to 21 % in 2002. However, the overall 

smoking rates of Canadian youth (15-19 years of age) has remained stable 

(28%) from 1985 - 1994, although there was a statistically significant increase in 

this age group initiating smoking of 6.5% between 1991 - 1994 (Gilmore, 2002). 

In recent years, there have been encouraging reports by CTUMS that the youth 

smoking rate is declining (28 % in 1999, to 25% in 2000, to 23% in 2001 and to 

22% in 2002) (Health Canada, 2003c). The public health concern is the initiation 

of smoking in pre-adolescence and early adolescence with the potential health 

consequences in later life. Health Canada (2002k) reports that all who have 

smoked did so in their teens before the age of 15, with girls aged 15-17 more 

likely to have smoked than boys. Thus, the focus of this study explores the 

knowledge that pre-adolescents have about smoking behavior and the influences 

on pre-adolescents on initiating or not initiating smoking behavior. The necessity 

of this study is to add to the body of knowledge on adolescents and smoking 

behavior by gaining an understanding of smoking behavior in pre-adolescents. 

This understanding will aid in the development of more effective intervention 

programs. 

Theoretical Guidelines and Developmental Stages 

The first national Youth Smoking Survey in 1994 reported that children as 

young as 12 years have tried smoking, and similar behavior was reported in 1999 

CTUMS (Health Canada, 1996; Health Canada, 2002h). Research on smoking 
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has focussed mainly on adolescents and the influences on this age group to 

initiate smoking. What are some of the theoretical reasoning that youth are 

susceptible to initiating or not initiating smoking behavior? To understand the 

complexity of smoking behavior impacting on our youth, pre-adolescents and 

adolescent developmental stages will be discussed separately. 

Pre-Adolescence 

During pre-adolescence, children continue to make great strides in 

physical, intellectual and social development (Papalia & Olds, 1994). In these 

years of consolidation, children become better by gaining mastery at what they 

have been doing. According to Erikson (1950), resolution of the developmental 

task of industry versus inferiority in this stage is competence. As personality 

develops with maturation in pre-adolescence, parents continue to play a 

dominant role but the importance of friends begins to increase. While pre-

adolescents develop socially in their contact with friends, they also desire to 

spend more time with their friends (Papalia & Olds, 1994). 

These developmental years are full of challenges as pre-adolescents deal 

with family dynamics, getting along with friends, school demands and everyday 

challenges in the world. As pre-adolescents develop their self-understanding by 

reflecting on other's expectations and needs, they develop an understanding of 

how society works (Papalia & Olds, 1994). As self-understanding increases, they 

develop standards of social behavior. This self-concept or sense of self helps 

pre-adolescents better understand themselves as they begin to manage their 
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own behavior by taking responsibility and developing the necessary skills to do 

so (Papalia & Olds, 1994). According to Erikson (1950), self-esteem (based on 

self—image and self-evaluation) is an important developmental task of the pre-

adolescence stage. Pre-adolescents judge and measure themselves to the 

social standards of the peer group and to their own personal expectations and 

performances. This opinion of self has a great impact on their development and 

has bearing on their happiness and success in life (Papalia & Olds, 1994). As 

pre-adolescents mature, they develop their ability to understand other's thoughts, 

feelings and goals. With social maturity, the pre-adolescent is better able to 

understand relationships such as friendship and begin to comprehend other 

relationships such as those with authority and the law (Papalia & Olds, 1994). 

Piaget (1952) and Kohlberg (1973) believe that cognitive development 

including moral judgement develops in stages and is influenced by the child's 

maturation and social development. In pre-adolescence, as children increase in 

their social knowledge, they develop their concepts on friendship and morality. 

Moral judgement or a sense of right and wrong arises out of this social learning 

and corresponds with the cognitive development of the child. According to 

Piaget (1932), children develop cognitive structures (schemata) which helps 

them make sense of the world. Piaget described four stages in cognitive thinking 

with the pre-adolescents or children aged 7 —11 in the stage of concrete 

operation. In this development of thinking, the child uses mental representations 

or symbols but thinking is still limited to the present. Piaget felt that a child's 
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concept of morality developed alongside pre-operational (5-7 years of age) and 

operational (7-11 years of age) stages of cognitive thought. According to 

Kohlberg (1973), an individual is motivated by one's conscience and respect for 

others and this imposes restrictions on what one can do (Papalia & Olds, 1994). 

Other psychologists like Gilligan (1982) have found gender differences in moral 

development (Papalia & Olds, 1994). According to Gilligan (1982), male morality 

is based on a male oriented (rule oriented) sense of justice, whereas female 

morality is based on responsibilities to others and develops in the care of others 

(Papalia & Olds, 1994). These differences in moral reasoning are argued by 

psychologists to be either biologically or socially determined (Papilla & Olds, 

1994). Recognition of these differences in cognitive development in pre-

adolescents and adolescents is important in the development of effective 

smoking preventive programs. 

In summary, in pre-adolescence as physical and cognitive competencies 

develop resulting in increased mastery of one's environment, pre-adolescents 

become most concerned with belonging and their status among peers as they 

mature (Papalia & Olds, 1994). Initially the organization of peer groups in pre-

adolescence is informal with few rules and structures between the ages of 10-

12 (Papalia & Olds, 1994). At this stage of development, the most important 

socializing factor for pre-adolescents continues to be the family. Parents and 

siblings serve as role models whether appropriate or inappropriate as pre-

adolescents acquire behavior patterns, beliefs and values from them. In 
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adolescence, there are significant changes in all areas of development; physical, 

social and cognitive, with similar factors also influence adolescent behavior 

including family, peers, knowledge, beliefs and values (Papalia & Olds, 1994). 

Adolescence 

Adolescence is a time of transition in which an adolescent experiences 

physical, cognitive and social changes. According to Erikson's theory, the most 

important task of this development stage is the search for identity (Papalia & 

Olds, 1994; Sroufe, Cooper, & DeHart, 1992). This search for identity includes 

becoming independent of one's parents with a closer association with peer 

groups. Elkind (1984) talks of adolescence as a time when adolescents are 

preoccupied with their appearance and behavior (imaginary audience). Elkind 

(1984) theorizes that a sense of self-consciousness peaks in early adolescence 

and then gradually decreases as formal operational thought increases. Although 

studies vary as to peak age of self consciousness, Elkind theorizes that it peaks 

at grade eight for girls, whereas Enright, Lapsley, & Shukla (1987) found that the 

phenomena peaked as early as grade six, especially in girls. Early adolescence 

is seen as a developmental stage of conforming to peer values with conformity 

peaking at age 12 for girls and 15 in boys (Enright et al., 1987). Increased peer 

conformity is consistent with increased attention to one's social image in that the 

adolescent's preoccupation with their image leads the adolescent to be most like 

the group they admire (Barton, et al., 1982; Papalia & Olds, 1994). 
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Conceptual Framçwork 

To understand the complexity of the phenomenon of smoking initiation in 

relation to nursing practices, the researcher used the systems model as outlined 

by Betty Neuman (1989). This nursing framework provides a holistic and 

multidimensional perspective for understanding the phenomena of smoking by 

representing the individual within an open system perspective, holistically and 

multi-dimensionally. The Neuman Model represents the person by a series of 

concentric open circles (Appendix A) interacting with the environment. The 

model illustrates the five interacting variables (physiological, psychological, 

developmental, sociocultural and spiritual) in relation to the environment with the 

individual consisting of a basic core structure and lines of resistance and 

defense. 

In Neuman's conceptual framework, the person can be the individual, 

family or community; thus, the framework can be used to develop an 

understanding of the complexity of the phenomena of smoking. The series of 

circles surrounding the base core of the person vary in size and distance from 

the core and represent the lines of resistance or the internal factors that provide 

the defenses against stress (stressors). The normal line of defense is dynamic 

and composed of variables (physiological, psychological, sociocultural, 

developmental and spiritual skills) used to stabilize the system by dealing with 

stressors. The flexible lines of defense (outer broken line) acts as a buffer and 

filter to the normal line of defense when the stressors comes from the external 
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environment. The stressors are extrapersonal (outside the system e.g. peer 

pressure), interpersonal (between individuals e.g. parent - child relationship) and 

intrapersonal (within the individual e.g. development, personality). 

This multi-dimensional view of the individual with a dynamic interaction of 

the variables and a basic core with the lines of normal and flexible resistance, 

provides a total person approach with the notion that the individual is in constant 

interaction with the environment (internal and external). The total person 

approach can be used to describe the individual, a group (family or peers) or the 

community in understanding the factors that influence pre-adolescents to initiate 

or not initiate smoking. The Neuman model as a holistic and multi-dimensional 

system will be used to understand the complexity of the phenomena of smoking 

in our society. 

Factors that Influence Initiation of Smoking Behavior 

Early adolescence can be a time of low self-esteem and self-concept, and 

therefore, the adolescent may be motivated to take on behavior that is socially 

accepted by one's peers to increase one's self-esteem (Papalia & Olds, 1994). If 

smoking behavior is perceived as socially acceptable by their peer group, then 

adolescents may be vulnerable to initiate smoking behavior to gain acceptance 

with their peers. Some pre-adolescents are most vulnerable to initiating smoking 

to improve their image in their own eyes and the eyes of their peers. A variety of 

risk factors such as individual, behavioral and socioeconomic predispose 

individuals to experiment with tobacco (Health Canada, 2002n). 
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Researchers have reported that females experiencing early pubertal 

changes are especially vulnerable to experimentation with tobacco (Wilson, 

Killen, Hayward, Robinson, Hammer, & Kraemer et al., 1994). A longitudinal 

study in northern California, using self reporting five times over a three year 

period to look at sexual maturation and the onset of smoking behavior in females 

aged 10— 18 years (n = 1,463) (Wilson et al., 1994). The study found that the 

females with early puberty smoked at a younger age than those females who 

matured later. The possible association between puberty timing and smoking 

were that due to the youth's maturity in appearance, the youth might associate 

with older adolescents who smoke, thus influencing the initiation of smoking 

behavior. The other reason cited was due to premature puberty; the individual 

may experience stress due to physical differences from others in their age group 

thus contributing to the initiation of smoking behavior. Although these reasons 

were not supported by evidence, the study did identify that the females at 

greatest risk for initiating smoking behavior were those with earlier sexual 

maturation. Early maturity can be associated with a lower self-esteem and self-

consciousness, thus increasing the risk of youth experimenting with tobacco 

(Health Canada, 2002q). 

Health Canada (2002m) reports that many of today's adult smokers began 

to smoke as adolescents. In the Bolgalusa Heart Study in Louisiana, USA, 

children (n = 989) from grades 3-6 filled out questionnaire as to their values and 

beliefs on smoking, their smoking behavior and that of their family and friends 
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(Greenlund, Johnson, Webber, & Berenson, 1997). These researchers found 

that youth were five times more likely to smoke if their friends smoke. In 2000 

CTUMS reported that more than one third of Canadians (38%) also felt that 

friends and peers of young people were the biggest influence on their starting to 

smoke (Health Canada, 2002i). Whereas 17% identified parental influence and 

13% felt tobacco advertisement was the main influence in one initiating smoking. 

Other researchers like Morgan and Grube (1991) felt the closeness of 

friends who smoke better-predicted use and maintenance of smoking behavior in 

adolescents than same aged peers who smoked. Using self-administered 

questionnaires in schools in Dublin, Ireland, participants (n = 5,709) in post-

primary school were asked about their smoking behavior and their friends' 

smoking behavior and were followed up in a year's time (n = 2,057) (Morgan & 

Grube, 1991). These researchers found that one's age group (peers) and one's 

best friend have different impacts on the adolescent, as the closeness of one's 

friend had a greater impact on an individual than peers did. The findings suggest 

that the adolescent needed skills to deal with best friends who may be trying to 

convince them to smoke. Cox and Cox (2001) argue that the social influences 

on youth initiating smoking behavior may be more complex and have suggested 

the influence of friends is subtler. These researchers pointed out that theorists 

as early as 1950 suggested that youth tend to seek out, rather than be influenced 

by peers or friends or in other words, birds of a feather flock together (Cox & 

Cox, 2001). 
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Family Factors 

Historically, anti-smoking campaigns have targeted adolescents by 

focusing on the impact of peer influences with some success (Fearnow et al., 

1998). However, some researchers believe that prevention programs need to 

look at the influences of the family. In the literature review of family factors 

influencing children to initiate or not initiate smoking behavior, socioeconomic 

status of the family, family relationships, family structure and parental smoking 

behavior were identified as important factors (Blum, Beuhring, Shaw, Bearing, 

Sieving, & Resnick, 2000; Fearnow, et al., 1998: Glendinning, Shucksmith, & 

Hendry, 1997). 

Family Structure Verses Family Relationship 

Dialogue over whether family structure or family relationships have an 

impact in deterring or promoting smoking uptake is timely given recent changes 

in family structure from the traditional nuclear family to alternate family structures 

(Human Resources Development Canada, 2001; Strong, DeVault, Werner 

Sayad, & Cohen, 1997). Many researchers stress that both family structure and 

family relationships impact on adolescents engaging in risk-taking behavior such 

as smoking (Blum et al., 2000; Foxcroft & Lowe, 1991; Glendining et al., 1997). 

Blum and his colleagues (2000) used analysis based on the National 

Longitudinal Study of Adolescent Health of 1998 in the United States where 

youth from grades 7— 12 (n = 10,803) were interviewed at home regarding risk 

taking behaviors such as smoking as related to race, income and family 
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structure. The findings of this study indicated that youth from a single parent 

home were at a higher risk for smoking regardless of age, income, or race. 

Health Canada has also linked family structure and adolescent smoking uptake 

by pointing to the increased number of youth at risk for smoking from a 

reconstituted or a single parent family (Human Resources Development Canada, 

2001). 

Parenting styles have been examined in relationship to adolescent 

smoking behavior (Fearnow et al., 1998: Glendinning et al., 1997; Jackson, Bee-

Gates, & Henriksen, 1994). Using cross-sectional data from students in grades 3 

- 8 in California (n = 937), Jackson et al., (1994) found that not only was there a 

correlation between children's competencies and parenting styles but that 

children of parents with authoritative parenting style were 21 % less likely to 

initiate smoking. 

The Blum et al. (2000) study also confirms the needs to better understand 

family relationships and the parent—child relationship's impact on adolescent 

smoking behavior. Furthermore, Blum and his colleagues (2000) noted that race, 

income and family structure were weaker predictors of an adolescent engaging in 

risk taking behavior than family relationships. Other researchers have examined 

the components of home environment; family structure, family support and family 

control and have concluded that all three components are interrelated and have 

an influence on smoking uptake in adolescence (Foxcroft & Lowe, 1991). The 

issue of what constitutes an ideal family for raising children that are immune to 
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substance abuse such as tobacco usage continues to be a controversial issue in 

psychology (Papalia & Olds, 1994). 

Home Environment 

Family and home environment has been linked with adolescent health 

behavior such as whether or not an adolescent smokes. Health Canada (2001 b) 

reported parental smoking as a key factor in children aged 12— 14 years of age 

accepting smoking as normal behavior. Glendinning et al. (1997) conducted a 

longitudinal study of two age cohorts (13-14 years old (n = 627) and 15-16 

years old (n = 595)) randomly selected from schools in Scotland. The two age 

cohort groups were surveyed using questionnaires and a follow up survey was 

conducted two years later. These researchers reported that if there was a 

smoker in the family, the higher the risk that a child smoked. All the participants 

were twice as likely to smoke if they came from a smoking background 

(p< 0.001). Glendinning and his colleagues' study also found children were less 

likely to smoke if they believed that their parents would disapprove. Furthermore, 

parenting practices such as discussions of smoking, punishing smoking behavior 

and developing rules about smoking played a role in decreasing or suppressing 

adolescent smoking behavior. 

Family environment based on parental levels of support and levels of 

control are identified as four types; warm-directive, indulgent, authoritarian and 

neglecting (Glendinning et al., 1997. From the adolescent's perceptive, the 

parenting styles and parent-child relationships were closely linked to adolescent 
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smoking behavior. It is interesting to note Glendinning et al. (1997) study found 

that an unsupported home environment with fewer controls played a greater role 

in increasing the risk of youth experimenting with tobacco than any other factors. 

This led the researchers to conclude that the adolescent's perception of parent 

support was inversely related to smoking (Glendinning et al., 1997). For 

example, the more supportive the parent (warm-directive), the less the risk for 

the adolescent to experiment with tobacco, whereas the less supportive the 

parent (neglecting), the higher the risk the adolescent will experiment with 

tobacco. The incidence of smoking increased when the adolescent perceived 

the parent to be both nonsupportive and provided fewer controls or rules. 

Factors such as parental smoking, neighborhood poverty, family structure 

and family relationships have been reported to impact on whether or not 

adolescents smoke (Blum et al., 2000). Of interest to note, although 

socioeconomic status has previously been reported by researchers as 

influencing smoking behavior, little support has been found by recent researchers 

to suggest that family economic circumstances influences adolescents to smoke 

(Blum et at., 2000; Conrad, Flay, & Hill, 1992; Glendinning et at., 1997; Wang et 

at., 1998). 

Parental Values and Practices 

Parental attitudes and beliefs about smoking and parental smoking 

behavior influence a child's attitude to initiate or not to initiate smoking behavior 

and have been referred to as intergeneration transmission (Fearnow et al., 
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1998). It is believed that parenting practices play a role in protecting or 

predisposing adolescents to initiate smoking behavior (Blum et al., 2000; 

Fearnow et at., 1998; Glendinning et at., 1997). Although family rules against 

smoking may deter the adolescent, researchers have found that these rules had 

no lasting effects as they were only viewed by the adolescent as strict rules on 

behavior (Fearnow et at., 1998). Whereas discussions on smoking involving 

ongoing dialogue and social interaction between the parent and child, resulted in 

a greater impact on whether or not the adolescent initiated smoking even if the 

parent was a smoker (Fearnow et at., 1998). 

The Fearnow et al. (1998) study examined if parental values predicted 

parental behavior regarding smoking and what factors deterred or prompted the 

parent to act on these beliefs. In this cohort sequential study, all students from 

grades 6— 12 (n = 8,556) in a Midwestern county school system in. United States 

were surveyed each year between 1980 - 1983 and followed up in 1987 (n = 

6,234) and in 1993 (n = 6,223) (Fearnow et al., 1998). The researchers reported 

that the value and belief system of the parent played a part in whether or not the 

parent would intervene if the child smoked. The relationship between the 

parents' beliefs and actions was stronger in parents with negative beliefs about 

smoking (p = 0.09). 

Parental beliefs about the addictive properties of cigarettes and the health 

consequences of smoking were found to predict if a parent would intervene. For 

example, if the parent did not feel tobacco usage was addicting or a health issue, 
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they were less likely to intervene (p = 0.1) (Fearnow et al., 1998). However, if 

they felt that smoking was a health hazard and addicting, they were more likely to 

intervene. This same study also found that the level of stress in the parent was a 

factor in whether or not a parent was mobilized into intervene in their child's 

behavior. For example, Fearnow et al., (1998) found statistical significance in the 

interaction between the parents' stress levels and action on the child's smoking. 

Simple slope statistical analyses showed that as stress increased in parents, 

especially in the mother, the more permissive the mother was about her children 

smoking (p <0.01). Of interest is, if the parent smoked and had strong feelings 

against their child smoking and they felt their child might not value their opinion; 

they were less likely to intervene if the child smoked. 

In summary, researchers who have examined the components of home 

environment; family structure, family support and family control, have concluded 

that all three components are interrelated and have an influence on smoking 

uptake in adolescents. Fearnow (1998) and her colleagues described factors 

that affect parenting practices in supporting or weakening their stance on 

smoking behavior with their offspring. Findings indicate that anti-smoking 

campaigns need to recognize the impact of parental beliefs and values in 

influencing whether pre-adolescents initiate smoking behavior. Anti-smoking 

campaigns that stress the need for parents to support their children to not smoke, 

improve the parental knowledge of the potential risk of smoking and develop 
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parental skills in coping with everyday stresses will be most effective in the 

development of intervention programs (Fearnow et al., 1998). 

Media 

Tobacco advertisement 

Youth are exposed to tobacco advertisements in a variety of ways in their 

everyday activities. Tobacco advertisement is believed to be an influence 

predicting youth experimenting with smoking (Physicians for a Smoke-Free 

Canada, 1999a; Evans, Farkas, Gilpin, Berry, & Pierce, 1995). In a California 

prospective cohort study, 1,732 adolescents aged 12 - 17 who never smoked 

were interviewed and followed three years later as to smoking initiation (Pierce et 

al., 1998). Susceptible and non-susceptible to smoking categories were defined 

by the participants' responses to specific questions on smoking. The study 

findings indicated that 49.7% of the participants progressed to smoking uptake in 

the three years with 16.6% becoming susceptible to smoking, 29.5% 

experimenting with smoking and 3.6% defined as established smokers (Pierce et 

al., 1998). The probability of non-susceptible never smokers progressing to 

smoke increased by 20% if they had exposure to family or peer smokers. Pierce 

et al. also reported that positive receptivity to tobacco advertisement was linked 

to smoking uptake. Of interest, these researchers reported that those with high 

acceptance to tobacco advertisement were three times more likely to take up 

smoking than those with lower receptiveness to tobacco advertisement (Pierce et 

al., 1998). This study supports the idea that interest in and awareness of 
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tobacco advertisement preceded adolescents initiating smoking behavior (Pierce 

et al., 1998; Schooler et al., 1996). 

Furthermore, researchers have reported that the incidence of 

experimentation with smoking increased among those that were receptive to 

tobacco advertisement and promotional items (Pierce et al., 1998). Pierce et al., 

in a California prospective cohort study of 12-17 years olds (n= 1,752), found 

that those without a promotional item at baseline but responded that they would 

be willing to use an item were twice as likely to have a promotional item in the 

follow-up than those who were not willing to use the promotional item. Although 

having a favorite tobacco advertisement predicted which youth would progress to 

smoking uptake in the follow-up, (odds ratio = 1.8 with a confidence interval (Cl) 

of 95%), a stronger predictor of future smoking uptake was possession or usage 

of promotional items such as T-shirts (odds ratio = 2.9 with 95% Cl). Pierce et at. 

estimated that tobacco advertisement influenced 17% of the total population of 

12 - 17 years old in California to experiment with tobacco products before the 

age eighteen. This longitudinal study demonstrated that susceptibility to smoking 

increased by the adolescents' receptiveness to the products (Pierce et al., 1998). 

These findings implied that tobacco advertisement is or may casually be related 

to adolescents initiating smoking behavior. 

Researchers also report that the tobacco industry has responded to the 

decline in smoking rate by increasing tobacco advertisement in youth and 

women's magazines (Albright, Altman, Slater, & Maccoby, 1988). Albright and 
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her colleagues analyzed the trends in cigarette advertisement in eight popular 

magazines. These researchers found that the number of tobacco 

advertisements have significantly increased over the years (1960 - 1985) in 

women and youth magazines. In the analysis, the ratio of the number of 

cigarette advertisements in youth magazines to the total number of cigarette 

advertisements in all magazines increased in magazines with a higher youth 

readership (r = 0. 81; p <0.001) (Albright et al., 1988). These researchers also 

found that before the 1970's, there was no tobacco advertisement in youth 

magazines. However by 1985, tobacco advertisement rose from zero to 36% in 

youth magazines (Albright et al., 1988). Although one can not conclude from 

Albright and colleagues' study that tobacco advertisement increases youth 

smoking. It is clear that tobacco advertisement has increased in youth 

magazines over time, thus resulting in increased exposure of youth to tobacco 

advertisement in youth magazines. 

Using 1994 United States published data on tobacco advertising 

expenditures ($232 million) and youth readership (n = 69 Million), researchers 

looked for a link between tobacco advertising and youth readership (King et al., 

1998). The cross sectional analysis linked the probability of smoking cigarette 

brands being advertised in youth magazines that had increased youth readership 

(ages 12 - 17). The probability of advertisement in a magazine for a preferred 

youth cigarette brand compared to an adult brand increased with increased youth 

readership in that magazine. In the analysis, at a youth readership level of 14%, 
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the probability ratio of advertisement was 1.04 (confidence level 95%), whereas 

at a youth readership level of 34%, the ratio was 5.21 (confidence level 95%). 

This indicated that cigarette brands preferred by youth were five times more likely 

to be advertised than less popular brands in the magazine with higher youth 

readership (King et al., 1998). Other studies have found that adolescent 

smokers preferred to smoke the more advertised cigarette brands such as 

Marlboro and Camel (Physicians for a Smoke Free Canada, 1996; Pierce et al., 

1998; Schooler, Feighery, & Flora, 1996). 

Although Canada introduced restrictions on tobacco advertisements in 

1989, tobacco advertisement continues. For example, tobacco advertisement 

presence is evident in Calgary newspaper publications such as The Calgary 

Straight and Fast Forward that are distributed free of charge and easily 

accessible to youth. Although the tobacco industry disputes the fact that tobacco 

advertisements often target adolescents, Health Canada (2001 b) reported that 

Canadian tobacco manufacturers have been targeting youth for the past two 

decades in the belief that early impressions last a lifetime and influence tobacco 

usage. Using focus group research method with youth aged 12 - 17(n= 339) 

from Ontario and Chicago, Rootman and Flay (1995) found that youth interpreted 

tobacco sponsored events as tobacco advertisement. The youth associated 

these sponsored activities with positive image of the activities and events and 

transferred this perception to the smoker as appealing and desirable (Rootman & 

Flay, 1995). 
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In Canada, tobacco companies sponsor such events as the du Maurier 

Jazz Festival and Player's Racing, to increase their image of credibility. Youth 

associated these tobacco sponsored events with desired characteristics and 

images that lead to favorable beliefs about tobacco usage (Physicians for a 

Smoke-Free Canada, 1996). Clearly, the exposure to tobacco advertisement 

may have an influence on adolescents' decisions to initiate or not to initiate 

smoking. 

In summary, tobacco advertisement is believed to play a role in an 

adolescent's decision to experiment with tobacco. Reported increased tobacco 

advertisement in magazine with high youth readership increases the exposure of 

youth to tobacco advertisements (Albright et al., 1988). Pierce et al., (1998) 

findings indicate that those that had no intention of smoking but had favorite 

advertisement were twice as likely to be smoking in follow up than those that did 

not have a favorite tobacco advertisement. 

Social Factors 

Researchers have attempted to gain a better understanding of the 

theoretical reasoning for youth initiating smoking behavior, by looking at all of the 

socio-psychological factors that impact on youth (Wang et al., 1998). Factors 

that impact on youth initiating smoking behavior were seen as those directly 

impacting on the individual such as personal and behavioral whereas those 

factors that were more distant as being environmental and social (Newman, 

1989; Wang et al., 1998). Despite this theoretical understanding of why youth 
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initiate smoking and the resulting anti-smoking campaigns, the smoking rate of 

Albertans at 27% is higher than the Canadian national rate of 25 % in those 15 

years and older (ATRA, 2000). 

Peer Influence 

Adolescents initiate smoking for many reasons, however one of the 

biggest influences on whether they become regular smokers is their friends. 

Wang et al. (1998) used computer assisted telephone programs to interviews 

adolescents aged 12— 18 years of age (n = 9,965). Only the data collected from 

those participants classified as non-smokers (n = 4,032) was included in this 

study. The data collected from the participants over a three-year period analyzed 

factors predicting smoking progression in youth. These researchers found that 

the perception of peer approval of smoking was the main factor in the 

adolescent's progression from non-smoking to regular smoking (Wang et al., 

1998). These researchers reported that these youth were five times as likely to 

initiate smoking if they believed that their friends approved (Wang et al., 1998). 

One of the reasons cited for the failure of adolescent anti-smoking 

programs is the limited focus on the social pressures that adolescents may be 

exposed to initiate smoking (Evans, Rozelle, Mittlemark, Hansen, Bane, & Havis, 

1978). Although children may be aware of the long-term consequences of 

tobacco usage, they need to be more aware of the sources of social pressure 

that impinge on them to initiate smoking behavior; peers, parents and media. 

Evans and his colleagues (1978) reported that the "critical period of social 
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susceptibility" (p. 127) to social influences was between the ages of 11 - 12 years 

or grade seven. The school nurses in a health unit also agreed with this 

researcher that pre-adolescents were most susceptible to use tobacco products 

when there was a significant life change. For example, the transition period from 

elementary to junior high school (ages 11 - 12) may be a particularly vulnerable 

period and increase the receptivity of pre-adolescents to initiate smoking 

behavior (Evans et al., 1978). 

Other researchers have examined factors that contribute to the process of 

becoming a smoker. Hirschman, Leventhal, & Glynn (1984) interviewed school 

age children (n = 386) from grades 2 - 10 in an inner city school in Milwaukee 

area to examine the developmental process of becoming a smoker. Multivariate 

analysis of the data found different factors such as risk taker behavior, level of 

stress and social influences predicted the development of smoking uptake. 

Progression from trying one's first cigarette and going on to the second cigarette 

was found to be most likely in risk takers, youth with increased stress level 

resulting from the inability of meeting parent and/or school expectations and in 

having friends that smoked (Hirshman et al., 1984). These social factors were 

found to be significant indicators of an individual progressing to the second 

cigarette and associated with the progression to becoming a smoker (Hirschman 

et al., 1984; Hirschman & Leventhal, 1989). Two other variables, poor academic 

achievement and lack of negative attitudes towards smoking, were also 

associated with smoking uptake (Hirschman et al., 1984). Although poor school 
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grades were found to be a factor in adolescents trying their first cigarette and 

moving on to the second cigarette, the lack of negative experiences towards 

smoking was found to be the best predictor of an individual progressing to the 

second cigarette (p <0.01) (Hirschman et al., 1984). 

Of interest, this study provided insight into the importance of the actual 

experience of the first cigarette (Hirschman et al., 1984). Many of the 

participants used negative connotations to describe their experiences with the 

first cigarette: 84.7 % noted a bad taste, 72.1 % reported coughing and 57.7 % 

described a bad smell. Although, a high percentage reported adverse 

experiences with their first cigarette, how they interpreted those sensations 

played an important part in whether they progressed to the second cigarette. 

The greater the number of adverse symptoms reported by the individual, the 

greater the belief that cigarettes are damaging to one's health (p < 0.001). The 

immediate effects of smoking cigarettes such as coughing and dizziness had 

different effects on the perception of smoking. Coughing was seen as a direct 

negative consequence on the body, whereas dizziness was perceived as a 

positive consequence as a possible high thus increasing the likelihood that the 

individual will try another cigarette (Hirschman et al., 1984). 

Social Image 

Smoking behavior in adolescents is motivated by different factors. For 

example, smoking may have social benefits in the eyes of an adolescent and the 

adolescent may be motivated to smoke to achieve the attributes that are 
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associated with the positive smoking image. If the image of smoking is perceived 

to be sophisticated, sexy and successful, an adolescent may initiate smoking to 

achieve this image (Barton, Chassin, & Presson, 1982). Barton and his 

colleagues found the greater the match of an adolescent ideal self-concept to 

that with the image of a smoker, the higher the risk of the adolescent to initiate 

smoking. 

Grade 6 (n = 286) and grade 10 (n = 248) nonsmokers in a southwestern 

United States city were used to explore the social image of cigarette smoking 

among youth and whether a positive image of cigarette smoking caused 

adolescents to initiate smoking (Barton et al., 1982). This study explored the 

degree to which the perceived social image motivated adolescents to initiate 

smoking by correlating the ratings of the models with smoking intentions. In this 

study, students were shown slides of models who were smoking or not smoking 

and participants were asked to rate the slides. The rating of the models clearly 

illustrated the ambiguous nature of the social image of smoking, as the models 

that smoked where rated as having both undesirable qualities (unhealthy, 

unwise) and positive qualities (attractive, sexy and tougher). The more positive 

the participant rated the smoking model, the more likely that participant was to 

initiate smoking. There was a positive correlation between initiating smoking 

behavior and the social image of the smoker in grade six students, especially in 

the grade six girls (Barton et al., 1982). In grade 10 boys and girls, initiation of 

smoking was related to specific social factors of the smoking image such as 
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interest in the opposite sex or conforming to peer pressure. If smoking is part of 

the group that the adolescent admires most, then smoking behavior is likely to be 

initiated by that adolescent (Barton et al., 1982). 

Summary 

Although the overall Canadian smoking rates are reported to have 

decreased in all ages, the initiation of smoking behavior in adolescents has not 

(Gilmore, 2000). Some researchers believe current anti-smoking programs have 

little or no effect in decreasing the initiation rates in adolescents (Block, Block, & 

Keyes, 1988). Further research related to the theoretical understanding of why 

adolescents are susceptible to initiating smoking behavior is needed. The limited 

success of the anti-smoking campaigns needs to be better understood in relation 

to the needs and the characteristics of pre-adolescents and adolescents. For 

example, most of the interventions focus on the long-term consequences of the 

health hazards of tobacco usage (Norman & Tedeschi, 1989). This approach 

has not been successful, as health hazards (long term consequences) are 

associated with "old age", whereas youth are preoccupied with the present, feel 

immortal and fail to respond to this approach (Elkind, 1994; Papalia & Olds, 

1994). 

It is clear that adolescents continue to initiate smoking behavior in spite of 

the increasing health promotion programs and knowledge of the adverse affects 

of smoking. Alberta Tobacco Reduction Alliance (ATRA) (2001) reported that 

189 million cigarettes are smoked by youth aged 12 - 19 each year. Although 
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research has focused on the smoking behavior of adolescents, little has been 

done to explore knowledge of the risk factors of smoking and the influence of 

media on tobacco usage on pre-adolescents. 

The significance of the present study is to add to the body of knowledge 

on adolescent and smoking behavior by developing a better understanding of the 

reasons why pre-adolescents initiate or do not initiate smoking. This study is 

important for nursing practice as it explores the beliefs of pre-adolescents as to 

the determinants of smoking uptake. By understanding the beliefs of pre-

adolescents regarding smoking initiation, nurses can gain a better understanding 

of the influences of pre-adolescents experimenting with tobacco to develop more 

effective smoking prevention and intervention programs. 
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Chapter Three: Design and Method 

Focus groups were used to collect data by exploring the participants' 

understanding of the influences on initiating or not initiating smoking behavior. 

This exploratory design allowed the participants to respond freely by expressing 

their own opinions and discussing their opinions with other group members 

(Morgan, 1998b). Focus groups drew on the group's strength, by exploring the 

topic of smoking, providing a chance to share and discuss beliefs and to develop 

interpretations (Morgan, 1998a). The use of focus groups allowed the researcher 

to gain a better understanding of what factors influence pre-adolescent smoking 

behavior in their daily lives. The dynamics of the group were observed during the 

discussions and analyzed to understand peer influence (Krueger, 1998a; 

Kreuger, 1998b; Lankshear, 1986; Then, 1996). 

It will be recalled that the goal of the study was to explore pre-adolescents' 

beliefs about initiating or not initiating smoking behavior. The researcher 

developed and used focus questions for the purpose of generating data and 

guiding the discussion to gain a better understanding of the influences on pre-

adolescents that may contribute to youth initiating smoking behavior (Morgan, 

1998b). 

By focusing on listening and learning from the participants rather than 

focusing primarily on the questions, the researcher was able to gain a better 

understanding of the opinions and influences on pre-adolescents (Morgan, 

1998b). The researcher found that the participants tended to respond most 
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freely and openly to this less structured format and thus generated a very rich 

data on the subject matter. 

The faculty advisor and a researcher with skills in developing questions 

first reviewed a list of questions developed by the researcher based on a 

literature review. Next, a pilot focus group of pre-adolescents tested the 

questions for appropriateness of language and comprehension. The questions 

were designed as open-ended questions to generate a freer discussion of the 

topic of interest (See Appendix G). The questions were reviewed based on the 

input from the pilot focus group participants, the moderator and the researcher's 

advisor. The focus group questions were not changed following the pilot group 

therefore, the pilot discussion was included in the analysis. General questions 

on smoking were used at the end of focus groups to gather demographic data for 

the analysis in comparing and describing the groups (Morgan, 1998b). 

Initially the researcher met with the principal to gain acceptance and to 

establish guidelines for the study. The sampling strategy for the focus groups 

used systematic procedure to select the research participants from the three 

classrooms. The specifics of the recruitment plan will be discussed in the 

following sections. The meeting times of the focus groups were set in 

consultation with the participants to allow individuals more control over the 

process and a willingness to participate (Then, 1996). At the beginning of the 

week of a focus group discussion, a reminder note of the meeting time and place 

was sent home with the participants (Appendix F). A reminder note with a list of 
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the participants also was sent to the school principal requesting him to remind 

the students that were participating in the specific focus groups. A letter to the 

participants' parents or guardian assured them that their child would not miss any 

instructional classroom time (Appendix C). 

Operational Definitions 

Active parental consent 

Active parental consent requires that parents or guardians return a signed 

consent form if their child is to participate in the study. 

Passive parental consent 

Passive consent implies that, if no response is received from a parent or 

guardian, their approval can be assumed. Reasonable attempts such as 

information letter must be sent to inform parents of the forthcoming study along 

with adequate respond time to allow parents time to respond in the negative if 

they do not wish their child to participate. 

Recruitment and Sample 

Recruitment Description and Rationale 

Once obtaining ethical clearance for the study, one urban elementary 

school from the Catholic School Board was selected to recruit students for the 

study, based on the receptivity of the principal and the demographics of the 

school's community. Initially, the researcher arranged meetings with the 

Principal and the Vice-Principal of the school to discuss the study and address 

any concerns. The researcher also offered to meet with the teachers and the 
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parents of the children involved in the study. The Principal, who was new to the 

school, decided after the initial informational meeting on the proposed study, that 

a meeting with the teachers would be unnecessary and that he would personally 

keep his staff informed as to the process. Following the agreement of the 

Principal to allow the researcher to conduct the study in this school, convenient 

dates for the focus group discussions were mutually arranged with the Principal. 

The Principal arranged a time to inform the parents at the School Council 

meeting. The presentation on the proposed study by the researcher was well 

received by about ten parents attending the first School Council meeting of the 

school term. 

Recruitment of participants began one month before the focus group 

meetings to allow turn around time for parents or legal guardian of participants 

and participants to reflect on the purpose of the study and to return the signed 

consent form. A consent form for the parents explaining the purpose and nature 

of the study was given to all students (n = 84) between the ages of 10— 12 in the 

school. The letter to the parents specified that the children involved in the focus 

group discussions would not lose any classroom instructional time (Appendix C). 

The list of all possible participants (n = 84) was obtained from the school 

principal. Although participation was voluntary, to minimize bias and insure 

compatibility of the group, the Principal was consulted to establish the cognitive 

ability of participants to discuss the topic of interest before assigning the 

participants to specific focus groups (Greenbaum, 1988). 
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Participation in the focus groups was conditional on the consent form 

being completed by the participants and their parents or legal guardian. All 

students from Grade 5 to Grade 6 who had written parental consent were eligible 

to participate in the focus group discussion. Although active parental consent 

may have influenced participation in the study, the School Board did not agree to 

the use of passive parental consent forms with children of this age. Thirty-six 

participants were recruited for the four focus groups. 

Recruitment Plan 

To insure successful recruitment of participants for the study, the 

researcher used the following checklist: 

• Communicated a sense of purpose and importance of the focus groups 

to the participating students, parents and principal. 

• Increased potential participation by written reminders to the classroom 

teacher and parents. 

(Adapted from Morgan, 1998a). 

The researcher sent a reminder letter to the school principal the week of 

the focus group meetings with the date and a list of participants for the focus 

group (Morgan, 1998b). This facilitated increased interest in the study by the 

school and the participants, thus aiding in increased attendance and participation 

in the focus group discussions. 
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Sample 

The convenience method of non-probability sampling or selection of 

students with active parental consent was used. Conducting focus group 

discussions within multiple school settings had been discussed. However, due to 

this being a small pilot study on which future studies would be developed, the 

use of non-random sampling method and the demographics of urban setting, 

representation from a larger school population was deemed unnecessary. The 

researcher's main goal for this study was to collect in-depth data on the topic of 

interest (Morgan, 1998a) in an area where no data is currently available. In this 

sample, the non random method of sampling did not allow for estimating the 

probability that each element of the population was included, but the sampling 

method was appropriate, as the researcher was looking for a diversity of opinion 

to increase the richness of the data collection (Polit & Hungler, 1999). 

The elementary school used for the study, is located in a community that 

was previously a small village, which has become part of the larger urban area. 

This community's demographics roughly follow that of the larger urban area. The 

analysis and comparison of the two communities was based on community social 

statistics generated by the City of Calgary Census (2002). Although the total 

population growth of this smaller community has not kept pace with the rapid 

growth of the large urban city, the age distribution follows that of city's population. 

Similar to the age distribution in the city, one third of the community's population 

is in each of the three age groups (under the age of 25, between ages 24 —44 
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and over the age of 45). The age distribution in this small community has shown 

an increase in the group of school aged children between the age of 5 —14. For 

example, in the small community there is an 18.5 % increase as compared to 

that of city at 13.7%. The population mobility at 15.6% compares to 20.7% in the 

larger area. The median household income of $53,256 in 1995 in small 

community compares to the median household income in city of $45,777, with 

13.9% of persons in low income households to that of 20.6% in city. The 

unemployment rate of 7% in 1996 compared to the 5.6% rate in the city. Of the 

population 15 years and over the martial status in the smaller community was 

59.6% to 52.4% in the city; divorced 2.7% in the smaller community to 8.2%; 

2.7% are separated in the smaller community as compared to 3.1% in larger 

urban area. Although the number of lone parent families has grown in the city 

(15%) only 5.6% of the children in the smaller community live with a lone parent. 

The diversity of immigrant population in 1996 of 16.6 % in small community is 

comparable to 21.1% in city. The visible minority of 6% is low compared to that 

of 18.7% in larger urban area, however the Aboriginal population of I % 

compares to that of 1.9% in the city. Housing as to dwelling and structure in both 

areas are roughly the same with 75.6% owning their own home as compared to 

64.3% in the city. In summary, the sample was drawn from a designated school 

whose demographics findings follow closely the demographics of the larger 

urban area. The following section presents the specific description of the 

sample. 
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To be eligible for this study, the participants were Grade 5 and 6 students 

at an elementary school who had obtained a parental or guardian consent and 

were able to speak and understand English. Participants with either smoking or 

non-smoking histories were included to increase the richness of the data. The 

tobacco usage history of each participant was determined in the demographic 

questions (Appendix H). 

The target population consisted of Grade 5 and 6 students in a major 

urban centre. Three classrooms were part of the study, one grade five 

classroom, one grade six classroom and one classroom, which had mixture of 

grade five and grade six students (n = 84). The composition of the groups was, 

all females (n= 9), all males (n= 9) and two mixed groups (n= 9). 

The following procedure was followed in selecting the focus groups 

participants. All of the participants were entered into an Excel spreadsheet. 

Next the random number generator function of Excel was used to create an 

normal distribution from zero it one. For the mixed group, a data query, an If 

statement was written with lower and upper bounds, e.g. 0 to 0.25 and the group 

was selected. This was repeated four times with different lower and upper 

bounds. For the all boys and all girls group, an additional qualifier was used, e.g. 

that the participant was a boy or girl and a similar selection process was 

followed. Since the group was small (n = 36) a visual inspection of the groups 

assured no participants appeared in more than one group. 
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Studies have previously shown that girls initiate smoking behavior at a 

higher rate than boys, 23 % of males and 24 % of females between 15— 19 

years are current smokers (Birkett, 1997). Due to the potential sensitivity of the 

subject topic, one all girls and one all boys group was used. The all girls group 

and all boys group did identify interest areas and themes that were not apparent 

in the two mixed groups. In addition, the use of an all girls and all boys 

composition increased the level of comfort allowing the discussion of issues that 

may be different in the mixed groups. Furthermore, since interests are perceived 

differently in boys and girls, certain gender issues may be addressed differently 

in a mixed group (Greenbaum, 1988). 

A focus group with a mixed composition of boys and girls was used for the 

pilot test of the focus group questions (Appendix G). The pilot test was done with 

nine students (4 boys, 5 girls) (four from Grade 5 and five from Grade 6). In total 

a sample of 36 students (n = 36) participated in the focus group discussions. 

The data collected from the pilot group was included in the analysis with the 

other focus groups. 

As pre-adolescents make great strides in development (physical, cognitive 

and social), they are susceptible or vulnerable at this stage as they may feel 

threatened and self-conscious. Limiting participants to between 6 and 10 in the 

focus group allows the moderator to establish rapport with the group and to 

explore opinions in more depth (Krueger, 1998a; Then, 1996). The small group 

size may be more conducive to participation for some participants than in larger 
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groups (Greenbaum, 1988). Using a small group size increases the chance that 

all of the participants have equal time to participate in the discussion. The use of 

nine participants as the focus group size was to insure an adequate size even if 

one or two decided at the last minute that they were not able to participate in the 

discussions (Morgan, 1998b). The researcher also felt that recruitment of 

participants might be complicated by other factors such as school commitments. 

Participation was not a problem as the principal facilitated the presence of all the 

participants at each discussion. 

Researchers have found that in large sized groups, participants are less 

likely to participate in discussing certain issues especially sensitive ones, 

whereas too small a group does not provide enough diversity of opinion (Then, 

1996). Although tobacco usage may not be perceived as a sensitive issue, 

discussion of one's intention to initiate or not initiate smoking behavior could be 

hindered in a large focus group. The use of nine participants in the focus 

discussions was seen as a comfortable size for discussing a potentially sensitive 

topic such as tobacco usage (Then, 1996). 

In summary, the focus groups were as follows: two groups were 

composed of both males and females, one group was all males and one group 

was all females. The rationale for the different composition of the groups was to 

gain an understanding of pre-adolescents from different perspectives and 

gender. Gender based differences have been identified in pre-adolescence 

development and differences have been found between males and females as to 
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the initiation of smoking behavior (Health Canada, 2003c; Gilmore, 2000). 

Similarly, by varying the composition of the focus groups, a diversity of views and 

opinion was obtained. Only through listening to pre-adolescents, can one begin 

to understand the influences on pre-adolescents to initiate or not initiate smoking 

in adolescence. The knowledge gained in these discussions can aid in 

developing effective health promotion strategies to allow intervention at an earlier 

age. 

Age 

The age of the participants in Grade 5 and 6 varied between 10— 11 years 

of age with one participant being nine years old. Although this seems to be a 

relative short time frame, it is a time of mastering skills in developing physical 

and cognitive competencies with some developmental psychologists like Erikson 

referring to it as a period of industry (Papalia & Olds, 1994). According to Piaget, 

pre-adolescence is a period of developing concrete operational thought or logical 

inferences (Papalia & Olds, 1994). The development in cognitive thinking in this 

age group improves the ability to draw conclusions through unseen evidence. 

There had been some discussion by the school health nurses and Principal as to 

appropriateness of focus group discussion with this age group. However, this 

researcher found that pre-adolescents could theorize about the world by thinking, 

hypothesizing and testing their ideas. It was noted in this study that the thinking 

process of a nine-year-old was very different from an eleven-year-old, not only 

from the collection of knowledge and experiences, but also in the processing of 
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information. As cognitive thought develops with the maturing of pre-adolescents, 

there is a shift from concrete thought or focussing on the here and now and 

perceptual data to abstract thought. In developing, an understanding of the 

influences on our youth to initiate or not initiate smoking behavior, it is important 

to understand the developing thought process of pre-adolescents. The focus 

group discussions not only identified the factors that influenced our youth to 

initiate or not initiate smoking behavior but also helped identify some of the pre-

adolescents beliefs and thought processes. The focus groups were drawn from 

three classrooms; grade 5, grade 6 and mixed grade of 5 and 6 students. In the 

mixed grade, the ratio was two to one with twice as many Grade 6 students to 

Grade 5 students. 

Sample Description 

The consent form and the letter to the parents/ guardian and participant 

explaining the study and asking for their child's participation were sent home with 

each child in grades 5 and 6 of one urban elementary school (Appendix C & D). 

The letters were to be sent home at the beginning of the week to aid the Principal 

in tracking the return response rate of the consents and follow up. However, the 

consents were distributed on a Thursday with the return date to be on Halloween. 

The initial return response rate was (19/26) 73% from the Grade 5 room, (14/25) 

56% in the mixed room and (12/33) 36% in the Grade 6. The total response rate 

from the three classrooms was (47/84) 56% (see Table I). Only two consents 

were returned to the school after a follow-up reminder letter was sent home to 
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the parents (Appendix E). Although greater than 60% response rate is desired, 

lower response rates are the norm with the response rate of 56% from this study 

seen as sufficient (Pout & Hungler, 1999). The response rate could have been 

affected by the timing, as the children could have been preoccupied by all the 

happenings and excitement of Halloween. 

The pilot study was conducted with nine participants who completed the 

demographic questions and participated in the focus group discussion. 

The composition of the group was mixed with four males and five females 

with four of the participants from Grade 5 and five participants from Grade 

6. With the help of the faculty advisor, the focus group questions were 

evaluated and reviewed based on the participants' comments. Following 

the evaluation, it was determined that the wordings of the focus group 

questions were appropriate, thus the questions were not changed. 

Although the focus group questions remained unchanged, the trained 

moderator suggested that the discussions would run smoother if the order 

of the questions were more flexible and be altered to follow the flow of 

conversation". 

Data Collection 

Demographic questionnaire 

The questionnaire, a paper and pencil form, was self-administered and 

filled out at the end of the focus group discussion. Since the questionnaire had 

been filled out at the end of the first focus group discussion, to maintain 
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consistency, the other groups also filled out the forms at the end of the sessions. 

The questionnaire focused on the demographics of the group and the data 

collected will be discussed in detail in Chapter Four. 

Focus Group Data Collection 

The researcher established contact with the school and with the Principal 

mutually decided on the distribution dates of the consent form and the scheduling 

of the focus group discussions. The graduate student researcher was in the 

observer role for the four focus group discussions (one pilot study and three 

focus groups). The researcher in the observer role was better able to focus on 

group dynamics, body language of the participants and non-verbal 

communication between the participants rather than focusing on moderating the 

focus group discussions. The same moderator facilitated all four of the focus 

group discussions. The focus group discussion were held in a small office away 

from the students' classrooms. 

Focus Group Discussion 

The focus groups were scheduled for approximately 50 minutes (Morgan, 

1998b). The researcher allowed two hours of time for each focus group to 

prepare and set up for the group discussion and 30 minutes for debriefing with 

the moderator after the group focus (Morgan, 1998b). The questions developed 

for the focus group were used to guide the interview by exploring the pre-

adolescent knowledge level and beliefs about smoking in the format of focus 

group discussion. The moderator did strive to encourage all participants to 
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participate to increase the richness of the data collected (Morgan, 1998b). All the 

discussion generated from all four focus group (one pilot study and three group 

discussion) became the data for the analysis. 

Focus Group Moderator and Observer Roles 

The researcher met with the Principal before each session to discuss the 

focus group scheduled for the day and any problems that may have arisen. The 

researcher set up the room and observed the participants as they entered the 

room. The observer and moderator briefly reviewed the process and plans for 

the discussion. The moderator outlined the roles of both of the moderator and 

observer to the participants at the beginning of each session. The observer and 

the moderator met immediately after all the session to discuss observations and 

any thoughts as to the focus group discussions. 

Focus Group Moderator 

A trained moderator facilitated all the discussions of the focus groups. 

The trained moderator was a registered nurse who works with health 

professionals, school personnel, parents and teens to raise awareness about 

healthy body image in our community to prevent eating disorders in our youth. In 

this capacity, the moderator had experiences facilitating groups with children as 

young as eight years old. The researcher also felt that the age and the manner 

of the moderator were important factors in the receptivity of the children to 

discuss the topic of smoking. The role of the moderator (as adapted from Then, 

1996) was to: 
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• Encourage input from all the group participants to gain an 

understanding of the topic of interest. 

• Facilitate interaction between members to develop varied opinions by 

exploring differences and similarities. 

• Facilitate discussion by keeping the group on topic and by 

summarizing the points of discussion. 

• Encourage participants to clarify their points. 

• Document, analyze and interpret the results after the group discussion. 

The researcher had developed focus group questions, which were tested 

in a pilot study and then used to help guide the discussion in the other groups 

(Appendix E). By using the questions as a guide, the moderator was able to 

explore the values, beliefs and influences of pre-adolescents on initiating and not 

initiating smoking behavior in each of the groups. The researcher made use of 

visual aids by posting current tobacco advertisements for discussion purposes on 

the blackboard of the room used for the focus group (Appendix K, L & M). The 

moderator was able to facilitate groups that at times were too eager to share their 

ideas and knowledge on the topic and needed to be gently encouraged to wait 

their turn. The pre-adolescents had no problem talking about their views and 

were most eager to be heard. The topic seemed timely and of great interest to 

all of the participants. At times, their enthusiasm to respond to the questions 

appeared to hinder the dialogue between the participants, resulting in the 

conversation being directed mainly to the moderator. In the pilot group, the 
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participants responded mainly with a show of hands. Since the focus group 

discussions were held in a school setting, the participants tended to respond in 

the manner they are normally accustom to answer questions in their classroom. 

The other three groups were encouraged to respond freely to the discussions 

with out waiting for permission to speak, yet respecting the opinion of those 

speaking by waiting their turn to speak. 

Observer 

The researcher was the observer for all of the sessions of the study. The 

observer positioned herself slightly behind the discussion groups and did not take 

part in any of the discussion. In this position, the observer was able to observe 

the dynamics between the participants, the body language, verbal and non-

verbal cues between the participants. The observer kept a sociogram to 

document the flow of conversation in each of the groups. In this position, the 

observer was visible to most of the participants except for the two who sat in front 

of her. At times, this seemed to be a distraction to those participants, as they 

would turn around to see what the observer was doing. 

The researcher as the observer: 

• Reviewed the observations of the group dynamics done by the 

moderator 

• Aided in the collection of data by keeping field notes, recorded group 

dynamics and debriefed to verify the moderator's observation. 

• Dressed appropriately to be identified as the researcher. 
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• Carefully balanced the position of the observer by not overplaying the 

position as an expert or authority (Then, 1996). 

Setting and Process 

The focus group discussions were arranged to be held during the school 

lunch hour as many of the children left immediately after school dismissal for 

their school buses. The initial room booked by the Principal for the focus groups 

was switched on the first day as it was occupied until noon thus preventing early 

set up of the room. Due to limitation of space in the school, the discussion 

groups were arranged to be held in a small office away from the participants' 

classrooms but not from other classrooms. Although the environment is usually 

made comfortable by using a circular seating plan to increase group participation 

(Greenbaum, 1988), due to the size of the room, a rectangle shaped table had to 

be used. The researcher had previously discussed with the Principal the need 

for a room without any distracting items such as television, telephone, window or 

distracting interruptions (Greenbaum, 1988). However, due to the location of this 

room, hallway noise was a factor for all of the groups as the children left and re-

entered their classroom during the lunch hour. The window in the room was 

covered for the last three sessions to prevent the passing children from jumping 

up and trying to look through the window during the sessions. In fact, some of 

the tobacco advertisements that had been posted on the blackboard in the pilot 

study were used to cover the window in the following three sessions (Appendix 

K, L, & M). The light, temperature and seating arrangement is known to affect 
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the comfort level of the participants. In each of the sessions, the comfort level 

due to the increased temperature in the small room became a factor. Opening 

the door was not an option even when the hallways were empty of other 

students, as an open door decreased the comfort level of the participants in one 

of the sessions. The participants were encouraged at the start of each of the 

sessions to remove any extra sweaters or jackets that they may have on them. 

The group members were all welcomed as they entered the room and 

asked to pick up their nametag before they sat down. The researcher had 

arranged all the chairs for the sessions placing the nametags at center of the 

table. In the pilot session since none of the participants filled out their nametag 

when asked, the researcher prepared all nametags for the following sessions. 

The seating plan was the participants' choice and was an interesting process as 

they arranged themselves around the table. The two seats next to the moderator 

were not the preferred spots and needed coaching to be filled. Participants 

tended to sit with those from their own classroom and with their own gender. 

Refreshments such as a variety of fruit juices and pizza were provided to 

help make the environment more relaxing. The choice of refreshments and the 

take out restaurant had been mutually arranged with the help of the Principal. In 

the pilot study, the pizza was placed in the center of the table and the 

participants helped themselves. However, since the opening and closing of the 

pizza boxes increased the background noise on taping, leading to difficulty in 

transcription, the pizza and juice were handed out to the participants at the 
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beginning in the following sessions. Although focus group meetings for adults 

are set for a maximum of 90 minutes (Morgan, 1998b), the length of focus group 

discussions was limited to 45 -50 minutes for this age group. The shorter 

session for this age group was appropriate to maintain the interest and to 

recognize the time constrains of the school for the focus group discussions. The 

appropriate times for the meetings were arranged in consultation with school 

principal. The lunch hour discussion assured that the participants did not miss 

any instructional time. This had been a concern discussed by the previous 

principal in light of the reduced instructional time due to strike action by the 

teachers in the academic year. This concern of the principal had been 

addressed in the information letter to the parents/guardians (Appendix C). 

All of the sessions were audio taped with the consent of the group. At the 

beginning of the sessions, the moderator asked for the participants' permission to 

audio tape the session and stressed confidentiality at this time. The groups were 

assured that only the researcher and the faculty advisor would listen to the tapes 

to maintain confidentiality. The tape recorders were placed in the center of the 

table to ensure even recording of all participants. Two tape recorders were used 

to insure recording all of the participants' responses. A 90-120 minute tape was 

used to reduce the number of interruptions of changing tapes and to avoid any 

distraction (Then, 1996). Media experts enhanced one of the tapes by reducing 

the background noise. With each taping session came its own set of problems. 

For example, on one tape, the participants were very soft spoken, in another, the 
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participants spoke out of turn and over one another and in another the 

background noise faded all of the participants' response. In spite of all the 

difficulties in transcribing the tapes, all of the four sessions were transcribed 

verbatim by experienced transcribers. 

Process of Data Collection 

The participants were asked to complete demographic questions to help in 

comparing and describing the four groups in the analysis (see Appendix H). 

Although some of the participants were eager to sign their forms, they were 

encouraged to leave their names off the forms. In all of the groups, the word 

"nationality' needed to be clarified. 

The focus group discussions commenced after the introduction by the 

moderator as to taping and confidentiality. All of the focus group groups were 

approximately 40 minutes long except for the last group, which was only 30 

minutes long due to a scheduled skating school activity. The focus groups were 

held on Wednesdays for three consecutive weeks with the fourth group on the 

Thursday of the last week. In concluding the sessions, all of the participants 

were thanked for their contribution to the discussions and were asked for their 

feedback as to the process. In the all boys group, three of the participants 

thanked the researcher for the opportunity to discuss their point of views on the 

topic of smoking. 

As previously mentioned, the focus groups were facilitated by a trained 

moderator with the observer present in the room but not directly part of the 
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discussion groups. As outlined previously, the observer's purpose was to 

observe the interaction (verbal and non-verbal) between the participants and 

record the observations. Both the observer and the moderator kept field notes 

on the group dynamics, environment and body language cues that were used for 

debriefing at the end of the focus group discussion. The role of the researcher 

as the observer was to record the group dynamics of the discussions. The 

interactions between the participants were recorded by drawing a sociogram. 

Key observations to identify participants' characteristics such as appearances, 

posture and seating arrangement of the participants were noted. Immediately 

following the discussions, the observer and moderator debriefed as to content 

and process. Field notes were written up after each focus group by the observer 

as to process, non-verbal behavior and content. 

Data Analysis 

The basic principles of qualitative analysis were followed in this study 

(adapted from Kreuger, 1998a). The "key characteristics of focus group analysis 

includes disciplined process, systematic steps, a defined protocol, verifiable 

results, and multiple feedback loops" (Krueger, 1998a, p.4). Data for the analysis 

was generated through field notes, tape recording the discussions, encouraging 

participation to summarize their opinions and by debriefing with the moderator 

immediately after sessions. Both the observer and the moderator recorded their 

key observations and discussed their findings. The analysis of the focus group 

discussions involved listening carefully and analyzing what the participants were 
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saying. The data analysis phase started at the beginning of the focus group 

discussions, continued immediately after the discussions and continued after all 

the groups were finished (Krueger, 1998b). To insure that the analysis was done 

in a systematic way, the researcher discussed results with the advisor on an 

ongoing basis. 

Analysis followed certain systematic steps such as: 

• Sequencing of questions from warm—up questions, then key questions, 

to summary questions to gain rich data from the participants. 

• Tape recording all the discussions and transcribing verbatim to aid the 

analysis. 

• Providing opportunity for the participants to clarify their thoughts and 

feelings to aid in verification. 

• Debriefing with the moderator immediately after the focus group 

discussions to capture the atmosphere and the highlights of the 

discussion. 

• Systematically following a prescribed procedure in labeling recurring 

ideas or themes to ensure that information can be reviewed and 

retrieved. 

• Using a systematic approach to identify themes, then categories of 

themes that arise from sorting groups of similar ideas. 

• Using a systematic approach to analyze similarities across the groups, 

although some in-group analysis can be done, the focus is on an 
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analysis across the groups. 

Feedback is an important component of analysis, therefore, the moderator 

provided time at the end of the session to allow the participants a chance to 

summarize and clarify their views and opinions on smoking. During the group 

discussions, the moderator paid close attention to any conflicting and unclear 

remarks that arose and searched for an understanding of these comments 

(Krueger, 1998c). Both the researcher and the moderator were careful to note 

the group dynamics and paid attention to the "silent agreements, obvious body 

language, indications of group moods, ironic or contradictory statements" 

(Krueger, 1998c, p.48) which may not be apparent in the tape recording of the 

discussions. The researcher also drew the seating plan to help in remembering 

the participants in each group during the analysis. Immediately after each of the 

discussions, it was important for the researcher and the moderator to debrief as 

to their observations, significant comments and the essence of the discussions. 

After the analysis of the data, the researcher asked the facility advisor for 

feedback on the draft report from the researcher's field notes. The researcher in 

consultation with the faculty advisor assessed the need for extra focus groups. 

Since there were not any new emerging themes from the groups, the four groups 

were seen as been a reasonable number of groups for data collection (Morgan, 

1998b). 

Kreuger (I 998a) emphasizes careful listening as the beginning in analysis, 

without any assumptions and openness. In the analysis, the researcher 
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considered the words as to similarity, contemporaneous, colloquialness and if 

related. Other factors such as the context and the intensity of the remarks were 

also noted. The consistency of the remarks were examined to explore if the 

participants had changed their point of view during the discussion with their 

group. In the analysis, consideration of the cognitive development of this age 

group, i.e. whether or not they were able to provide examples or elaborate on 

their beliefs and values was identified. For the analysis, the data from the 

transcriptions, the researcher's and the moderator's field notes were used for 

coding. The method of coding was to underline key words and expressions in 

the transcripts and field notes. 

In the final step, the researcher searched for themes that emerged and if 

the themes were supported by the available evidence. The researcher used the 

"long table" (Kreuger, 1998c, p.59) approach to identify themes, then categorize 

the themes by identifying the ideas and sorting them into groups of similar ideas. 

Each theme that arose was color coded to aid in comparison and finding a 

pattern. This color coding process aided the researcher in identifying opinions, 

views and thoughts that were repeated even if they had been expressed in 

different ways. Although, ideas or opinions that were express once were found 

to be informative, they did not influence the findings. Although in-group analysis 

was done, the focus of the analysis was across groups. In doing so, the 

researcher was able to identify evidence that repeated or was different in the four 

focus groups. Similarities and differences across the groups were also identified 
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in relation to gender. The primary focus of the analysis was on the content, 

based on the research questions and not on the process. The faculty advisor 

and the moderator confirmed the themes that were identified by the researcher. 

Lastly, the researcher wrote the report based on the purpose and overall 

question of the study in collaboration with the faculty student advisor. 

Scientific Rigour 

Focus group research method was chosen to explore the complex topic of 

pre-adolescents smoking behavior. The guidelines outlined by Kreuger (1 998a, 

I 998b, I 998c) and Morgan (I 998a, I 998b) were used to assure scientific rigor. 

Essential steps as described by Kreuger (1 998a, 1998b, 1998c) and Morgan 

(I 998a, I998b) were taken in planning, recruiting, moderating and analysis to 

ensure the quality of the data collected in the focus group discussions. As a 

research method, the interviews were conducted by a trained moderator who had 

experience in this research method but also had experience facilitating 

discussions with adolescents. The moderator used semi-structured questions to 

lead the focus group discussions. The moderator was skilled in interviewing, 

probing for information, encouraging all participants to participate and clarifying 

responses. The focus group questions were pilot tested for quality of data 

collected and adjusted to improve the quality of information. The observer in the 

room acted as a check to ensure data analysis and interpretation were followed 

as to guidelines outlined in the planning process. Both the moderator and the 

observer kept detailed field notes. Debriefing with the observer and moderator 
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was done immediately after each focus group session. All of the sessions were 

audio taped and transcribed verbatim. The scientific rigor was ensured by 

following a well-planned procedure in facilitating the groups in discussion and 

consistently following this plan in carrying out the same process for each of the 

focus groups. A consistent format was utilized in conducting the group 

discussions and questionnaire data collection to insure consistent collection of 

data. 

In using the focus group as a research method, specific guidelines as 

outlined by Kreuger (1998a) and Morgan (1998a) were strictly followed to ensure 

the credibility, dependability, conformability and transferability of the data 

collection (Polit & Hungler, 1999). The research method as outlined in the 

proposal meet scientific and ethical approval before focus group discussions 

commenced. Due to the potential sensitivity of the topic, focus group size was 

keep to nine participants to allow each participant to share more fully their beliefs 

and values. Strategies were used to ensure full attendance at all of the focus 

group discussions. These strategies were reminder letters to the school and to 

the participants and their parents (Appendix E & F) along with offering incentives 

such as refreshments during the lunch period. Finally the researcher's key 

findings were discussed and validated with the faculty advisor who is skilled in 

the focus group method of research. Comparison of the findings in this study to 

previous research was done as appropriate. 
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Compliance and Ethical Standards 

Research to improve the health of youth depends on investigations that 

use children as research subjects. Children are a vulnerable population and 

need special protection from potential research risks (Pout & Hungler, 1999). 

Researchers may experience a clash between protecting the children who are 

vulnerable research subjects and developing generalizable knowledge to benefit 

society. In Alberta, the Freedom of Information and Protection of Privacy (FOIP) 

Act (Government of Alberta, 2003) balances the public's right to know but 

protects the individual's right to privacy. In using a school setting for the 

research study, the privacy of the students was protected in the collection, use 

and disclosure of information by the researcher. This research was guided by 

the code of ethics that include "beneficence, respect for human dignity, and 

justice" (Pout & Hungler, 1999, p.150). 

Ethical approval was obtained from the Ethics Review Committee of the 

University of Calgary, the Center for Advancement of Health (CAH) and the 

Calgary Catholic School District before the study was launched. Approval and 

permission was also established with the Principal of the school and the School 

Council, which represented the interests of the parents of the school. The 

moderator explained the ethical considerations to the participants at the 

beginning of each focus group. 

In conducting the student study on smoking behavior, the researcher 

considered ethical principals in using children in the research. The pre-
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adolescents were recognized as vulnerable subjects, thus strict adherence to 

ethical standards was necessary (Pout & Hungler, 1999). 

Although, the possibility of risks to the participants was identified as being 

minimal, the researcher recognized that the questions on smoking might cause 

some participants stress. The researcher insured that no harm would come to 

the participants by developing a protocol at the beginning of focus group 

discussions to deal with possible harm over disclosure. For example, the 

students were asked to not include their names on the demographic forms and 

were informed that they did not need to respond to questions that they felt 

uncomfortable in answering. The privacy of each individual was respected by 

giving the students an option of using pseudonyms to protect their identity 

(Morgan, 1998b). The option of using pseudonyms was seen as unnecessary by 

the participants. 

At the beginning of each focus group session, the participants were 

informed of the reasons and benefits of the study and the importance of input 

from all the participants. In addition, the participants were informed of the 

individual's freedom to decline to participate in the research or to discontinue 

participation at any time would be respected. The researcher demonstrated 

respect for human dignity by allowing the participants control over their activities 

and the choice to pull out from the process at any time without any 

consequences (Polit & Hungler, 1999). For example, one of the female 

participants chose not to participate in the discussions until the very end. 
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The researcher recognized the difficulty of anonymity in focus groups and 

within participants, especially in a school setting. At the beginning of each 

session, the participants were also informed and insured that the information 

obtained about the participants was confidential. In addition, the researcher 

stressed maintaining confidentiality by protecting the information gathered from 

the sessions (Morgan, 1998b). The information and the data collection will be 

stored for seven years in a locked filing cabinet to which only the researcher has 

access and after this time all data will be destroyed. 

Consent 

There is a long-standing moral and legal tradition that supports parents as 

the decision-maker in their family and for their children, including the right to 

decide about their child's participation in research study. Active parental 

consents versus passive parental consents were considered. Active parental 

consent was seen as an important parental decision-making factor in the study 

especially by the school board. Although the Principal felt that return of the 

signed consent form would be low, the response return rate in this study was 

56%. A reason for this may be that the parents who signed the form may have 

been those parents who were most interested in their child and their child's life 

(Fearnow et al., 1998; Glendinning et al., 1997). This may have also influencing 

the validity of the data as these children with parental consent may be at a 

potentially lower risk for smoking behavior. 
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The role of the child in the decision to participate in the study was 

recognized on the consent form with a provision made for the participants' 

signature (Appendix D). A follow-up letter was sent to the parents and pre-

adolescent thanking the participants for their consideration for the study and 

reminding others that may have forget to return the forms to the school 

(Appendix E). 

The informed consent recognized the ethical standards and policies of the 

University of Calgary, the Center for Advancement of Health and the Calgary 

Catholic School District. The consent form contained all the necessary 

information of the study for the pre-adolescent and their parents or legal guardian 

to make an informed decision to allow the pre-adolescent to participate in the 

project (Polit & Hungler, 1999). 

Research Protocol 

After ethical approval, the following steps were followed: 

• Established contact with the selected school that had been approved. 

Obtained a list of possible participants for the project. Marketed 

potential benefits to the students such as increased awareness of the 

potential hazards of tobacco, increased dialogue by the students on 

smoking behavior and influences on pre-adolescents to initiate 

smoking behaviors. Met with the Principal and School Council (parent 

group). 

• Finalized the consent letter explaining the purpose of the study to the 
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pre-adolescents and parents or legal guardian. Photocopied the 

required number of letters and forms for distribution. 

• Developed an outline of tentative schedule of focus group sessions, 

based on school curriculum and activities. 

• Distributed letters and consent forms with the help of classroom 

teachers to all the eligible students in the appropriate age groups (10-

12 years of age) in the school one-month before the expected focus 

group discussion. The desired response rate targeted was between 80 

- 90% (Polit & Hungler, 1999). 

• Sent a thank you letter to all the parents and students for considering 

the research study and reminding those that had not returned the form 

to the school. 

• Sent a letter of confirmation through the homeroom teacher to the 

participants of each focus group, the week of the meetings. 

• Arranged for the facilitation of a pilot focus group to pre test the 

questions. 

• Analyzed the data with the help of the advisor and revised the 

questions. 

• Met with the principal of the school to mutually set the time and place 

of sessions. 

• E-mailed the principal to remind the members of each groups, the day 

before their focus group discussion of the meeting time and place. 
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• Arrived a half-hour before the scheduled time to set up the room for the 

session. 

• Facilitated the focus groups; debriefed after the session with the 

moderator. 

• Analyzed during, immediately after and later after the group focus 

group discussions. 

• Assessed for the need for extra focus groups 

• Completed the analysis of all the data collection 

• Compiled and wrote the report. 
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Chapter Four: Demographic Questionnaire Results 

In this research study, data collection was done in two steps. In the first 

step, the participants filled out a demographic questionnaire (Appendix H). In the 

second step, data was generated from the focus group discussions. In this 

chapter, the results of the demographic questionnaire will be outlined. The focus 

group results and discussion will be presented in Chapter Five. 

In this chapter, the demographic questionnaire results are reported and 

analyzed. The demographic information included sample characteristics and the 

smoking behavior of the pre-adolescent and their family. Information gathered 

included: age, gender, nationality, school grade and current smoking behavior of 

the participant, their friends and their family. 

Demographics 

Participants 

A total of 36 (16 males and 20 females) participated by filling out the 

demographic questionnaire (Figure 4.1: Group Breakdown by Sex). The average 

age of the participants was 10.6 with a corresponding median age of 11. Table 

4.1 gives the data on the study group. 
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Table 4.1: Group Age and Number Data 

Gender 
Number Average 

Age 
Standard 
Deviation 

Median 
Age 

Boys 16 10.4 0.63 10.5 

Girls 20 10.7 0.49 11 

Total 36 10.6 0.56 11 

n2O n=16 

Sex 

Figure 4.1: Group Breakdown by Sex 

The majority of the participants were Canadian (97%). Each focus group 

asked for clarification of the term Nationality and even with a definition of the 

term by the moderator, confusion as to the meaning of the term remained. It was 

interesting to note the pride these participants had in stating that they were 

Canadian. 



70 

Figure 4.2: Group Breakdown by Age 

Fifty-eight percent (n = 21) of the participants were 11 years old and 39% 

(n = 14) were 10 years old. There was one nine-year-old in the sample (see 

Figure 4.2: Group Breakdown by Age). 

The breakdown by grade was 47% (n = 17) in Grade 5 and 53% (n = 19) 

in Grade 6 (see Figure 4.3: Group Breakdown by Grade). 
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n17 n19 

Grade 

Figure 4.3: Breakdown by Grade 

Other Descriptive Data 

The collected data was further broken down to determine the relationships 

between family and friends who smoke or do not smoke (Figures 4.4, 4.5, 4.6 

and 4.7). As seen from Figure 4.5, 58% (n = 21) of the children are in contact 

with one or more family members who smoke. It is interesting that none of the 

siblings were reported to be smokers and only a limited number of friends 

smoked (11 %, n = 4), although 25% (n = 9) of the respondents did not answer 

the question. In addition, of interest is the answer the respondents gave 

regarding whether or not they smoked, 97% (n = 35) responded no with one 

respondent not answering the question. 
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Relationship to Child 

Figure 4.4 shows smokers in the immediate family and close relations 

such as grandparents and uncles or aunts. The data was broken down as 

follows: 28% (n = 10) had a father who smoked, 22% (n = 8) had an uncle or 

aunt who smoked, 14% (n= 5) had grandparents who smoked, 11 % (n = 4) had a 

mother who smoked and 11 % had friends who smoked. 

n=1O n4 n5 n=8 n=4 

Relationship to Child 

Figure 4.4: Relationship of Smokers to Child 

Parent/Relative Smoking Behavior 

The participant's exposure to others who are smokers is indicated in 

Figure 4.5. Fifty-eight percent of the participants (n= 21) reported that they had 

either a parent or relative who smoked, whereas 22% (n = 8) reported that they 

did not have parents or relatives that smoked and 19% of the participants (n =7) 

did not respond to the question. 
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80% 

58% 
60% 

0 

40°1 o 
0 

20% 

0% 

W. 

22% 19% 

n21 n=8 n7 

in Smoker 

El Non Smoker 

o No Answer 

Parent/Relative 
Figure 4.5: Parent/Relative who Smoke - Do Not Smoke 

A further breakdown by gender was done to show the second hand 

exposure of the participants from parents who smoked. As seen in Figure 4.6, 

the percentage of the fathers that smoked was twice that in comparison to 

mother smokers for boys. The boys had 22% (n = 8) fathers who smoked, 

11 %(n = 4) mothers and 6% (n = 3) both parents who smoked. For the girls the 

percentages were 8% (n = 3), 3% (n = 1) and 3% (n = 1) respectively. 
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22% 

8% 
11% 

3% 

8% 

Father 
n8 n3 

Mother 
n=4 n1 

Relationship 

Both 
n=3 n1 

Figure 4.6: Pre-adolescents with Parents who Smoke 

o Boys 

oGiris 

Friends Smoking Behavior 

Figure 4.7 presents data regarding whether or not the participants had 

friends who were smokers. A reported 11 % (n= 4) had friends who were 

smokers and 64% (n = 23) reported they had no friends who smoked. In 

addition, 25% (n = 9) of the participants chose not to respond to the question. 
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0% 

80% 

64% 

11% 

25% 

n=9 n=4 n23 

Friends 

Figure 4.7: Friends who Smoke - Do Not Smoke 

D Smoker 

0 Non Smoker 

o No answer 

A summary of the exposure to cigarette smoking is presented by 

relationship to pre-adolescents and broken down by gender in Table 4.2. 
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Table 4.2: Exposure to cigarette smoking by relationship to 

pre-adolescents 

Relationship Boys Girls 

Father 22% (n = 8) 8% (n = 3) 

Mother 11% (n =4) 3% (n = 1) 

Both Parents 8% (n = 3) 3% (n = 1) 

Grandparents 11% (n = 4) 3% (n = I) 

Parent(s) and 
Grandparent(s) 

0% (n = 0) 3% (n = 1) 

Aunt and/or Uncle 3% (n = 1) 19% (n = 5) 

Siblings 0% (n = 0) 0% (n = 0) 

Any relative 11% (n =4) 22% (n = 8) 

Friends 6% (n =2) 6% (n =2) 

Group Total 56% (n = 20) 44% (n = 16) 

Summary of Questionnaire Demographic findings 

The self-reporting demographic findings in this sample of pre-adolescents 

is summarized as follows: 

• A total of 36 participants participated in filling out the questionnaires for 

the study 

• 16 males and 20 females participated in the study. 

• 58% (n = 21) were eleven years old, 39% (n = 14) were ten years old, 

and 3% (n = 1) were nine years old. 
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• 47% (n = 17) were in Grade 5 and 53% (n = 19) were in Grade 6. 

Other demographic variables were as follows: 

Parents 

• 31 % (n = II) had one parent who smoked and 8% (n = 3) had both 

parents who smoked. 

• 22% (n = 8) had a father who smoked, 11% (n = 4) had a mother who 

smoked. 

• Of the boys, 19% (n = 8) had fathers who smoked, 11 % (n = 4) 

mothers and 8% (n = 3) both parents who smoked. 

• Of the girls, 8% (n = 3) had fathers who smoked, 3% (n = 1) mothers 

and 3% (n = 1) both parents who smoked. 

Relative 

• 58% (n = 21) had parents or relatives who smoked, 22% (n = 8) did not 

have any parents or relatives who smoked, 19% (n = 7) did not answer 

the question. 

• 14% (n = 5) had a grandparent who smoked and 22% (n = 8) had an 

aunt or uncle who smoked. One participant recorded four uncles who 

smoked. 

• Friends 

• 64% (n = 23) did not have friends that smoked, 25% (n = 9) did not 

answer the question and 11 % (n = 4) had friends who smoked, 
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Chapter Five: Focus Group Results and Discussion 

The focus groups were composed of pre-adolescents from Grades 5 and 

6 whose sample characteristics are reported in Chapter Three and the 

demographics in Chapter Four. The four facilitated groups (pilot and three 

others) varied as to composition and were as follows: one pilot mixed group, one 

mixed group, one all male group and one all female group. In this chapter, the 

focus group data obtained from the verbatim transcriptions and observations are 

discussed. The data findings and analysis are presented with literature 

references as appropriate. The themes that emerged from the analysis will be 

discussed with reference to the research questions used to guide the focus group 

discussions. 

Focus Group Observations 

Although the discussion that the pre-adolescents had in the focus group is 

seen by Kreuger (1 998c) and Morgan (1 998b) as the essential data, the 

observations of the group made by the researcher and the moderator are also 

important. Information gathered as observations were body language, verbal 

and non-verbal cues and group dynamics and will be discussed in this chapter. 

The topic of smoking was of interest to the researcher, but also was timely and of 

great interest and curiosity to the pre-adolescents. The questions were used to 

guide the discussion generated good discussion, with some groups becoming so 

lively that they did not want to stop the discussions. In fact, three of the 

participants from the all boys' group thanked the researcher for presenting them 
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with the opportunity to discuss their concerns about smoking behavior. Although 

each group had its own dynamics, the frankness of the participants in each group 

aided in understanding the participant's experiences and beliefs. It is interesting 

to note that the first group which was of mixed composition, discussed their initial 

feelings of being in a focus group as frightening but that this feeling subsided as 

the discussion progressed. As one female participant who had not readily 

participated in the process until the end of the session explained, she had not 

found it "as scary" as she had "thought it would be". Another participant added, 

"It was very interesting... It was fun!" The researcher noted that this feeling of 

fear was not evident in the subsequent groups. Although each group was 

encouraged by the moderator not to discuss the specifics of what was said in 

each of the groups, disclosure of their personal feelings to others was not 

specifically addressed. Due to the feelings expressed in the pilot group, each 

subsequent group was asked specifically at the end of the sessions for their 

overall impressions of being part of a focus group discussion. This fear of being 

a participant in the sessions was not expressed by the other groups. The 

possibility does exit that the participants discussed the process of the focus 

group discussions and their feelings with others in the school. 

At the end of each focus group discussion, the moderator and the 

researcher found that the pre-adolescents were having trouble dealing with some 

of the confusion and mixed messages they were experiencing in facing the world. 

This was especially true in understanding the complexity of smoking behavior. 
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Why was something that caused so much harm to one's body, allowed to be 

advertised or sold? How could something so harmful to one's body, be so 

desirable and so cool? Why did parents continue to smoke in spite of the health 

consequences and especially if they were harming their children? These 

concerns that were articulated by the pre-adolescents will be more specifically 

addressed in the context of the study. 

Themes 

Table 5.1 outlines the key themes identified from the focus group data. 

The analysis of the transcribed data was done in a sequential manner as outlined 

by Kreuger (1 998c). This process consisted of coding ideas as they appeared, 

combining these ideas into groups and reassembling the information in a process 

called "axial coding" to form themes (Kreuger, 1998c). This process of coding 

and regrouping the coding was done in a repetitive and reflective manner until 

emerging themes were identified. Debriefing with the moderator immediately 

after each of the sessions helped identify the moderator's and observer's overall 

impressions of the group and highlighted the key observations of the group. This 

immediate debriefing after each session to discuss the moderator's and 

observer's observations provided insight. These steps helped to develop and 

assess the credibility of the data collection and the findings in the analysis. 

In analyzing the data, the beliefs and values of the pre-adolescents were 

closely related to the physical, cognitive and social development of the 

participants and how they view themselves and their world. Thus, the themes 
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that arose are best understood in the context of pre-adolescent development; 

physical, cognitive and social. In the analysis of the data, the developmental 

theories of Erikson, Piaget and Elkind gave insight to the researcher as to 

knowledge and beliefs of pre-adolescents (Papalia & Olds, 1994). 

Table 5.1 Focus group themes arising out of the analysis 

Cognitive Knowledge and Beliefs: 

Smoking Knowledge: 
Long term consequences of tobacco usage on older smokers 
Consequences of maternal smoking on the unborn child. 
Harm of SHS. 
Physiological influences and properties of nicotine 

Influencing factors on tobacco usage: 
Parents 
Relatives 

Grandparents 
Aunts and Uncles 

Friends 
Need for acceptance and belonging 
Desire to be cool 

Society! culture 
Media 
Health profession 

Social Image 
Gender differences 
Positive and negative images of smokers 

Cognitive Knowledge and Beliefs 

The way children think is different from adults in quantitative and 

qualitative ways. Piaget (1952) saw the mind as actively changing in a 

qualitative way as it adapted to its environment. Children master the ability to 
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think logically by classifying things in a hierarchical order between the ages of 7 - 

12, and are able to begin to handle abstract concepts at about age 12. With 

maturation, their thinking is no longer tied to actual physical events or objects as 

it was in younger years. To Piaget (1952), the individual not only responds to the 

environment, but also grows, changes and adapts to the world around them 

(Papalia & Olds, 1994). This interaction between the physical development of 

the pre-adolescent and the individual's environment results in how one thinks. 

Whereas cognitive theories such as Piaget's best describes the cognitive 

development of this age group, Erikson theory looks at the social aspect of 

development (Papalia & Olds, 1994). At the pre-adolescence stage of 

development, Erikson (1950) talks of self developing as the pre-adolescent 

develops competencies in social skills at home, at school and in the world with 

one's peers. The role of peers at this stage increases as one compares self to 

others. The knowledge and beliefs of pre-adolescents influence whether one 

would contemplate to initiate or not to initiate smoking behavior. 

General Knowledge on Tobacco 

General Knowledge of the Health Hazards of Tobacco 

Research Question # 1: What knowledge do pre-adolescents have 

about the potential risk of smoking? 

The pre-adolescents were asked about the potential risk of smoking. 

Each group started the discussion by referring to the addictive properties of 

tobacco and the harm to one's lungs with such responses as "get tar in your 
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lungs", "get lung cancer", "ruining one's life" and dying from smoking. In all four 

groups, the participants were readily able to discuss the potential risks of 

smoking by identifying the health consequences of tobacco usage. Smoking 

causes a wide variety of known serious health problems, including cancer, heart 

disease and respiratory illness and frequently result in premature disability and 

death (Health Canada, 2003e). Although all of the participants had an 

understanding of the long-term consequences resulting from using tobacco 

products, the participants identified mainly lung-related diseases resulting from 

smoking. There was much agreement with the other participants as to the 

potential risk of smoking to one's lungs and to the unborn child. One participant 

referred to Canadian statistics stating that smoking related disease caused 90% 

of the deaths per year in Canada. Although these results were high, it indicates 

awareness by this age group of health hazard to smokers as well as non-

smokers. Health Canada (2003c) has estimated that 21 % of all deaths in 

Canada in 1996 were attributed to smoking for an estimated total of 45,000 

deaths. 

The health hazards resulting to the unborn baby if the mother smoked 

were very clearly identified by all the groups. One participant felt "if you smoke 

while you are pregnant, it's just like feeding the baby cigarettes". Each group 

discussed physical and cognitive harm in the baby's development if the mother 

smoked. Research has reported that children born to smokers have more 

frequent respiratory infections, chronic ear infections, asthma and less efficient 
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lung function than children from non smokers (Gilliland & Peters, 2001). The 

most common risk to the unborn baby mentioned by the participants was that the 

child could develop asthma as a result of the mother's smoking. Although 

congenital anomalies such as "missing limbs" and "stunted growth" were cited by 

some as resulting from the mother's smoking, all the groups felt that smoking 

when pregnant would influence the cognitive development of the unborn. 

Recently studies have indicated that smoking can hinder the cognitive 

development of the child (Health Canada, 2002t; Fergusson, 2002; Fried, 2002). 

These studies have linked maternal smoking with behavioral problems in the 

child such as conduct disorder and attention - deficit disorder (ADHD) (Health 

Canada, 1999; Fergusson, 2002; Fried, 2002). All of the groups were able to 

discuss the potential risk of maternal smoking by giving examples of long-term 

health consequences to the offspring. One of the female participants drew from 

her personal experience to illustrate how harmful smoking was to the unborn 

child, stating that her aunt had "killed three babies because she smoked". 

Although the reasons that (why) these three babies died is unclear, Health 

Canada (2002b) reports that smoking while pregnant has serious health 

consequences to the unborn child. A fetus is exposed to toxicants that pass 

through the placenta when the mother smokes during pregnancy (Health Canada 

(2002t). The exposure to smoking places the newborn at higher risk to low birth 

weight, reduced lung function, premature births and possible death. In this 
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report, Health Canada (2002t) linked crib deaths or sudden infant death 

syndrome (SIDS) to smoking while pregnant. 

The participants who were personally affected by smoking behavior 

became emotional and angry when explaining their home situation of living with a 

parent who continued to smoke in spite of the known health hazards to their 

children and themselves. Morgan (1998b) and Kreuger (1998c) talked about the 

importance in the analysis of the data in considering the context by interpreting 

the tone and emphasis used in the words. The tone and intensity of the 

discussions changed from reciting learned information to knowing. This was 

especially evident when a participant had a family member who smoked and the 

family member experienced health problems from smoking or the participant was 

affected by the smoking behavior. The personal experiences related by the 

participants who lived with a smoker gave credibility to their stories, as they were 

able to relate first hand knowledge of the impact of tobacco usage on them and 

others. 

One female in the female group was silent and restless during the 

discussions. This could have been interpreted as being uninterested or bored by 

an observer. Near the end of the session, this participant told her story of how 

she struggles to understand why one of her parent's has continued to smoke in 

light of the asthmatic attacks it triggers in her. There was a lot of anger and hurt 

in her as she related her feelings. The sensitively of the topic and the 

significance of the data was evident in the dialogues with those participants with 
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personal life experiences with tobacco. In two of the focus groups, participants 

attributed tobacco usage as causing smoking related diseases and death to a 

close family member. The frustration evident in those participants whose 

parent/relative continued to smoke was attributed to their inability to rationalize 

why the parent/relative smoked. 

In summary, the potential risk of smoking were readily identified and at 

times enthusiastically outlined and discussed in all groups. Understanding of 

these risks were more clearly identified if the participants had personal 

knowledge of the risks by being in contact with a smoker and especially those 

who personally experienced the health consequences from tobacco usage. It is 

interesting to note that the focus of potential risks of tobacco usage was on the 

long-term consequences. The only short-term consequences mentioned were by 

the all girls group who talked about smoking causing "bad breath" and "smelling 

bad" which were related to body image. The focus of the potential harms of 

tobacco usage in anti-smoking campaigns has been mainly on long term 

consequences, not short-term consequences. All the groups were informed of 

the potential health risks of tobacco usage, which caused a wide range of serious 

heath problems, but mainly to the lungs. Of note; was the participants' wealth of 

knowledge related to the harm to an unborn baby if the mother smoked. 
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General Knowledge about Tobacco and Usage 

Research Question #2: What knowledge do pre-adolescents have about 

tobacco and its usage? 

Pre-adolescents were asked about what they knew about tobacco and its 

usage. They were asked who started smoking and which ages were most 

vulnerable to initiating this behavior. In all the groups, the participants were 

knowledgeable about the addictive properties of tobacco, as one participant put it 

"you start smoking, it's very hard to get off'. Nicotine was identified as the main 

substance in cigarettes that establishes and maintains dependence or addiction. 

Addiction was described as being "hooked", "hard to quit", "can't stop" and 

continuing to smoke in spite of the health hazards and "even if it doesn't taste too 

good". Addiction was seen as one of the main reasons for family members 

continuing to smoke in spite of all the known health hazards. 

The health hazards identified were the long-term consequences of 

smoking for a long period by those "much older" than they were. For example, 

the health consequences identified were as something that happens to older 

persons and not seen as harmful to their age group. Elkind's (1984) "personal 

fable" explains how youth are convinced that their experiences are unique and 

that they are magically protected from the harms of the world. Things like 

smoking related diseases could not possibly happen to them because they are 

special and exempted from the natural order of things. The participants who 

were best able to recognize the harm to one's health were those that had 
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experienced personal discomfort such as difficulty breathing when near smokers. 

These participants talked about their personal feelings of living with smokers and 

experiencing difficulty breathing while some described suffering asthmatic 

attacks from the presence of second hand smoke (SHS). 

The groups also identified the effects of tobacco usage that were seen as 

positive. The participants reported that cigarettes were used to reduce stress, to 

relax, to decrease depression and to lose weight. The participants reported that 

smokers they knew had reported these positive effects of tobacco usage to them 

or they had observed these effects illustrated in tobacco advertisements. 

Nicotine has been well described as an addictive substance in cigarettes 

(DiFranza, Savageau, Rigotti, Fletcher, Ockene & McNeill et al., 2002). Nicotine 

is a stimulant that causes temporary euphoria and invigoration (Health Canada, 

2003a). Nicotine also releases natural chemicals called beta-endorphins to the 

brain, which causes relaxation and alertness. As nicotine is not stored in the 

body, these effects are short lived, resulting in the need to increase the amount 

of nicotine by frequent smoking to continue to experience the same effects. With 

long time smoking, the brain compensates by lowering the energy level, thus one 

continues to smoke to just feel "normal" as smoking no longer provides a high as 

it did initially (Health Canada, 2003a). 

The general belief of the participants was that addiction only happens after 

smoking for a long period. Only one participant identified that to some even one 

cigarette may be addicting. Until recently, the literature has also supported the 
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belief that addiction develops over many years. Currently scientists have found 

that addiction takes place in some people in a very short time, within days of their 

first cigarette (DiFranza et al., 2002). These findings have lead researchers to 

conclude that some people may be more susceptible to nicotine addiction than 

others (DiFranza et al., 2002). Females are found to be more susceptible to 

nicotine addiction and metabolize nicotine slower than males, resulting in serious 

health consequences (DiFranza et al., 2002; Health Canada, 2002g). The 

pathophysiology of why females are more prone to nicotine addiction than males 

is unclear. Females are reported to be at a higher risk to nicotine dependence 

and they develop more rapid symptoms of dependence than males (DiFranza et 

at., 2002). According to DiFranza and his colleagues (2002), the development of 

symptoms of dependence, strongly predicts the continuous usage of tobacco 

Not only does smoking affect females differently from males 

physiologically in relation to the addictive properties of nicotine, female smokers 

are found to be at a higher risk to the effects of tobacco carcinogens (DiFranza et 

al., 2002). Again, the reasons are unclear as to why females are more 

susceptible to tobacco carcinogens than males. 

The Youth Smoking Survey (1994) reported that smoking is initiated 

during adolescence, with experimentation starting as young as in grade four 

(Health Canada, 1996). It is interesting to note that in this survey, non smokers 

aged 10-19 were more likely to recognize the harm of the occasional cigarette 

than smokers. Although previous surveys had shown that Canadians have a 
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good understanding of diseases linked with smoking, CTUMS asked participants 

to assess their own chances of heart disease and cancer as compared with both 

smokers and non-smokers. CTUMS reported that two thirds of current smokers 

rated their chances of developing smoking-related diseases as being higher than 

non-smokers and one third felt their chances were the same (Health Canada, 

2002m). 

However, the percentage of young smokers especially the female rate has 

been rising and is a public health concern. In 2002, Canadian Tobacco Use 

Monitoring Survey (CTUMS) reported that 22.5% of Canadian youth (24% 

females, 21 % males) aged 15— 19 were current smokers (Health Canada, 

2002j). Subsequently, youth become addicted to smoking very quickly and may 

enter adult hood with many more health problems due to the early onset of 

smoking (Difranza et al., 2002). 

Two of the focus groups discussed the differences between cigars and 

cigarettes. Examples were given by one of the mixed groups (pilot study group) 

of the use of cigars for celebration, for example, winning a sport game and the 

birth of a baby. The thinking of this group was that since a cigar was only 

smoked occasionally, it would not be addicting. The participants generally felt 

that addiction resulted after smoking many cigarettes or cigars over time and 

smoking the occasional cigarette or cigar was not addictive. The all boys' group 

also felt that the cigars were not addictive for the same reason. However, the 
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American Cancer Society (2002) reports that the health risk increases with 

increased exposure to either cigars or cigarettes. 

Some of the participants reported that cigar smokers cited the degree of 

inhalation as one of the major differences between cigarettes and cigars. Again, 

the American Cancer Society (2002) reported that whether or not smoke is 

inhaled, there is direct contact with the lips, throat, tongue and mouth in both 

cases, thus increasing the risk of oral, esophageal and laryngeal cancer. A study 

in California that examined the medical records of cigar smokers and non 

smokers from 1971 - 1995 reported that cigar smokers were twice as likely to 

develop these cancers than non smokers (Iribarren, Tekawa, Sidney, & 

Friedman, 1999). In the United States, a reported increase in cigar consumption 

since 1993, especially with those in higher socioeconomic level has caused 

public health concern (Iribarren et al., 1999). Of note; adolescent cigar usage in 

the United States is increasing and reported to be occurring for both males and 

females. This increase in cigar consumption may be an indication that cigars are 

not viewed to be dangerous. In Canada, although there is little recorded 

statistics in this area, Health Canada (1996) reports that cigar smoking is 

predominately a male activity occurring between the ages of 25-40. The trend 

seems to be less alarming in Canada. The decrease awareness by the 

participants to the dangers of cigar smoking indicates a lack of knowledge and 

suggests that the same caution not to use cigars may not be well publicized or 

understood. 
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The participants from all the groups were well aware of the hazards of 

second hand smoke (SHS), "if you're near smoke you can still get some of the 

causes that they do". The fact SHS is just as dangerous as smoking if not more 

dangerous, was mentioned by all the groups. In 2000, CTUMS reported 25% of 

the Canadian homes with children under the age of 12, regularly exposed these 

children to SHS (Health Canada, 2002i). Health Canada (2003e) estimated that 

in 2001 about 800,000 children were exposed to SHS in their own homes. This 

continued exposure to SHS placed these children at a higher risk for respiratory 

illness and developing asthma and they are as much as 50% more likely to 

develop these health problems (Health Canada, 2002f). Children are seen as 

more vulnerable to SHS than adults are as they absorb more SHS due to their 

breathing pattern and immature immune system (Physicians for a Smoke-Free 

Canada, 1999b). The participants saw exposure to SHS as not only being 

dangerous to the rest of the family members but also to any animals that the 

family may have in the home. . As one participant put it: "And if you smoke, 

smoke away from people because SHS kills, it's like deadly". Health Canada 

(2003e) would agree that an enormous economic and health burden results by 

this exposure to smoke as children spend more time in their homes than 

anywhere else, thus placing them at risk to the health consequences of SHS. 

Tobacco usage was seen as "scary" and related to being "bad" and that 

those that smoked were "not very smart or brilliant". All the groups saw the use 

of tobacco as being "bad". One of the participants in the all boys' group used an 
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example about a religious teacher and the expectation that the religious teacher 

would not smoke, as smoking was "bad". Another male related the story of how 

his mother had smoked when she was young and how she felt she had been a 

"bad girl" to smoke. Both the teacher and mother were seen as role models and 

the expected behavior from role models was to be "good" (Health Canada, 

20020). All of the groups saw smoking as "being bad" and something that was 

wrong to do, but a risk initiated by teens to belong to the "cool group". Although 

there was awareness of the potential harm of tobacco usage, there was general 

acceptance by the groups, especially the females, that smoking was a necessary 

risk in order to belong to the popular group. 

Two groups talked about smoking as being "scary". The notion of scary 

was two sided. There was a concern for the smoker especially if they were 

family members, as due to their addiction they were seen as being vulnerable to 

the health problems of smoking including death. This was seen as being "scary" 

as "they're gonna die" if they did not stop smoking. The general feeling was that 

those who continued to smoke were doing so because they were addicted and 

unable to stop. This opinion was only directed at adults as youth were seen as 

not being addicted to nicotine, but rather they smoked to portray a certain image. 

Others saw the behavior of smoking as tied in with the perception of "being bad' 

and thus saw smoker as being "scary". As one female participant explained: 

"Sometimes smokers hang out and its dark and (you are) walking your 
dog or something... they just scare you and stare at you and grab you or 
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something. There's people out in the bush smoking and all you see is the 
little red ends"(female, mixed group, Nov, 21, 2002). 

The participants addressed the fact that people started to use cigarettes 

for a number of reasons. All of the groups talked about the social image of being 

"cool" if one smoked. This was two sided, as some felt the reason one smoked 

was that the person thought they would be "cool" if they smoked, whereas others 

thought the person was "cool to smoke". Thus, while some of the participants felt 

that a person smoked in an effort to enhance a desirable image, others believed 

that smoking actually did achieve the desirable image. The response of the 

participants is important to note as researchers have reported the adolescent 

perception of the image of smoking as being desirable and "cool" (Barton et al., 

1982; Health Canada, 2002n; Then, 2000). This perception of a smoker as being 

"cool" directly influences whether an individual initiates smoking behavior so as to 

achieve these desired characteristics (Barton et al., 1982). 

Some of the other reasons mentioned by the participants for using 

tobacco products were to help cope with stress as smoking helped reduce stress, 

to relax and reduce psychological and/or physical pain. As one female 

participant explained: "It's supposed to relax you... that's how my auntie and 

uncle started to smoke". The reasons for smoking given by participants were 

explanations they had obtained from smokers they knew. Although smokers 

report that smoking helps reduce stress, recent research has indicated that the 

levels of stress are higher in smokers than non-smokers (Parrott, 1999). 
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Smokers often need to increase nicotine levels by smoking more cigarettes to 

feel normal, as they do not get the same "high" effects as with their first cigarette 

(Health Canada, 2003a). 

The participants talked about the increasing cost of cigarettes and how 

tobacco companies were making money from one's addiction. The general 

agreement was that with an addiction, the more cigarettes one smoked, the more 

damage to ones health, with the tobacco companies profiting at the expense of 

the smoker, both health and money wise. The all boys group felt that the 

decreasing sales of tobacco products in Canada and United States, due to the 

ban of tobacco usage in public places, had pushed tobacco companies to target 

underdeveloped countries to recover lost sales. The increase in tobacco sales in 

underdeveloped countries supports the male participants' statement of 

underdeveloped countries being targeted by tobacco companies. World Health 

Organization (WHO)(2003) reports that the global usage of tobacco products has 

been rising steadily and reached "global epidemic" proportions, with the largest 

consumers being Asia and the Far East. According to WHO (2003), over 15 

billion cigarettes are smoked world wide everyday, with one in three cigarettes 

smoked in China. 

A difference in interests was apparent between the all girls and all boys 

group. The all girls' group talked about the use of tobacco by high school girls to 

curb their appetite in order to lose weight. While the overall smoking prevalence 

has gone down in Canada, the smoking trends of adolescent girls' remains the 
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same. One might ask whether or not girls are smoking to stay slim. 

Researchers have looked at the physiological effect of nicotine (Difranza et al., 

2002; Parrott, 1999). Nicotine artificially raises one's metabolism and 

suppresses appetite, which decreases one's hunger and food cravings. Although 

smoking may help keep one's weight down, the health of the individual is at risk. 

The participants in all girls' group discussed girls' smoking as a method to curb 

their appetite so that they are "skinny' and can be part of the "popular group". 

Being "skinny" was seen as a desirable feature and necessary in order to belong 

to the popular group. Of note, being "pretty' was not necessary seen as part of 

being skinny or popular or necessary to belong to the popular group. 

Belonging to the group by adopting and assimilating the group's values 

was seen as more important then standing up for one's beliefs. As one female 

participant explained: "I wouldn't really say anything to them... because most 

people that smoke are trying to be like cool or something... so they can be like 

hunks or something... and they could like beat you up for saying something like 

that". If smoking was an attribute that was valued by a popular group, in order to 

belong to this group, the pre-adolescents felt that one would have to smoke. The 

following quotes by the all girls focus group illustrate the need to fit in to the 

popular group. 

Female: And they think it's all cool because everybody else does it. 
Because, uh, somebody who's so cool, tells them to or something and 
says if you do this you can be in our group or something like that. 
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Female: They get really really skinny.., because they are smoking and not 
eating. They cut down on eating. 

Female: Happens to... mostly girls... especially ... it's like.., popular 
groups... try to make you do that cause girls especially want to be... 

Some females answering at the same time: Skinny! 

Moderator: Skinny? 

Female: Yeah, and they want to be popular... 

Another female: And pretty! 
Another female: yeah and everything (sounds of agreement) (girls' group, 

Nov 28, 2002). 

In the all boys group there was discussion regarding other drugs, such as 

marijuana and heroin. There was a lot of curiosity about the use of these drugs 

and in comparing the dangers and usage of each drug with cigarettes. There 

was no agreement in comparing the properties of cigarettes, heroin and 

marijuana. Some felt they were all harmful as one male participant put it: "they're 

pretty much all the same... they're all deadly"! Other participants believed that 

because of the cost and legal restrictions on drugs such as marijuana, that they 

must be more dangerous to use. This are interesting comments in light of the 

recent introduction of new Canadian legislation in 2003 to decriminalize the use 

and possession of small amounts of marijuana for personal use. Although, the 

use and possession of small amounts of marijuana would still remain illegal, the 

previous jail sentences and criminal records now would be replaced with fines. 

Gender differences in the perception of smoking were seen, with females 

tending to see smoking a vehicle or a means to obtain status and acceptance to 
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the popular group by becoming skinny. The females saw smoking in a positive 

light, as being skinny as a result of smoking was a positive consequences with 

belonging to the popular group or the "cool group" as the ultimate goal. The 

males also talked about teens belonging to "cool group", but for the males 

belonging to a sports team was important and something the males strove to 

achieve to gain status in their group. Smoking in this cause was seen negatively 

as one's athletic prowess could not be maintained if one smoked. The males felt 

that non-smoking was an important component of being athletic and part of a 

sports team. It is interesting that for the females smoking had a positive outcome 

whereas for the males smoking did have a negative outcome. Generally, the 

girls tended to view smoking in a more accepting manner than the boys did. 

Boys' identified the consequences of not belonging to the team as a possibility if 

one smoked along with public ridicule if one was kicked off a team for break team 

rules by smoking. 

Research Questions # 3: What factors do pre-adolescents think 

influence an individual to initiate smoking? 

Parental Influence 

Adolescents spoke readily and openly about the influences on an 

individual to initiate smoking. There was a lot of interest in why someone would 

smoke in spite of all the known health hazards and the first hand experiences of 

some of the participants who lived with parents that smoked. Some of the 

reasons for initiating smoking where based on positive physiological effects of 
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nicotine on the body, such as to "get rid of stress", "to relax you", "to feel good" 

and "to get rid of pain". This knowledge was based on information given to them 

by significant people in their life, smokers such as parents and close relatives. 

As mentioned previously, the initially physiological effect of reducing stress when 

one starts smoking is not maintained, as nicotine addiction leads to an increase 

in stress levels (Parrott, 1999). The fact that one develops a tolerance to 

nicotine, thus requiring more to maintain a feeling of normalcy, needs to be 

conveyed to the youth. Understanding this physiological effect may aid smokers 

in quitting and prevent our youth from initiating smoking behavior. One female 

linked smoking with enhanced physical performances based on her mother 

telling her that smoking "helped her gain speed in running and stuff". Although 

nicotine is a stimulant which is absorbed quickly by the brain and has an effect 

on the central nervous system, this comment of enhanced motor skills is not 

supported by clinical evidence (Difranza et al., 2002; Parrott, 1999). In fact, the 

other participants did not counter or support the belief by one of the female 

participants of nicotine enhancing physical performance. 

It is interesting to note that all the groups felt that parents who smoked 

had the biggest influence on whether their offspring smoked. As one participant 

declared "your parents are a big influence on you; you might want to try it if they 

did it". Examples were given as to why an individual would be tempted to smoke 

if family members were smokers. As one participant put it "when your parents 

smoke, you might want to smoke because of all the smoke in the house". Health 
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Canada (2002r) reports that children are twice as likely to smoke if their parents 

are smokers. Health Canada (2002n) identified five stages of initiation smoking 

behavior. In the preparation stage, role models such as parents play an 

important part in whether or not an adolescent smokes. Youth perceive parental 

smoking as an acceptable behavior thus associated smoking in a positive light 

(Health Canada, 2001 b; Youth Smoking Survey, 1994). According to the 1994 

Youth Smoking Survey Heath Canada, 30 % of youth aged 10-14 stated they 

initiated smoking behavior because their parents smoked. 

On the other hand, having parents who are involved in the child's life and 

know about their child's activities, school performance and their friends 

effectively countered peer influences on smoking (Simons-Morton, Haynie, 

Crump, Eitel, & Saylor, 2001). Continued involvement by parents in their child's 

life in pre-adolescence is essential. Although at the pre-adolescent stage of 

development the individual is asserting independence, the parents' beliefs and 

concerns are still valued. Parental influence may be a deterrent to the individual 

smoking before the influences of peer pressure increase as an adolescent 

(Simons-Morton et al., 2001). 

Researchers have also reported that parent disapproval of their children 

smoking had an influence on the child not smoking even if the parent was a 

smoker (Fearnow et al., 1998; Glendenning et al., 1997; Simons-Morton et al., 

2001). Smokers are often hesitant to discourage their offspring not to smoke as 
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they feel they are poor role models and their children will not listen to them 

(Fearnow et al., 1998; Glendenning et al., 1997). 

Some of the participants saw smoking parents as poor role models as not 

only did they tempt their children to smoke, they also were seen as not being 

concerned about their children's health. The feelings of one participant were 

very emotional and moving as she explained to the group how her father 

continued to smoke in spite of the breathing problems she encountered because 

of his smoking. Her concerns are real, as Physicians for a Smoke-Free Canada 

(1 999d) have reported that the exposure of children to SHS greatly increases 

with the smoker's level of dependence on nicotine. In other words, with 

increased dependence, the greater the cigarette consumption, resulting in 

increased exposure of the child to SHS. For example, 85% of children are 

exposed to SHS when living with a daily smoker as compared to 90% who are 

exposed to SHS if they live with a heavy smoker (204-cigarettes daily) 

(Physicians for a Smoke—Free Canada, 1999c). Physicians for a Smoke-Free 

Canada (1 999c) attribute this regular exposure of children to SHS in their homes 

by parents addicted to nicotine as out weighing the dangers of SHS. Of interest 

to note, this national health organization of Canadian physicians reported that not 

only the lack of health knowledge but also the smoker's belief system towards 

smoking better predicted the exposure of children to SHS. For example, if the 

smoker discounted the concern in society about the dangers of SHS and the 

smoker disagreed that lower cigarette prices encourage youth to initiate smoking, 
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these two beliefs will increase the exposure risk of children to SHS in their homes 

(Physicians for a Smoke-Free Canada, 1999d). 

Influence of Other Family Members 

Participants in all the groups talked about relatives such as grandparents, 

aunts and uncles that smoked. There was a lot of curiosity and interest in why 

family members continued to smoke. Information on the potential risks was 

obtained through observing or by asking their relatives why they smoked. One 

female participant talked about her relative as follows: 

"When I was little my uncle was smoking in a restaurant and then they had 
like crayons there... and I took out the white one and pretended to smoke 
and he was like 'put that down' and I said 'why' and he said 'cause like 
smoking's not good' and I said 'so why do you do it' and he's like 
'because ... (female, mixed group, Dec 5, 2002). 

Another participant talked about the addictive properties of nicotine and effects of 

SHS, however she ended her remarks with defeatist comment of why youth give 

up to the temptation of smoking. 

"The more you do it, the harder it gets to quit. The more it's addictive, the 
more the pollution, the more kids get second hand smoking and it make 
the lungs work harder, get more black, and they think they are already 
second hand so why should they not smoke" (female, mixed group, Nov 
21, 2002). 

Researchers have found that attitudes towards smoking whether positive 

or negative were intergenerational (Chassin, Presson, Todd, Rose, & Sherman 

(1998). In this longitudinal multigenerational study of people, researchers 

reported that mothers who had perceived their parents as opposing smoking, 

communicated to their own children the hazards of smoking. This study stresses 
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the importance of making smoking discussions a relevant part of parenting 

concerns. 

Peer Influences 

Friends were seen as the next influencing force in an individual initiating 

smoking behavior. Pressure to smoke could come from the group as "your 

friends might encourage you (to smoke) so you might say you did.. .just to get 

them off your back". The other reason as why one would initiate smoking 

behavior would be to try to belong to the popular group. A female participant felt 

that "to fit in and the only way you'll be accepted... is to smoke or something". In 

a prospective study, researchers reported after interviewing adolescents (n = 

20,747) in New York City, that having friends that smoked was the main risk for 

adolescents progressing through the stages of experimentation, intermittent to 

regular smoking (Lloyd-Richardson, Papandonatos, Kazura, Stanton, C., & 

Niaura, 2002). This study also supported other research that parental smoking 

was an important influence on children initiating smoking. 

Friendship is important to social development as in interacting through 

companionship and play, pre-adolescents learn important social skills (Erikson, 

1950). This interaction provides the pie-adolescents with the opportunity to learn 

how to make new friends by interacting with others their age. Friendship among 

pre-adolescents becomes important for the development of self-esteem and self-

concept through self-exploration. Interaction with others helps one with 

emotional, social and moral growth. Peers can aid in cognitive development by 
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offering new perspective, that vary from the parent's point of view, thus pushing 

the individual to make one's own decision (Papalia & Olds, 1994). On the other 

hand, peers may inflict values of the group that the individual may be unable to 

resist. Some conformity in society to groups is necessary, but not to the point, 

one abandons one's values or principles. 

Friendship was not clearly identified in this age group and defined 

differently by the participants. In answering the moderator, how you would know 

it was a true friend; the participants' responses were based on whether one could 

depend on them. A female participant defined friends, as being those you could 

trust. Others defined friends as "your conscience" and still others judge 

friendship by how helpful they were to you. Pre-adolescence is a time the 

concepts of friendship evolve and become developed (Papalia & Olds, 1994). In 

fact, the concept of best friend fluctuated among the participants and at times 

seemed to vary differently in the same participant. Although peer pressure was 

identified as an important influence on smoking, whether one smoked was still 

seen as an individual's choice. As a male participant put it: "dad started when he 

was in school because his friends were doing it, he thought it was cool, so he 

had one and didn't like it, so he stopped right there" (mixed group, Nov 21 1 2002). 

Experimentation with tobacco was seen by one participant as something 

everyone tries once. "Everybody usually does try it once in their day, so it just 

like depends on who you want to hang out with and who you don't ". Although 

one may recognize the right to choose, one needs to be well informed to make 
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the right choices. Although experimentation may be tolerated as something 

teens do, research has found that about 20% of teens who smoke are addicted 

after as little as one cigarette; another 20% are addicted after just a few weeks of 

casual experimentation with cigarettes (DiFranza et al., 2002). This attitude of 

compliance in the participants is alarming based on the findings of 

experimentation. Many young smokers may think they can quit easily, but find 

that they are already addicted. 

Media Influence 

The all boys' group saw the power of role models in commercials and 

movies as important in influencing youth to initiate smoking. Role models such 

as film actors and actresses were seen as making smoking attractive and 

acceptable. Although smoking had been glamorous in early movies before 

reported health hazards of smoking with resulting bans, smoking remains a very 

visible part of cinema. Action on Smoking and Health (2003) has reported a 

study done by the Harvard School of Public Health which supports the trend in 

movies where females in leading roles smoke more than males and with all 

actors both female and male smoking more than the general public. This is a 

public health concern as smoking is normalized and portrayed as occurring more 

readily than it is in real life, thus becoming the perceived societal norm. 

In summary, the participants cited examples of significant figures in their 

life such as parents, relatives, friends and role models as influencing factors in 

initiating smoking. There was a gender differences in the importance of 
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influencing factors in smoking. Role models and sports played a role in whether 

a boy smoked, whereas girls discussed fitting in to a popular group, being skinny 

by smoking. 

Research Questions #4: What factors do pre-adolescents think 

influence an individual not to initiate smoking? 

Parental Influence 

The participants identified parental influence as an important factor in the 

adolescent not smoking. What the parents had to say about smoking was readily 

identified by the participants. As one male participant put it; "It's like my mom 

says, it's almost like rolling up a five dollar bill and lighting it on fire and smoking 

that!" Studies have indicated that parental disapproval of smoking behavior even 

if the parent is a smoker deters pre-adolescents from initiating smoking behavior 

(Fearnow et al., 1998; Glendinning et al., 1997). It is interesting to note that the 

expectations of all the groups were that parents with children would be motivated 

to not initiate smoking or would stop if they were smokers due to the "bad 

influences" on their children. 

Researchers agree that families play the main socialization role in their 

children's behavior (Blum et al.; 2000; Fearnow et al., 1998; Glendinning et al., 

1997; Sargent & Dalton, 2001). Pre-adolescents are still very much dependent 

on their families for support and direction in the choices that they make. Family 

life whether or not it is supportive or/and controlling impacts on a pre-adolescents 
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social and health-related behaviors such as smoking. Researchers have 

suggested that the pre-adolescent's perception of the quality of family life 

influence whether or not an adolescent smokes. Fearnow et al. (1998) reported 

that increased awareness of one's parental role was important in deterring youth 

from smoking. Increasing parental awareness of the potential health risks of 

smoking, which in turn leads to increased parental communication on the values 

of nonsmoking and monitoring of their child's behavior, would help discourage 

smoking behavior. 

Awareness of the dangers of SHS were clearly identified by this group. 

SHS was seen as "deadly", polluting the air, causing children breathing 

problems, tempting children to initiate smoking behavior and deterring possible 

friends who come to their home. As one participant stated: "If you have a friend 

that has asthma, they can't go in your house because their asthma will start 

acting and they will have trouble breathing. However, some of the participants 

expressed frustration of parents who continued to smoke in the home, especially 

when it caused respiratory discomfort to others or when the smoking alienated 

them from friends who refused to come to the home because of the smoke. An 

organization, Physicians for a Smoke-Free Canada (1 999d) reported that even 

well informed adults of the risks of SHS, continue to put their children at risk. 

This Canadian organization felt that the greater the addiction, the greater the 

exposure of others to SHS. Physicians for a Smoke-Free Canada (1 999c) 

reported that the presence of a smoker in the home was a better indicator of 
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children's exposure to SHS, than smoker's knowledge on the health hazards of 

SHS. 

Influence of Family Members 

Participants felt that the information gained from friends, relatives and 

having younger siblings helped the pre-adolescent in choosing not to initiate 

smoking behavior. As one female participant put it: 

My grandpa is bribing me not to smoke because he knows it's really really 
bad and he started smoking and he tried to quit but he didn't get the 
chance to, he had been smoking too long (mixed group, Nov 21, 2002). 

Another participant talked about the strong dependence on smoking and the 

disturbance to family meals. 

That's like my grandma, she can't go to a restaurant without smoking at 
least 40 cigarettes... She'll go outside every two minutes. Even when 
she's eating (boys' group, Dec 4, 2002). 

Pregnancy 

All of the groups were in agreement that pregnant women who smoked 

put their unborn child at risk. The potential health risk to an unborn child was felt 

to be a strong reason not to initiate smoking or to cease if the mother was a 

smoker. As one participant explained: "You could lose.., baby, the heart is 

beating faster". The groups identified smoking during pregnancy as a probable 

cause of poor fetal growth in uteral and resulting in possible death of the baby. 

One of the female participants attributed three of her aunt's stillborn births to her 

smoking during pregnancy. The groups felt that children who had parents who 

smoked where more vulnerable to initiate smoking due to the exposure to smoke 
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in the home. As a female participant put it: "The baby might want to smoke when 

it's older". The Lung Association of Saskatchewan urges women to not smoke 

during pregnancy, stressing that children of smokers are more likely to become 

smokers than are children of non-smokers (2003). 

Sports Involvement 

According to the male participants, the most important reason not to 

initiate smoking was to be able to participate in sports, as one would be able to 

perform better if they did not smoke. A non-smoker can "do more sports" as they 

perform better than a smoker, for example a swimmer can "hold his breath 

longer". Athletes were viewed as role models in the community and their life 

style was seen as having an important impact on the behavior of youth. Sports 

was identified by the males as an area were smoking behavior and drugs was 

not tolerated by sports organizations. As one boy stated: 

"say a huge hockey star did drugs there might be, like Eric Lindros... a 
really famous hockey player, who does.., then everyone will do it... 
everyone will want to do it, cause they look up to him so much.., cause 
they're like his hero (boys' group, Dec 4, 2002). 

Then (2000) found that sports and sports figures were important factors 

that influenced males to not initiate smoking behavior. Similarly, Then (2000) 

also found that being an athlete and being involved with sports overall was more 

important to males than females. Health Canada (2002p) views physical activity 

and sports as a healthy deterrent to smoking for females, stressing in their 

informational kit geared to stop smoking before it starts, that girls who are 



110 

physically active are less likely to smoke. However, Health Canada (2002p) 

does recognize that the activity level of young adolescent girls tend to drop due 

to lack of facilities and encouragement from parents and others. 

Family Smoking, Related Diseases and Death 

One of the most powerful reasons for not initiating smoking was identified 

by individuals, who had experienced smoking related deaths in their families. As 

one participant explained: "Maybe if one of their family members died from 

smoking" pre-adolescents would think twice about initiating smoking behavior. 

Other reasons cited by the participants for not initiating smoking behavior were 

the desire to live longer and to decrease one's risk of developing cancer. 

Although the participants readily recited the health hazards, these knowledge of 

the health consequences is not identified as an immediate deterrent for youth 

initiating smoking. Elkind's(l 984) writings suggest that the egocentric thinking of 

youth such as being critical, argumentative, self-centered and self- conscious 

helps explain why youth take risks such as initiating smoking. The adolescent 

feels they are special and exempted from any potential harm. 

In summary, youth smoking did not occur in isolation, both parents, 

relatives and friends encourage or discourage smoking behavior among 

adolescents. Other reasons for not smoking identified by the participants were 

the potential risks of long term consequences, involvement in sports and harm to 

others. Examples of potential harm of smoking were identified as smoking when 

pregnant, around an asthmatic or friends who did not smoke. 
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Research Questions #5: What are the views of pre-adolescents 

regarding the influence of media especially on pre-adolescents 

initiating smoking? 

The term media had to be clarified in all the groups as media was not 

understood by this age group. The terms advertisement and commercials were 

clearly understood and a lively discussions resulted in all of the groups as to the 

influences of advertisement on youth initiating or not initiating smoking behavior. 

Media was identified by the participants as an influence that could sway 

youth to either initiate or not initiate behavior depending on the type of 

advertisement. As one participant explained: "some commercials make you want 

to start and others try and help you to want to quit". This bombardment of anti-

smoking and pro-smoking campaigns in today's society is targeting and capturing 

the attention of our youth. There was a lot of interest generated in explaining the 

different types of advertisement the participants had experienced and their 

understanding of the media message. The following quotation illustrates the 

awareness of this age group of the influences of media: 

Because, urn, well some commercials now, they tell you what's going to 
happen to you if you smoke. But like before they would tell you that like 
they wanted to get you to smoke, they'd show like people, and they'd be 
like.., they'd just be standing around smoking and a person would just 
walk by and you'd be unhappy or something and then, um, they'd come 
over and just be like come over here and have one and so they did and 
they'd be happier (girls' group, Nov 28, 2002). 
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Pro-smoking Advertisements 

In discussing pro-smoking advertisements, the participants were able to 

cite and describe examples of pro-smoking advertisements that they had seen. 

The examples that the participants referred to were mainly seen on television. 

The participants felt that these cigarette advertisements played a role in the 

adolescent's decision to begin smoking. As one participant declared: "It says on 

the cigarette (advertisement) that smoking is like a good thing" as "they tell you 

that smoking's good, and smoking's cool". Cigarette advertisement has been 

found by researchers to influence adolescents initiating smoking behavior (Pierce 

et al., 1998). A prospective study in California between 1993- 1996 of 

adolescents aged 12— 17 (n = 1,752), found that those that had no intention of 

smoking but were able to discuss their favorite cigarette advertisement, where 

twice as likely to be smoking in the follow-up than those that did not have a 

favorite advertisement (Pierce et al., 1998). They also reported that 34% of the 

experimentation with cigarettes was influenced by pro-smoking advertisement. 

In the pro-smoking advertisements, the participants felt that the tobacco 

companies were "trying to make you smoke" by using attractive models that 

looked "happy about it", "look healthy" and "liked to smoke". The images of pro-

smoking advertisements that they saw were of beautiful people "having fun" by 

being active mountain climbing, kayaking, swimming and hiking. As one 

participant put it: "You see all these people all over the world and they're having 
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fun!" The advertisements were seen as telling the viewer that "it was okay", to 

smoke as "they get to your brain". One male participant explained: 

There's like a message that like I don't know (pause) you see the 
message and it triggers that you kind of want to do it. The message is 
like, 'start smoking and you'll be really cool' (male, mixed group, Dec 5, 
2002). 

Research by behavioral scientists have indicated that the positive images 

portrayed by pro-smoking campaigns help diminish the notion that 

experimentation is dangerous (Pierce et al., 1998). The participants in the 

present focus groups generally felt that experimentation was something that 

everyone did once in their life without any negative consequences. The images 

portrayed by pro-smoking advertisement are that "smoking is okay", "fun", "cool" 

and part of the "good life". As a male participant explained: "if you smoke you'll 

have more fun than you've ever had". Another said: "well, people are smoking, 

and somebody's really unhappy, and then he gets a smoke and then he's 

happy". Reasons identified for adolescent smoking behavior was to portray a 

desired image as "they think it makes them cool" or "because they think it's cool" 

or "some people dare them to try it, and they just start doing it and keep doing it". 

However, the participants that had been exposed to real life experiences of 

smoking related illness felt that they themselves would not be influenced by the 

messages of pro-smoking campaigns. As one participant in the all girls' group 

exclaimed: "No... no... not when you have someone in your family that smokes" 

and another participant added very softly: "not when there's someone close to 
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you.. .that has died". It was interesting to note that the all female group did not 

recognizing the message in the pro-smoking advertisements as promoting 

tobacco usage, instead the females initially saw the images in the tobacco 

advertisements as promoting a healthy life style. Of interest is the concluding 

remark by a female participant as to why pro-smoking advertisements may not 

have an impact: "Maybe because most of the TV usually just lies and you think 

they're (pro-smoking advertisement are) lying there". 

Smoking in the Movies 

The 1978 movie, Grease starring John Travolta and Olivia Newton John 

was sited by one of the male participants in the all boys' group saying: "in the 

movie Grease, they smoke... It makes me want to smoke. Because they're 

smoking so much and all the cool people are smoking". This is an interesting 

comment as researchers have suggested that the more our youth are exposed to 

actors smoking in films, the more likely they are to experiment with cigarettes 

(Sargent et al., 2000). A study looking at the top grossing (dollars) movies from 

1988 to 1997, found that the majority of the movies had images of characters 

smoking (Sargent et al., 2000). In this study, approximately 5,000 rural students 

aged 9— 15 in Vermont and New Hampshire were asked to identify movies they 

had seen. After analyzing tobacco representations in current films and the 

movies seen by the participants, the researchers found an association between 

smoking by adolescents and watching smoking in films. Sargent et al. (2001) 

reported that youth were three times more likely to smoke if they reported seeing 
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movies with smoking scenes. This study and other follow up studies by these 

researchers support strongly that smoking in movies encourages youth to initiate 

smoking and in the researchers' opinion were a more powerful influence than 

parents and peers (Sargent et al., 2001). Ironically although the overall smoking 

rate in Canada has been decreasing, smoking on screen has been reported to be 

increasing (Gilmore, 2000; Sargent et al., 2001). This increased smoking on 

screen gives youth a perception that more people are smoking than actually are 

in real life (Sargent et al., 2000). 

Pro-smoking advertisements and movies help weaken the adolescent's 

resistance to initiate smoking behavior with the positive images of tobacco 

usage. Smoking in the movies is one of the most powerful advertisements for 

pre-adolescents according to some researchers (Glantz, 2001; Sargent et al., 

2000). The prevalence of smoking in movies, in the mid 80's, was very low. 

Researchers have reported an incredibly inappropriately high presentation of 

smoking such as doctors, policeman, youth and others who may not be smokers 

in real life. The prevalence in smoking in movies is way out of proportion with the 

actual smoking rates in Canada. However, this misrepresentation has impact on 

changing one's behavior to what is perceived as being normal in the group and 

valued by the "cool group". For example, the following participant talks about the 

impact of smoking on television influencing one's attitude towards smoking: 

Not that I want to... but you know on some TV shows and movies where 
there are like guys always buying cigarettes... cause they're cheap and 
that... and some people on TV, at school, go to the washroom and start 
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smoking. It tempts some people... cause you could think that it's... cause 
you think like wow (male, mixed group, Dec 5, 2002). 

Anti-smoking Advertisements 

Anti-smoking advertisements were readily identified by the participants as 

having been seen on television. All the participants described the images of 

smokers on television as being those that "they look like awful" and "they're like 

unhealthy". All of the participants vividly described real-life images such as "he 

coughed (pause) burst out a part of his lung" or descriptions such as the 

following: 

I saw a commercial and urn... and there was this red truth thing, and it 
says this is how much tobacco was in one person... Yah they squeezed it 
out and then you see this big pile of stuff... the doctor was like scrapping 
out a lung (boys' group, Dec 5, 2002). 

Real life images are used in the anti-smoking campaigns in Canada to 

capture the attention of the viewer. The health warnings gleaned from the anti-

smoking campaigns were clearly articulated by all the participants. Each 

participant was able to add on his or her different example of advertisements that 

they had seen, indicating that these images were capturing the pre-adolescent's 

attention. The descriptions of these images by the participants were graphic and 

described readily by the participants, thus suggesting that these aggressive 

advertisements were having an impact on the pre-adolescent. 

However, there is an active ongoing debate on whether or not this form of 

aggressive advertisement is working. Goldman and Glantz (1998) reviewed the 

research findings from 186 focus groups (n= 1500) done by advertising 
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companies to develop anti-smoking campaigns for California, Massachusetts and 

Michigan. This review found that information regarding SHS and tobacco 

industry strategies of manipulations was the most effective way of decreasing 

smoking behavior in adults but also in deterring pre-adolescents from initiating 

smoking (Goldman & Glantz, 1998). Of note, this study found that focusing on 

the health consequences of tobacco usage whether long or short term was not 

an effective strategy in reducing smoking initiation in youth. These researchers 

indicated that the more aggressive the tactic the better the results in reducing 

tobacco consumption. Their research study has been countered by other health 

authorities as not being supported by scientific evidence due to the researchers' 

use of focus groups as a research method (Connolly & Harris, 1998). Although, 

Connolly and Harris (1998) criticize Goldman and Glantz (1998) for not using 

quantitative analyses of the focus group data stating that the sample size and 

statistical tests are not reported, social marketing has used and continues to use 

focus groups to review the effectiveness of advertisement messages. 

Furthermore, Connolly and Harris (1998) argue that the methodological basis for 

the effectiveness scale such as "highly effective," "moderately effective," 

"effective" and "not effective" reported in Goldman and Glantz's (1998) summary 

table is not documented or validated by testing. 

Similarly, there is an ongoing debate as to the merits of qualitative versus 

quantitative research. In a quantitative survey, the participants give a black and 

white answer, either the advertisement is effective, less or not effective whereas 
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in a qualitative survey, the discussion group not only gives an opinion but also 

the rationale behind the opinion. In this way, the researcher obtains a clearer 

understanding on the effectiveness or lack thereof of the advertisement 

message. It is also recognized that the researchers biases may enter the 

judgement, however this can be minimized by the design of the survey questions 

and the use of a moderator to lead the discussion group. This researcher used a 

trained moderator to lead the focus group discussion and the design of the 

questions served as a guide. In this way, research biases were minimized. 

Other researchers have found that disclosing information about tactics 

used by the tobacco companies had little effect on deterring smoking in youth 

(Pechmann & Goldberg, 1999). Goldman and Glantz (1998) had responded to 

these allegations by supporting their findings about the effectiveness of anti-

smoking campaigns that focus on youth with a strong message directed at 

tobacco companies and SHS messages. In a reply to these criticisms, Goldman 

and Glantz (1998) defined and supported their findings by attributing an increase 

in adolescent smoking from 9% to 11 % in California in 1994 to a change in tone 

of anti-smoking advertisement, which had been toned down to a less aggressive 

approach from previous advertisements. Goldman and Glantz (1998) argued 

that the increase in smoking rates in teens was a result from the decrease in the 

tone of anti-smoking advertisements, thus supporting their findings that attacks 

on tobacco campaigns strategies and messages regarding SHS were more 

effective. 
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In response to the question whether or not the participants thought that 

the anti-smoking commercials were working, there was agreement by the 

participants that they may work on younger children but not adolescents. The all 

female group felt that: "Yeah.., they should be working... yes they are.. .they 

scare kids" but the overall feeling was that the anti-smoking advertisements did 

not deter adolescents from smoking. There was consensus that "they're 

probably not scared". The female participants felt that "they're already (think) it's 

cool, or they're already in smoking" (girls' group, Nov 28, 2002). 

Pechmann and Reibling (2000) analyzed anti-smoking campaigns cost 

effectiveness in United States and Canada by examining smoking rates in 

campaign areas versus non-campaigned areas. They also surveyed grade 7 and 

10 students (n= 1,128) in California on the participants' thoughts on tobacco 

advertisement as to the content, consistency and clarity of the message. These 

researchers found that advertisements that worked for adults generally did not 

work for adolescents as the advertisements employed ineffective strategies 

(wrong strategy, wrong message, wrong advertisement and wrong spokesman). 

In examining the delivery of the message (age of spokesman and depiction of 

smoking behavior), this study found that the person delivering the message was 

as important as the message itself. Of interest, is the ranking of the Canadian 

anti-smoking campaign as being the least cost effective as the researchers found 

no evidence that the campaigns decreased adolescents smoking rates 

(Pechmann & Reibling, 2000). Although Pechmann and Reibling (2000) did 
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report a decline in the smoking rate of Canadian adolescent males from 1970-

1991, they could not find evidence to suggest that this was a result of the anti-

smoking campaign started in 1985. C. Pechmann (personal communication, 

May 22, 2003) felt that smoking rates can be affected by other macro factors 

other than advertisement. Pechmann and Reibling pointed out that the male 

adolescent smoking rate has decreased since 1992 by a percentage yearly, but 

that the female adolescent smoking rate has remained stubbornly the same 

although varying slightly at times. 

The general agreement by all the groups was that anti-smoking 

campaigns images were "gross" and "scary" with one participant adding that the 

images were "weird" and another saying "they make me (want to) run to the 

washroom". The images were scary as one female participant explained: "You're 

scared if you smoke that (it) will happen to you". Whereas a female participant 

who had lost her grandfather to a smoking related illness further added to the 

fear by saying: "or something like that could happen to your family". However, 

the all female group did feel that the anti-smoking campaigns were "better than 

seeing a lot of information to smoke... but were a lot grosser to watch". 

Although some of the female participants did feel that the anti-smoking 

advertisements were effective in stopping adolescents from smoking, one female 

participant identified other factors such as parent and siblings played a more 

important role in whether or not one stopped smoking. 
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I have a sister in high school who tried to quit (smoking)... all of her friends 
quit because they saw those commercials, but my mom and dad 
smoke... It's bad... So they'll say 'yeah it's ok, yeah it's ok, we smoke so its 
ok if you smoke' (girls' group, Nov 28, 2002). 

Others described images in the anti-smoking advertisements that showed 

the inside of a smoker's body. As one participant described: "There's one 

commercial and they are in the hospital and the nurse has the patient on the 

table and they try and give you a tour of where the smoke goes and everything is 

rotting away". Whereas others described the long-term consequences of 

tobacco usage portrayed by media. 

The commercial with the lady with the hole in her neck and she's holding a 
cigarette right here and she's going like that. And then all parents don't 
want their kids to do it (boys' group, Dec 4, 2002). 

Another participant gave an example of a smoker's personal life story of resulting 

health problems from smoking. 

Ads, like this lady who said she used to smoke three packs a day and then 
she cut down to half a pack and then she had a heart attack and then she 
cut down again and then she had another one and so she had to stop 
because she said 'Hello, not good (female, mixed group, Dec 5, 2002). 

In each of the focus group discussions, du Maurier and Players cigarette 

advertisements placed by the tobacco companies in local free distribution 

newspapers were displayed on the wall as a prop to aid the discussions on 

media. The female group and the females in the mixed group of the pilot study 

did not interpret the pro-smoking advertisements as promoting tobacco usage. 

The following comments illustrate the females' interpretation from the girls' group 

of the pro-smoking advertisements: "They're not smoking... as (they are) 
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climbing mountains. They're having lots of fun... cause they're not smoking". 

Another girl observed: "That you're going to be like this if you smoke... You're 

going to be happy... yeah... have more energy". Yet another participant 

commented: "You lose energy" so "don't smoke" and "if you are having that 

much fun, don't smoke.., doing what they're doing". Only with prompting by the 

moderator to look at the small print at the bottom of the posters and Tobacco 

Company logos were the female participants able to distinguish the messages 

accurately (Appendix K, L, & M). 

After some discussion as to the meaning of the pro-smoking 

advertisements, one of the female participants was able to identify the following: 

"They're stressed, and then they have a smoke and they relax". Another 

participant added: "they... .make you think that it will cut stress, (that) smoking will 

help keep you calm... (they) hide information from you... they lie to you!". 

Another participant explained by saying: "They hide that tobacco can kill you and 

(that) tobacco's addictive". Then one of the participants concluded by saying: 

"they usually give you the information in really, really tiny letters at the bottom of 

the screen... And if you go and complain to them they'll just tell you that they had 

the information on" (girls' group, Nov 28, 2002). 

The boys' group readily identified the posters as pro-smoking 

advertisements. As one participant put it: 

It's trying not to show that they are smoking, like they're trying to show 
they are having a good time, like non-smokers going on there but not 
knowing it's actually for a smoking thing, they'll go on and maybe blank 
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out some part and put in new parts and then they'll just put on a new thing 
at the bottom and top, and when they see it, they will be surprised 
because they didn't know (boys' group, Dec 4, 2002). 

Hogg and Garrow (2001) using focus group research method data 

collected from twenty-five participants aged 19-22 to examine previous findings 

by Meyers-Levy (1998) that males and females perceive messages differently 

based on gender. Meyer-Levy's theory states that males and females process 

information differently in that males' process information more rapidly and 

selectively than woman who tend to process information more thoroughly by 

analyzing all the facts available. J. Meyers-Levy (personal communication, May 

23, 2003) contends that the gender difference may not be necessary biological in 

origin but raises the possibility of nurture/social influences. The differences in 

processing by the males and females was noticed in the different observations by 

the participants in this study. Hogg and Garrow (2001) found that there were 

differences in how individuals perceived information based on gender identity 

suggesting that there was more than gender differences (biological) in how 

individuals processed and interpreted advertising messages. Hogg and Garrow 

(2001) also suggest that masculinity and femininity are not homogeneous but 

that males and females contain different aspects of each in their make up. 

Furthermore, the interpretation of advertisements is dependent on how relevant 

this gender identity is when reading and interpreting the advertisements (M. K. 

Hoggs, personal communication, May 26, 2003). It is felt the boys in this study 
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readily identified the smoking aspect of the advertisements because they were 

sports minded and in a regime where smoking was not tolerated. 

There was a lot of interest and discussion by the male participants as to 

the intent of the television cartoon, The Simpson's, discussing smoking and 

tobacco companies. Their comments as to the use of cartoon characters that 

smoked were informative. Although, the cartoon had been written to criticize 

tobacco companies and the profits made from tobacco sales and one's addiction, 

the males saw the use of certain characters, e.g. Crusty the Clown's smoking 

behavior as promoting tobacco usage in youth. This exposure of children to a 

popular cartoon was seen as contributing to youth wanted to take up smoking. 

As one male stated: 

That's like on the Simpson's and they have like shows on it for like 
Laramie the cigarettes they (the cartoon) always have advertisements and 
it makes people want to smoke (boys' group, Dec 4, 2002). 

Several of the participants mentioned the use of role models in influencing 

youth to initiate smoking. In reference to the cartoon The Simpson's, one male 

explained: 

Like Crusty the Clown on it like all the kids are looking up to him he's 
smoking in the middle of the show and stuff (boys' group, Dec 4, 2002). 

Another participant identified how tobacco company use of advertisement 

deceives and how addiction affects the smoker: 

Um, if you start smoking you can see all these people with a lot of 
energy... if you start smoking it will slow you down after a while.., it will 
start getting to you and you'll get weaker and more tired and you'll cough 
more and you won't be as active... You'll start walking really slow (male, 
mixed group, Dec 5, 2002). 
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There was a lot of interest and discussion of the use of models in the pro-

smoking advertisements that used professional athletics. The males generally 

were readily able to identify in all groups that athletic could not perform well in 

sports as a smoker. The general tone of the discussion by the males was that 

the advertisements were impractical and "stupid". As one male put it:" Urn if 

you're athletic and you smoke, it can like make you stop". 

The female group discussed all the various advertisement that youth were 

exposed to on television, one female participant felt that "there's a lot of 

confusing messages". Another participant explained: "Some companies are 

trying to say to you to stop, but then the next bunch are telling you to do it again". 

Another participant agreed with this comment: 

You'll see one commercial about not smoking, but then the next 
commercial you see is like, oh yeah, there's like ten dollars off 
smoke.., smoking books... smoking packs and stuff (girls' group, Nov 28, 
2002). 

When asked how they would reach their decision to smoke or not, again 

those with life experiences with smokers were more realistic as one participant 

commented: "Well it would be kinda hard, especially if you're addicted". 

Economics played a part in deciding to smoke, for example one participant 

explained: If you "don't, uh, like have that much money, then you won't smoke, 

then it will be hard for you to buy smokes... so you're going to have to stop". The 

female group ended their discussion on media with a solution in dealing with all 

the conflicting messages on television. This all girls' group felt that there should 
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be: "no more advertising about smoking" "just bad commercials about smoking, 

cause then, people will stop". 

The female group felt that use of cigarette warnings was not effective as 

due to one's addiction, they were unable to stop smoking. The tobacco 

companies were only abiding to laws to provide label warnings, but continue to 

profit on one's addiction. As one participant commented: "it's an agreement to 

put things on... they know it's not good for you, but the company made an 

agreement to put on (warnings) there, that it's not good for you, but you're 

(already) addicted. Another participant explained why the Tobacco Company 

placed warnings on cigarette packages: 

Maybe they agreed because maybe they had somebody close to them 
(that) has a problem with smoking and they finally realized that, so they 
decided to put stuff on the packages because they couldn't afford to just 
stop right now.., so they tried to warn people as much as they could (girls' 
group, Nov 28, 2002). 

Others questioned why tobacco companies continued to sell cigarettes. 

As one participant wondered: "Because on the packages they put, it could 

damage you... (especially) if you're pregnant. Then how come they're still selling 

cigarettes?". The agreement in the all girls' group was that allowing only 

advertisement "about not smoking" would help adolescents in their decision to 

not smoke. As one participant explained about all the advertisement whether 

pro-smoking or anti-smoking advertisements: "it's confusing! should I do it or 

should I not?" Although one of the participant's commented: "Well if they said it's 
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going to ruin your life. It's really your choice, but if you don't want to ruin your life 

then you don't smoke" (girls' group, Nov 28, 2002). 

In summary, all participants eagerly discussed advertisements that they 

had seen. The real life images of cancer victims, diseased lungs and suffering 

attributed to tobacco usage were seen as grotesque and "scary". All of the 

participants were able to relate different anti-smoking advertisements that they 

had seen on television. Certainly, these aggressive advertisement campaign 

styles were capturing their attention. However, the consensus was that although 

they may stop young children for experimenting with cigarettes, these 

advertisements were not working with adolescents as they were already addicted 

to nicotine. There seemed to be the general opinion that adolescents all smoked 

if they wanted to belong to a popular group. The number of anti-smoking 

advertisements identified and discussed by the groups far outweighed the 

number of pro-smoking advertisements identified. Visual aids were used to 

promote discussion on tobacco advertisements (Appendix K, L, & M). It is 

interesting to note that the females although they understood the healthy life style 

image that was being presented in the pro-smoking advertisement, they did not 

recognize the subtle message actually promoting tobacco usage. However, once 

this was pointed out, the all girls group saw the advertisement as being 

duplicitous. The males however were well aware of the message that the 

athletics were portraying. The groups saw cigarettes as being prominently 

displayed in many movies, with the most discussion by the boys' group on the 
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impact of seeing smoking in movies on youth. 
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Chapter Six: Conclusions, Summary and Recommendations 

The primary focus of this concluding chapter is to present and interpret the 

findings from this study. A discussion using the combined results of the 

demographic questionnaire and the focus group data is presented. The 

discussion in this chapter will integrate the findings by identifying the similarities 

and differences of this study to other studies. The strengths and the limitations of 

this study will be addressed along with directions for future research. The 

findings of the study will be discussed using the Neuman System Model 

(Appendix A). 

Integration of Data: Demographic Questionnaire and Focus Group 

The purpose of this descriptive study was to add to the knowledge base 

regarding smoking behavior in the pre-adolescent population. The major 

research objectives of this study were to: 

• Access pre-adolescents' knowledge regarding the potential risks of 

smoking. 

• Gain an understanding of pre-adolescent current knowledge of tobacco 

use. 

• Identify the factors that influence pre-adolescents and others to initiate 

or not to initiate smoking. 

• Explore what pre-adolescents think regarding the influences of media 

especially on their initiating smoking behavior. 
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Extensive data was collected from both the focus group discussions and 

the demographic questionnaire. This chapter will focus on identifying, discussing 

and synthesizing some of the key findings identified from the collected data. The 

research questions will be used as a guide for the discussion of the findings. 

Due to the complexity and nature of the research topic, at times the themes 

(issues) identified in each research questions did overlap. Therefore to facilitate 

the discussions, the issues will only be addressed in depth once and referred to 

in the other sections. 

Research Question #1: What knowledge do pre-adolescents have 

about the potential risks of smoking? 

Knowledge of Potential Risks 

The pre-adolescents clearly were well informed of the potential risks of 

smoking. The information the pre-adolescents cited came mainly from significant 

family members, peers and media. Information that was observed and learned 

from smokers such as parents and relatives tended to have the biggest impact 

on these individuals. Although health education is seen as having an important 

role in informing pre-adolescents in making healthy choices, information obtained 

from health personnel such as doctors and nurses did not appear to play a large 

role in informing pre-adolescents about the potential risks of smoking. Doctors 

were not cited as an important source of information by any of the participants. 

This may be due to the fact that this age group is generally healthy and not 

exposed to doctors. It is interesting to note that only when an individual was 
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actually involved in a play, used as a teaching tool in delivering health 

information, did the information have relevance to that individual. For example, 

when a person was part of a school play, related to health information did the 

individual find it relevant to learn about the potential risk of smoking. Nurses 

were cited as a source of information only by the all-male focus group and only 

when the mode of information was provided in a form that was current and of 

interest to the participants (i.e. an interactive computer learning program, on the 

health risks of smoking using diagrams and pictures, was an effective learning 

tool for the male participants). 

All of the groups had a clear understanding of the health consequences of 

smoking. The participants were especially well informed of the health 

consequences to the fetus of smoking when pregnant. This may be due to an 

increased emphasis in the school curriculum on the long term health 

consequences with a focus on the unborn child if the mother smokes. 

The personal experiences of participants who lived with smokers added 

credibility to their knowledge of the health hazards resulting from smoking. In 

this study, 58% reported that they had either a parent or relative who smoked, 

whereas only 22% reported that they did not have parents or relatives who 

smoked. The data was broken down further as follows: 11 % had a mother who 

smoked, 28% had a father who smoked, 14% had grandparents who smoked, 

and 22% had an uncle or aunt who smoked. The findings in this study of 39 % (n 

= 14) of the participants being exposed to parent who smokes is consistent with 
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current Canadian statistics. According to Health Canada in 1996, almost half of 

young people aged 10— 19 (46%) have at least one parent who currently 

smokes. Health Canada (2002e) reported that approximately 35% of Canadians 

stated that smokers they live with smoked regularly inside the house. 

Exposure to smoke is found to be more common among younger children. 

In 2001, CTUMS reported that regular smoking occurred in 21 % of Canadian 

homes with children under the age of 12 (Health Canada, 2001a). Those aged 

10 - 12 are less able to get away from the exposure to second hand smoke 

(SHS) than older children who are beginning to hang out more with their friends. 

This regular exposure of children to SHS is a public health concern. 

The focus of the health hazards cited by the participants was related to 

long-term health consequences of tobacco usage. Of note is the long term 

consequences identified by the participants with smoking related health diseases 

that only affected the lung, i.e. lung cancer, decreased lung function and asthma. 

Although very vivid and graphic images of health problems resulting from long-

term smoking were discussed by all participants, they saw the health 

consequences as happening only to older people or the unborn child. These 

vivid images of diseased lungs and smoking related illness had been seen by all 

of the participants on television and the participants reported the impact on them. 

The short-term consequences were not readily identified, except for smokers 

"smelling badly" and a male participant's comment of decreased athletic function 

if one smoked. The general agreement of all the groups was that the potential 
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risks of smoking were mainly long-term consequences and something that 

happened to someone older, although older was not defined, and who used 

tobacco for some period of time. Harm to others if one smoked was readily 

identified by the participants especially to an unborn child and to children in the 

home. Literature supports the effects of maternal smoking on the unborn and 

SHS on children (Freid, 2002; Gilliland et al., 2001). Freid (2002) also reports 

that the child's exposure to cigarettes in prenatal experience noticeable long-term 

consequences from delays in speech development (due to delays in learning to 

interpret and use sounds), hyperactivity and lower intelligence (IQ). 

In summary, the participants in all groups were well informed of the 

potential risk of smoking to those that used tobacco for a long period of time. 

These risks were identified as happening to older people such as parent, aunts, 

uncles and grandparents, but the potential risks to adolescent smokers were not 

readily identified. The potential risks of smoking were indicated as being long-

term consequences with the only short-term consequence mentioned being 

"smelling bad" and possible decreased, athletic function. The greatest awareness 

of the health hazards of tobacco usage by the participants was the potential harm 

of exposure to SHS and to the unborn child. 
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Research question #2: What knowledge do pre-adolescents have 

about tobacco and its usage? 

Knowledge About Tobacco and Usage 

All of the pre-adolescents had a wealth of knowledge about tobacco and 

its usage which was gleaned from significant people in their lives who smoked, 

from peers and the media. At this stage of development, pre-adolescents are 

most susceptible to comments made by parents and role models (Papilla & Olds, 

1994). Of interest to note was that, the accuracy of knowledge depended on the 

source of information and how informed that source was perceived to be. In this 

study, 58% reported that they had either a parent or relative who currently 

smoked. Participants identified that relaxation, reducing depression and stress 

were all reasons to use tobacco products according to known smokers. The 

information that the participants received from their parents was generally 

perceived as being true and accurate. Health Canada stresses the impact of 

parental beliefs and values on youth initiating smoking behavior. Parents need to 

recognize their impact as influential role models and develop a clearer 

understanding of nicotine dependence. Building on this, school curriculum and 

anti-smoking campaigns need to incorporate and stress the properties of nicotine 

as a drug. 

Nicotine, the main drug in tobacco products, causes chemical or biological 

changes in the brain (Health Canada, 2003a). Nicotine has been reported by 

researchers to actually increase the stress level and thus increase the amount of 



135 

nicotine needed for the smoker to feel normal (Parrot, 1999). The most common 

reason that was cited by female participants for female adolescents to smoke 

was to curb their appetite so as to stay "skinny". Media portray images of how 

one should act and look with youth developing expectations as to how they 

should look physically. Smoking is portrayed by media as an acceptable means 

to achieve perfection or acceptance. Tobacco advertisements reinforce smoking 

behavior, by convincing youth especially females that not only will they be 

"skinny", and thus attractive, but also independent, knowledgeable and grown-up 

(Health Canada, 2003b). 

The usage of tobacco was discussed from the dependence aspect of 

nicotine but also the health hazards to the smoker and the harm of SHS to 

others. Confusion and disillusionment was noted in those participants who had 

parents who continued to smoke. The findings in this study were that 38% had a 

father or mother who smoked. The participants struggled with the question: how 

can one continue to smoke and harm oneself with all the known information on 

the harms of smoking. Misunderstanding and disillusionment arose if the 

participants perceived their smoking parents as continuing to smoke despite 

causing harm to one's offspring (i.e. breathing problems). One could sense the 

fear and anxiety in individuals who suffered from breathing problems if their 

parents persisted in smoking around them. Fear arose not only from the 

breathing problems resulting from exposure to SHS but also from the health 

concern to the smoker (their parent). Others expressed hurt due to their lack of 
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concern of their parents for them. Some of the participants had personally 

experienced tragedy resulting from smoking as they had grandparents die from 

smoking related illnesses. Others reported the behavior of nicotine dependence 

by talking about the disruption at meal times by individuals having to leave the 

table frequently to smoke or just the isolation by family members of those that 

smoked. All of the groups were very knowledgeable regarding the dangers of 

SHS to themselves and others. The pre-adolescents in particular had a wealth of 

knowledge about harm to the unborn child if the mother smoked. This finding 

reflects the focus of recent anti-smoking campaigns messages of the harm of 

SHS to the unborn and young children as an effective strategy in motivating 

children to not initiate smoking (Pechmann, 2002). 

There was a lot of curiosity and interest in the use of tobacco products in 

this age group. Both males and females felt that adolescents used tobacco 

products to fit into the popular or "cool "group or to be "cool". The all-female 

group identified the use of tobacco as a means to belong to the "cool group". As 

previously mentioned, cigarettes were cited as mainly being used by adolescent 

girls to maintain or lose weight. Being skinny was seen as important in order to 

be accepted by the popular group. Cigarette smoking was also seen as a 

behavior that one did once they belonged to the popular group. Although the 

males also saw the usage of cigarettes as something one did to belong to certain 

groups, the males were more interested in understanding the different properties 

of street drugs and cigarettes. 
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The reasons the males cited for initiating smoking were not to curb one's 

appetite and loss weight but more as a symbol of rebellion or making a 

statement. However, cigarette smoking was not seen by the male participants as 

being the ultimate symbol of rebellion that some of the other drugs like marijuana 

might be. There was a lot of awareness and inquisitiveness by the all male 

group in comparing street drugs to tobacco usage. Some of the male 

participants felt that cigarettes and street drugs were all potentially harmful 

whereas others thought that the potency and harmfulness was cost dependent. 

For example, cocaine was seen as being more harmful than marijuana or 

cigarettes because cocaine was more costly. It is interesting to note that the 

information about illicit drugs was again obtained from parents and media. The 

participants generally accepted the information gained from parents as been 

accurate and knowledgeable, whereas the information presented by media was 

viewed skeptically. Although tobacco and potential health risks had been 

introduced to the pre-adolescents in health classes, drug awareness is not 

introduced until later school years. This curiosity and readiness to learn the 

physiological effects of cigarettes and drugs suggests a need for earlier 

introduction of this information into the school curriculum. Timing the information 

is critical as readiness to learn and curiosity suggests that although pre-

adolescents may be susceptible to experimentation with tobacco, information on 

potential harmful effects of such usage aids the pre-adolescent in making 

informed decisions. 
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The belief that dependency on nicotine developed only after long usage of 

tobacco products was expressed by all the groups. This also tied in with the 

belief that experimentation with cigarettes was something that all youth did once 

in their life without any consequences. This same belief of experimentation as 

not being harmful was seen in the discussion of cigars that two of the groups 

initiated. Cigars were seen as a symbol for celebration and again the belief was 

that the occasional cigar was not harmful. Reported cigar consumption among 

both female and male adolescents in the United States has been found to be 

increasing at an alarming trend (Iribarren et al., 1999). The lack of awareness of 

the participants as to the health hazards of cigar smoking and the acceptance as 

a normal celebration practice in society suggests the same caution by the youth 

may not be exercised as with cigarette usage. 

The reasons for using cigarettes were different for males and females. 

The females used cigarette smoking as a form of weight control and acceptance 

into the popular group, whereas the males used cigarette smoking as a symbol 

or a sign of rebellion or maturity and as the rite of passage into a group. It is 

interesting to note that in the females' opinions there were only positive 

consequences of smoking whereas for the males there was also known negative 

consequences of smoking. Sport's organizations, that the males might want to 

belong to, were cited as having zero tolerance for smoking. The male 

participants saw physical fitness as being important in sport activities and 
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hampered by tobacco usage. Clearly, belonging to a sports team was a 

deterrent to using tobacco products and other drugs by the males participants. 

At the same time pre-adolescent girls initiate smoking, physical activity is 

decreasing as pre-adolescent girls tend not to participate in physical fitness 

programs (Health Canada, 20020). Girls are generally not encouraged to be as 

active physically as boys and there are as a result fewer opportunities for girls to 

participate in organized sports (Health Canada, 2002p). This lack of female 

involvement in sports results in females not recognizing any negative 

consequences of smoking such as decreased athletic abilities or team 

ostracization. 

To add to this concern, researchers have recently identified different 

influences in males and females in maintaining smoking behavior (Perkins, 

Jacobs, Sanders, & Caggiula, 2002). Perkins and his colleagues (2002) have 

found in their studies of human and animal subjects that the subjective stimuli or 

the non-nicotine stimuli rather than nicotine stimuli maintained the smoking 

behavior in females. In Perkins et al. (2002) studies of using varying doses of 

nicotine in cigarettes with smokers, males adjusted their smoking behavior to 

compensate for the reduced nicotine by increasing the number of cigarettes, 

whereas females did not adjust the number of cigarettes smoked. These 

researchers found that females reported more satisfying effects from the nicotine 

by smoking a cigarette than from the nicotine gum or sprays. These studies 

indicate that nicotine is less important in influencing and maintaining the smoking 
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behavior in females than in males. Perkins et al. (2002) clearly indicated the dual 

nature of nicotine dependence (biological and psychological dependency) and 

that females are more dependent on the trappings of smoking such as image and 

smoking cues than males. 

Research Question #3: What factors do pre-adolescents think 

influence an individual to initiate smoking? 

Parents 

All the groups were in agreement that the biggest influence on whether or 

not adolescents initiated smoking was parents. Parents were cited as influencing 

adolescents not to experiment with tobacco, but all of the participants felt that 

parents who smoked tempted adolescents to smoke as they were already 

exposed to SHS. The participants were in agreement that children learned about 

smoking by observing their parents smoke. The participants did not see parents 

as being a good role model to their children if they continued to smoked and 

were seen as being especially negligent if they smoked when pregnant or around 

their children. The Youth Smoking Survey (1994) reported that young people 

aged 15-19 were more likely to smoke if both parents smoked (36% of males, 

41 % of females) than if neither parent smokes (17% of males and females). 

Health Canada (2002r) has also reported that adolescents are twice as likely to 

smoke if their parents smoke. 

Not only were the parents perceived as the greatest influence on whether 

or not pre-adolescents smoked, all of the participants cited parents as the single 
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most important source of information on tobacco usage. The participants felt that 

parental beliefs and values regarding tobacco usage whether pro or con 

influenced the pre-adolescents in their decision in initiating or not initiating 

smoking. Literature supports the influences of parental beliefs on the decision 

making of pre-adolescents to smoke or not to smoke (Blum et al., 2000; Fearnow 

et al., 1998; Glendinning et al., 1997; Physicians for a Smoke-Free Canada, 

1999d). The information related to the groups by the participants also was based 

on the personal experiences and observations of smokers. Bandura's social 

learning theory holds that children learn by observing and identifying with their 

role models such as their parents (Papalia & Olds, 1994). According to this 

theory, the type of behavior a child will imitate depends on the child's choice of 

role model and the behavior available in the environment to imitate. 

In this study, 28% had a father who smoked, 11 % had a mother who 

smoked. However, researchers currently have reported that what parents have 

to say about smoking is important in the adolescents' decision to smoke or not to 

smoke (Fearnow et al., 1998; Glendinning et al., 1997; Sargent et al., 2001). 

Furthermore, research also has indicated that disapproval of adolescent smoking 

by parents even if the parent is a smoker deters adolescents from initiating 

smoking behavior (Fearnow et al., 1998; Glendinning et al., 1997; Sargent et al., 

2001). These findings are encouraging for smoking parents who have difficulty 

quitting but who do recognize the potential harm of smoking and want to be 

proactive in preventing their offspring from smoking. 
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All of the groups felt that their parents were more significant in influencing 

adolescents than peers. Their comments support the developmental theories 

that pre-adolescents are in a transitional stage of development where parents 

remain the most influential but that friendship out of the home is increasingly 

becoming more important. 

Peers 

Although the adolescent's relationships with parents has been found to 

influences the adolescent's beliefs, values and attitude, it is the friendship with 

peers that begins to play a larger role as they enter adolescence. It is through 

friendship that one defines who one is (Papalia & Olds, 1994). This relationship 

with friends differs to that with parents, as this friendship is more sharing and 

giving. Within the social structure of a peer group, the adolescent has a well-

defined role and is aware of one's status in the group. By setting the 

expectations and standards of behavior for the group, the peer group determines 

the behavior that is acceptable for its members. Adolescents can try new things 

with their peers without harsh consequences and learn from their mistakes 

(Papilla & Olds, 1994). It is through close friendship, that adolescents can 

develop self-esteem, social competence and a self-image. 

All of the groups talked about friends being the next influencing factor after 

parental influence in whether or not an adolescent smoked as being the influence 

of friends. Researchers have found that youth are more likely to initiate smoking 

if their friends are smokers (Cox & Cox, 2001; Greenlund et al., 1997; Morgan & 
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Grube, 1991). Researchers have found that the closeness of friends who 

smoked was a better predictor of one initiating smoking than one's peers 

(Morgan & Grube, 1991). It is interesting to note that although none of the 

participants reported that they had tried smoking a cigarette, 11 % reported 

having friends who were smokers, 64% reported not having friends that smoked 

and 19% did not answer the question. The Youth Smoking Survey (1994) found 

that current smokers aged 10— 19 have more close friends who smoke (Health 

Canada, 1996). This survey also reported that 79% of smokers identified half of 

their friends were also smokers as compared to 16% for non-smokers. In the 

first national survey examined the knowledge and beliefs about smoking and 

smoking rates of those as young as 10— 14 years of age 70% felt that peers 

were the most important influence on youth initiating smoking behavior (Health 

Canada, 2002u). Other researchers have found that youth were five times more 

susceptible to smoke if their closest friends smoked (Greenlund et al., 1997). In 

summary, literature supports the participants' claims that the closeness of friends 

who smoked was an important factor in youth initiating smoking. 

As the pre-adolescent seeks to become more independent of the family, 

friends and peer groups become more important in the adolescent's life. 

Friendship was not clearly defined by the participants and was still defined 

through the eyes of their parents. For example, one of the male participants 

used an example of friendship that his father had related to him. However, there 

were beginning differences in the qualities that were valued in friendship between 
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the males and the females. Friendship to the male participants were friends that 

could be helpful and dependable, for instance when help was needed, friends 

would show up to help. The female participants tended to see friendship as 

someone you could trust and confide your concerns and secrets. One of the 

female participants called friends "one's conscience" as friends oversaw what 

one did. 

The pre-adolescent females in these focus groups expressed fears of not 

belonging or being friends with the cool or popular group. The fear of rejection 

by the female participants was vocalized by one saying that she would not say 

anything to those who smoked. In her opinion, they were part of the popular 

group and they could beat her up if she protested about their smoking. This 

comment reflects that in today's society, girls are perceived and created by the 

media to be more violent than their counterparts years ago and are seen to take 

more risks such as drinking and smoking in order to be part of the popular group 

(Thorbes, 2000). 

Relatives 

The participants mentioned other family relatives such as grandparents, 

uncles and aunts as sources of information as to why people initiated smoking 

behavior. Although the participants did not cite relatives as an influencing factor 

on why adolescent would take up smoking, there was a lot of curiosity and 

interest in why their relatives were smoking. One of the participants mentioned 

imitating her uncle by pretending to smoke by using a pencil as a cigarette. 
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Observational learning according to Bandura (1971) refers to learning a variety of 

behaviors from observing and imitating the actions of those around us. Of note, 

was the visual demonstration of this participant and others to illustrate some of 

their comments by pretending to smoke. 

Intergenerational influence has been referred to as a factor in smoking 

behavior by some researchers (Fearnow et al., 1998). Although there has been 

research on the impact of parental smoking on offspring with suggestions of 

intergenerational influences by some researchers, there is little research on 

direct influences of grandparents and other relatives on youth initiating or not 

initiating smoking behavior. In this study, 14% had a grandparent who smoked 

and 22% had an aunt or uncle who smoked. One participant reported she had 

four uncles who smoked. There was a lot of discussion and curiosity of relatives 

such as grandparents, aunts and uncles who smoked. One may suggest that the 

influence of other family members may be directly related to the influence they 

have on the participant and the frequency that they might interact with them, i.e. 

increased frequency of visit land increased influences. 

Media 

The male participants referred to the influence of role models such as 

athletics in advertising campaigns on youth initiating smoking. Although they felt 

that they themselves were not vulnerable to the images portrayed in the pro-

smoking campaign by the use of athletics to promote their products, they did feel 

that role models did have an influence on youth smoking behavior. This sense of 
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immortality or invulnerability to the messages in media is important to note in this 

age group. Developmental psychologists support these views of invulnerability in 

this age group (Papalia & Olds, 1994). 

In summary, there was consensus that the most influencing factor in pre-

adolescents initiating smoking is parental smokers with best friends and peers 

having an increasingly influential factor. All of the participants were in agreement 

that what parents say and do about smoking was the number one reason for 

youth smoking. This is a concern as according to the demographic results of this 

study, 36% reported that their parents were currently smoking. As previously 

mentioned, parental smoking establishes smoking as a normative behavior and 

is linked with more positive and fewer negative view of the health consequences 

of smoking (Health Canada, 2002r). 

Research Question #4 What factors do pre-adolescents think 

influence an individual not to initiate smoking? 

The reasons cited by the participants in this study for not initiating smoking 

behavior were based on preventing potential harm to others. For example, the 

main reason for not smoking was if you were a parent you would not smoke 

because of the influence on your children to start smoking. As previously 

mentioned, the role of the parent was seen by the participants as playing the 

most important part in whether or not one's children smoked. The dangers of 

SHS were seen as not only being harmful to one's children but also as playing a 

role in having children initiating smoking behavior. The general feeling of the 
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majority of the participants was that the children were living in smoke as it were, 

so why not smoke. These are interesting comments as it demonstrates the 

normalizing of smoking behavior in spite of the known health hazards of tobacco 

usage. Pregnancy was the other reason for not initiating smoking behavior or 

stopping to use tobacco products. The hazards of smoking to the unborn baby 

were well known and the expectations were that one would stop smoking when 

pregnant. Again, these are interesting comments as the focus of why one would 

not smoke is based on the potential harm to others and again suggests the 

developmental stages of this age group and the sense of invulnerability (Papalia 

& Olds, 1994). 

The most powerful reasons mentioned by participants for not smoking was 

harm to those around them especially their own siblings. Participants who talked 

about their parents, who persisted in smoking around family members especially 

if it caused health problems to others and themselves, expressed frustration, hurt 

and anger. It was not so much that the participants could not understand the 

addictive properties of nicotine and the struggle that some had in quitting 

smoking. It was rather, why would a parent continue to smoke in their presence 

when it caused harm to them? 

The males reported participation in sports as another good reason for not 

initiating smoking behavior. The male participants readily identified the physical 

handicaps if one smoked which would hamper one's performance, namely 

shortness of breath and exercise intolerance. Striving to be part of a sports team 
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and performing to one's best was seen as motivation not to initiate smoking by 

the male participants. 

It is interesting to note that there was social stigma attached to smoking. 

For example, one of the female participants felt that one would not obtain a 

academic scholarship if one smoked as the candidate that smoked would be 

perceived as being "bad" and would not receive the scholarship. All of the 

participants (both with parents who smoked and those who did not) saw smoking 

behavior as "being bad". This belief of smoking "being bad" could be attributed to 

the values and beliefs of parents, information gained from grade five health 

classes or anti-smoking media advertisements. 

In summary, all of the participants mentioned that the key reasons to not 

use tobacco products were directed to adults not smoking due to the harm to 

those around them. The long-term consequences were seen as reasons for one 

not to smoke but again were directed at adults who smoked. Potential harm of 

tobacco usage is seen as only resulting to others, this belief of invulnerability or 

immortality characterizes the stage of development of pre-adolescents (Papilla & 

Olds, 1994). The only exception mentioned was by the male participants who 

were able to recognize the harm to self if they smoked and a reason to not 

initiate smoking behavior especially if they wanted to be part of a sports team. 

In the overall analysis of what the participants identified as to why an 

individual would or would not initiate smoking behavior, the participants were 

able to identify many reasons as to why someone would take up smoking, yet the 
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reasons one would not initiate smoking were not as readily identified. The 

information given as to why one would initiate or not initiate smoking were based 

on knowledge gained from significant people in their lives, exposure to smokers 

and the media. Health Canada surveillance and social marketing researchers 

have reported that smoking behavior by significant people in one's life and movie 

actors are key in pre-adolescents seeing smoking as normal behavior (Health 

Canada, 2002c; Pechmann, 2002). Clearly, reasons to not initiate smoking 

behavior need to be addressed by parents, school curriculum and by anti-

smoking media campaigns. The anti-smoking campaigns are not being 

successful in their message to influence youth as the reasons given by the 

participants to not smoke were related to why "older persons" should not smoke. 

At present anti-smoking campaigns are based on messages for older people, 

campaigns need to refocus the message by being more current and youth 

oriented. Youth need reasons to not smoke that are relevant to them as pre-

adolescents. 

Research Question #5 What are the views of pre-adolescents 

regarding the influence of media especially on pre-adolescents 

initiating smoking? 

Although the term media was not understood by the participants, the 

impact of media on pre-adolescents was evident. The powerful advertisements 

of the anti-smoking campaigns have caught the attention of the pre-adolescents 

as confirmed by the graphic and lengthy discussions on the images the 
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participants has seen. The participants did not as readily describe the images 

portrayed by the pro-smoking advertisements as they did the anti-smoking 

campaign. The images of the anti-smoking campaign were seen as "gross" and 

"weird" and consequences that only happened to someone older than them and 

who had smoked for a long time. The negative consequences of smoking were 

only, seen as a reality for those who had relatives who had developed health 

problems as a result of tobacco usage. 

Are the anti-smoking campaigns having an effect on deterring pre-

adolescents from experimenting with tobacco? Montazeri & McEwen (1997) in a 

study in Scotland looked at the impact on different ages of fear inducing 

campaigns (anti-smoking) and positive image advertisements (pro-smoking) and 

found that the positive messages were more appealing and more effective with 

children aged 10— 14 than with older groups. The adolescents and especially 

those who wanted to belong to the popular group accepted or viewed the images 

used by pro-smoking advertisements as being desirable. 

Tobacco usage was seen as a fact of life for some of the participants in 

order to belong to the "cool group". The female participants in this study 

accepted the use of tobacco as a means of becoming or staying skinny in order 

to belong to certain groups, thus leaving little choice but to smoke. The subtle 

continuous bombardment by media of images of smokers who have desirable 

characteristics such as being skinny, sexy, popular have clearly influenced pre-

adolescents to believe that if you smoke, you can also achieve these pleasing 
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images portrayed by media. Researchers have reported that females have been 

targeted by tobacco industry with resulting success as in the early part of this 

century, few women smoked (Gilmore, 2000). 

Although, the tobacco industry can no longer advertise by visual means 

such as television, the tobacco industry has turned to magazines. In particular 

magazines with a high readership of teens are used to ensure that its brand 

recognition messaging is seen by young people (Albright et al., 1988; Pierce et 

al., 1998). 

The powerful images of skinny, healthy, happy and beautiful people who 

smoke in movies and advertisements heavily impact on the female's acceptance 

of smoking as a norm. The use of cigarettes in certain character roles has been 

argued by movie industry to help portray certain characteristics of that role. 

Researchers argue that these images are normalizing the use of cigarettes in 

certain situations (Pechmann & Shih, 1999; Sargent et al., 2002). The reasons 

that were given by the participants for using tobacco products such as stress 

reduction, weight control and a sense of well being support previous researchers 

findings. Cigarette usage in movies is seen as a symbol of rebellion, connected 

with violence, enhancing sexual behavior and reducing stress. This increased 

tobacco usage in movies as part of the character role development results in 

viewers observing smoking behavior that is more prominent in movies than it is in 

real life situations. Therefore youth believe smoking is more prevalent and see it 
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more as a social norm, thus influencing pre-adolescents to view smoking 

behavior in a positive light (Sargent et al., 2002). 

According to Statistics Canada (2001b), the average Canadian spends 

approximately 22.7 hours watching television every week. Whereas children 

aged 2 - 11 may actually spend about three hours per day watching television, 

which is slightly lower to the national average due to time playing video games. 

In this estimated 3 hours per day timeframe, children are exposed to both 

powerful images and subtle messages whether from anti-smoking campaigns or 

smoking scenes in movies. All of these exposures influence their values and 

beliefs. It was interesting to note that some of the participants were very cynical 

as to the intent of the messages of anti-smoking campaigns as they felt that 

messages on television could not be believed. This is a concern if the anti-

smoking messages are not believed by the pre-adolescents. The messages in 

anti-smoking campaigns need to be evaluated as to relevance and credibility to 

the youth of today. 

Truths about smoking need to be presented in a manner that can not be 

dismissed by use of an intellectual alibi. For example, all of the participants knew 

that "smoking caused lung cancer", however, they all felt this would only happen 

to an "older person" who had smoked for a long time. The participants 

rationalized that even if they smoked they would be able to stop before any 

potential harm occurred. The Surgeon General's report stated that pre-

adolescents underestimate the addictive nature of nicotine and that most of the 
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daily smokers who say they will not be smoking five years later were still smokers 

five years later (U.S. Department of Health and Human Services, 1994). Anti-

smoking messages need to be more strongly stressed, thus preventing youth 

from rationalizing such beliefs. Such statements as 85% of smokers have their 

first cigarette before the age of 18 and the earlier one starts, the more likely it is 

that they will continue into adulthood need to be emphasized (Health Canada, 

2002a). Such truths make it difficult for the pre-adolescents to rationalize 

maintaining their smoking behavior. 

The nature of tobacco advertisement is often subtle and misleading, which 

has been reported by researchers to be targeting youth and in particular females 

(Pechmann & Shih, 1999). The female participants did not readily identify the 

pro-smoking advertisements as promoting tobacco products, but rather felt that 

the advertisements were promoting a healthy life style by being physically active 

and smoke free (Appendix K, L, & M). Only when the females were prompted to 

look at the tobacco logo, did they identify the advertisements as pro-smoking 

campaigns. Of interest is the misinterpretation of the media message by the 

male participants in a popular television cartoon show. Satirical images of 

smokers on the popular television program, The Simpson's were interpreted by 

the male participants as pro-smoking messages rather than anti-smoking 

messages. This misinterpretation of the intent of the content reflects the stage of 

cognitive development of pre-adolescents. However, this popular cartoon show 

geared for family viewing which has used cigarette smoking in other shows, 
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demonstrates the power of the visual image of smoking and the acceptance of 

smoking as a norm in the pre-adolescents. 

Pechmann (2002) examined the marketing strategies in anti-smoking 

campaigns and found that most of the anti-smoking campaigns were often 

ineffective due to the strategies employed. An effective strategy in advertisement 

was stressing the harm of SHS to children (Pechmann, 2002). Pechmann found 

that pre-adolescents were upset by the potential harm of SHS to innocent 

children and were motivated by these messages not to smoke. Additionally, the 

person delivering the message in the advertisements was seen as being as 

effective as the anti-smoking message it self (Pechmann & Shih, 1999). For 

example, the use of young people to talk about smoking made the message 

more convincing and pertinent to pre-adolescents. Anti-smoking messages that 

stressed "smelling bad" were seen as being effective as clearly the 

advertisements recognized the developmental stage of being preoccupied with 

appearance at this stage (Papalia & Olds, 1994). 

In summary, the bombardment of mixed messages from the pro-smoking 

and the anti-smoking campaigns is having an impact on the pre-adolescents. 

Although some of the impact of media on pre-adolescents may have increased 

cynicism and skepticism, pre-adolescents continue to be influenced in their 

decisions to initiate or not initiate smoking behavior by media. Pre-adolescents 

are not'aware of the subtle impact the media has on their decision making 

process. The female participants were not as aware of the subtle messages in 
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pro-smoking campaigns as the males were. The male participants also 

misconstrued the messages of satirical images of smokers in a popular cartoon 

television series. Although pre-adolescents are becoming more proficient at 

thinking logically at this stage of development, their reasoning is still inadequate 

and limited to the here and now. The increased portrayal of smokers in movies 

normalizes the behavior of smoking or gives rational to why one would smoke. 

Television and movie viewers often associate cigarettes with reducing stress, 

enhancing sexual pleasure, toughness and rebellion. Researchers report that 

this continuous bombardment of messages is having an impact on the pre-

adolescents' decision to initiate smoking, as the positive images are perceived as 

being more desirable (Pechmann, 2000; Sargent et al., 2002). 

Methodological Issues 

In conducting the focus groups, a number of methodological issues arose. 

These include issues regarding sample, recruitment and focus groups and are 

discussed in the following section. 

Sample 

A total of 36 participants were drawn from one urban elementary school 

from grades 5 and 6. Multiple focus groups were conducted in one elementary 

school to gather data for this beginning study in the subject area. In consultation 

with the Catholic School Board Research Officer, an elementary school was 

chosen that drew from a diverse population and was closely representative to the 

larger urban area i.e. population, race, socioeconomic level, duel or single 
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parent. A larger study using multiple focus groups from rural and urban areas 

would be more representative and aid in confirming the findings from this 

preliminary study. 

Recruitment 

Active parental consent forms were used as required by the School Board 

for the eligibility of participants in the research study. The use of active parental 

consent as opposed to passive parental consent may have lead to biases in the 

findings. The active method as opposed to passive to obtain consent was used 

in this study because of the possible sensitive nature of the topic smoking. The 

researcher recognizes the possible bias in this form of consent. Although this 

concern had been addressed with the school board and the principal of the 

designed school, both were in agreement that due to the young age of the 

children parental consent was necessary and required for participation in the 

study. In future research studies, consideration to the possible bias nature of 

active consent and the use of passive consent forms should be explored to 

improve the quality of data collected. 

Focus Group Issues 

Focus group methods are a good way to gain information by listening to 

the topic being discussed on which there is little information. Focus group 

discussion and data collection is based on good communication between the 

participants. There is little research done on pre-adolescents initiating or not 

initiating smoking behavior and the use of focus group methods with pre-
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adolescents. Following is a discussion on the limitations and strengthens of this 

research method with this particular age group. 

Strengths of the Study 

The purpose of this exploratory study was to add to the existing wealth of 

knowledge on youth and smoking behavior. The participants in this age group 

were most eager to communicate their beliefs and knowledge regarding smoking. 

All of the participants that were selected for the focus group discussion 

participated and all of the participants filled out the demographic questionnaire. 

This age group readily participated in the discussions by discussing their point of 

view on smoking behavior thus aiding in rich data collection. Although the public 

health nurses and the principal had expressed concern that the quality of the 

data collected would be biased as the participants at this age would say what 

they thought adults would want to hear, this was not the case. The participants 

were most anxious to talk about their concerns and viewpoints in an earnest 

manner. In fact, three of the male participants thanked the researcher at the end 

of the session for the opportunity to discuss the subject matter. Pre-adolescents 

in this study were well aware of the potential risks of smoking, knowledgeable as 

to the usage of tobacco and conscious of the influences of media. 

The strength of the study was the use of an all female and an all male 

groups that identified gender differences that were not addressed by the mixed 

groups and aided in the quality of data collection. The research method of focus 

group discussion was most effective in gathering rich data from youth aged 9-11 



158 

years. Then (2000) also found differences between male and female adolescent 

groups and their expressed beliefs regarding smoking. 

The use of the Neuman Systems Model helps explain the impact of family, 

friends and media on the individual (Appendix A). The complexities of the 

influences on an individual are readily understood by implementing the systems 

model. The Newman Model also helps understand the possible influences of 

other participants in the focus group in articulating certain interests in the 

dynamics of the group. Pre-adolescent's lines of resistance may be weakened 

as a pre-adolescent tries to articulate beliefs that may not be one's personal 

beliefs. For example, these beliefs may be those of the popular group and in 

order to be part of the group, the pre-adolescent attempts to adapt and 

incorporate these beliefs, thus weakening the line resistance and making them 

even more vulnerable to the pressure of the group. In the Newman Model, the 

individual as the basic core structure is composed of the body and its 

characteristics (age, gender and race). The family as a social unit can be seen 

as a basic structure with the individual part of this unit. Family attitudes, 

knowledge, values and beliefs on smoking have a bearing on youth initiating or 

not initiating smoking behavior in supporting or not supporting the pie-adolescent 

in the normal line of defense. The community in which the individual and family 

lives is composed of the basic structure such as the composition of demographic 

factors (age of community, socioeconomic, age, race etc). The lines of defense 
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in the community can also be supported or hindered by such factors as 

preventive programs and media campaigns in the community. 

Factors influencing the pre-adolescent's flexible lines of defense are the 

presence of other stressors that may be impinging on the individual. The female 

participants talked about the need to be skinny and popular. This need to be 

accepted and to belong weakened the lines of resistance and consequently 

females' initiate smoking behavior at a higher rate than males. Youth who are 

exposed to smokers are at a greater risk for initiating smoking behavior. 

Continuous exposure to smokers weakens one's lines of resistance in spite of all 

the knowledge one may have about the potential health risks of smoking. Other 

stressors like family and peers who smoke weaken the lines of resistance, as the 

values and beliefs of smokers influence the pre-adolescent's belief system. 

Peers and family whether smokers or not can also strengthen these lines of 

resistance, thus helping the pre-adolescent in not initiating smoking behavior. 

A model was also developed by the researcher to help explain the 

smoking behavior of youth (Appendix B). The model identifies factors or 

stressors that impinge on individuals. Factors such as biological, cultural, 

socioeconomic and knowledge influence one's perception as to the potential or 

uncertainty of risk. These factors influence one's decision to either initiate or not 

initiate smoking behavior based on the negative or positive consequences 

perceived in engaging in this risk taking behavior. 
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Limitations of the Study 

The active form of consent can be identified as a limitation of this study as 

possibly only those children whose parents are opposed to their children smoking 

would be part of the study. Research has suggested that the parent's beliefs and 

values on smoking have an influence on their child's smoking behavior (Fearnow 

et al., 1998; Glendinning et al., 1997). Parents who smoke may not sign the 

consent form and thus valuable information about beliefs and influences from this 

group may not be obtained. However, since this is a preliminary or pilot study, 

the researcher is interested in gaining a better understanding of the beliefs and 

influences of children aged 10— 12 regarding smoking initiation and establishing 

this study as a beginning point in launching the value of dialoguing with younger 

children. The trend in smoking research has been to focus on adolescents to 

gain an understanding of this topic. This study has established the importance of 

exploring the views, beliefs and knowledge of pre-adolescents. 

Another limitation of the study was the use of one school from one school 

board for the study, there are two school boards in the urban area and a 

comparison in the philosophy between the two school boards would have 

enriched data collection. 

The study was conducted in a school setting and during the lunch hour 

thus limiting the amount of scheduled time available with the participants. The 

setting for the sessions was a small room with the noise level being a factor as 

other children left and returned from the playgrounds during the lunch hour. 
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Another factor was the increased temperature due to the smallness of the room 

used for the sessions. 

The demographic questions were designed to gather information on the 

target population as to age, nationality, smoking behavior and exposure to 

smokers. The design of the survey was such that after the question whether one 

had tried a cigarette, only those that had smoked were asked to fill out the next 

few questions (the frequency of tobacco usage). The questions about friends 

smoking came after these questions. It is difficult to say if the lack of response to 

the last question was due to the format of the questionnaire or if the participants 

were hesitant in identifying friends as smokers. 

Although the focus group method provides a fast, convenient and effective 

way of collecting data, limitation in using focus group as a research method is 

addressed by some researchers. These researchers cite the small sample size 

as limiting due to lack of quantitative analyses of focus groups, thus the findings 

can not be generalized to the target population (Connolly & Harris, 1998; 

Pechmann et al., 2003). 

Major Findings 

In conclusion, this study has provided evidence that: 

• Pre-adolescent development such as physical, cognitive and social 

determined the understanding of the participants in initiating smoking 

behavior. 

• Pre-adolescents can identify the potential risks of smoking behavior, 
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but can not readily identify the immediate risk on pre-adolescents 

experimenting with cigarettes. 

• Pre-adolescents are aware of the long-term consequences of smoking 

that may happen to older people but are not concerned with the 

potential harm of youth smoking behavior impacting on their future 

health. 

• Pre-adolescents see the health hazards of tobacco usage as impacting 

older people and do not identify any health consequences for the 

young. 

• Addiction to cigarettes was generally seen as occurring only after long 

usage of tobacco products, but not seen as occurring with 

experimentation or after only smoking a few cigarettes. 

• Experimentation with cigarettes was seen as something "all" youth did 

once in their life without any consequences. 

• The occasional use of cigarettes and especially cigars is accepted by 

the pie-adolescents as a norm in society for celebration purpose (i.e. 

birth of child, sports victory) and was not seen as being harmful. 

• From the pre-adolescents perspective, parents and relatives were the 

biggest influence on whether or not a youth initiated smoking behavior. 

• Pre-adolescents with personal experiences with smoking related 

diseases in themselves or relatives were the most sensitive to the 

potential health hazards of tobacco usage. 
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• Friendship was not clearly defined in the pre-adolescents and the 

influence of peers was not seen as important as that of parents. 

• Pre-adolescent girls saw "best friends" as being more important than 

one's peer group in influencing one to smoke. 

• The impact of media was clearly identified although the participants did 

feel that they were not as vulnerable to the influences of media as 

adolescents were. 

• The male participants were aware that the pro-smoking advertisement 

campaigns were using athletics to promote a positive image of 

smoking, whereas the female participants did not interpret the pro-

smoking advertisements as promoting smoking but rather as anti-

smoking campaigns. 

• The females felt that smoking behavior as an adolescent was a 

necessary step to control weight, and to be popular and thus belong to 

the popular group. 

• Smoking behavior was seen as desirable, cool and part of the good life 

especially by females. 

• Females did not perceive any negative consequences for smoking, 

whereas the males were able to identify negative consequences for 

smoking. 

• Sports was a deterrent for the males not smoking as there were 

negative consequences both physical and social for those that smoked 
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and played sports. 

• The need to belong to a group by the pre-adolescents whether a sport 

or popular group determined whether or not an individual would initiate 

or not initiate smoking behavior. 

• The positive images of pro-smoking campaigns are seen as more 

favorable and desirable and are more convincing than the fear tactics 

used by the anti-smoking campaigns. 

• The male pre-adolescents were most curious and aware of street 

drugs and tobacco usage. 

• Information may be best presented to the pre-adolescents in a mode 

more attractive and acceptable for learning such as interactive 

computer programs. 

• All of the participants were able to idpntify many reasons why someone 

would take up smoking, yet the reasons one would not initiate smoking 

were not as readily identified. 

Direction for Further Research 

This research was a preliminary study that identified that youth are making 

decisions as young as pre-adolescence to initiate or not initiate smoking 

behavior. Further studies that use multiple settings in both rural and urban areas 

would help establish a sample size that would describe any differences between 

urban and rural groups. Understanding the knowledge and beliefs of pre-

adolescents can help health care workers develop preventive strategies that are 
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more effective in deterring youth from smoking. The decision to initiate or not 

initiate smoking behavior in pre-adolescents is based on the information they 

have observed or obtained from their parents, relatives, friends or media. 

Parents are instrumental in providing information that can deter 

adolescents from experimentation with tobacco products even if the parents are 

smokers. Parents need to be better informed and confident that even as 

smokers they still have an impact on their children's decision to smoke. 

Information for pre-adolescents needs to address the fact that experimentation is 

not without consequences and that addiction does occur quickly especially in 

females. 

The recognition that media is effectively targeting female adolescents 

needs to be countered. The female participants only identified positive 

consequences and acceptance of smoking. Lack of negative consequences Of 

tobacco usage especially for females needs to be addressed. 

The sense of belonging and acceptance to youth is very important. By 

participating in a sports team, there is a sense of belonging and acceptance with 

resulting negative consequences if an athlete initiates smoking. There is a 

decreased trend for females to be part of sports teams and decreased physical 

activity as they enter their teen years. Due to the lack of involvement of females 

in sports, there are few areas that females are exposed to the resulting negative 

consequences of smoking, whether reduced physical performance or the social 

stigma of smoking. 
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Health educators need to explore ways in promoting healthy and desired 

images of not smoking. Youth need to understand the addiction properties of 

nicotine and the immediate consequences of tobacco usage on youth. The 

concern of being skinny and popular in females that promotes tobacco usage 

needs to be addressed and explored. Researchers have indicated that fear 

tactics are not working, whereas positive messages are more desirable and 

convincing to the pre-adolescents (Montazeri & McEwen, 1997). Positive 

messages of healthy lifestyles that incorporate healthy eating and exercise need 

to incorporate positive images of youth. 

Summary 

Pre-adolescents are bombarded by information whether or not to initiate 

smoking behavior from parents, relatives, friends and media. This study 

highlights the importance of understanding the pre-adolescent perspective. This 

is important in developing preventive strategies that attack the misconceptions 

and misunderstandings pre-adolescents possess in regards to smoking behavior 

and the images of smoking as being desirable. Pre-adolescents are aware of 

tobacco usage and potential health hazards. However, pre-adolescents also 

have a great curiosity about tobacco usage as established by one of the female 

participants as she gave a demonstration of smoking a cigarette saying: 

Yah, that's what you do you like ah my, like ah you can get ah this smoke 
or its kind of like paper and you put the stuff from inside the of the smoke 
and you just put it in there roll it up and you light the other end (boys' 
group, Dec 4, 2002). 
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Media continues to influences our youth in very subtle ways to initiate 

smoking behavior in spite of the current ban on advertising smoking products. 

For example, in the April 8, 2003 edition of the Calgary Herald a powerful picture 

was posted following the search of one of Saddam Hussein's palaces after the 

bombing in Baghdad. A United States Marine Corps Staff Sergeant is relaxing in 

one of the palace armchairs with his comrades around him, puffing on a 

cigarette. This picture portrays to the reader victory, not only power over the 

people of Iraq, but as a sergeant, power over his men who are standing around 

him as he relaxes with his cigarette (Appendix N). 

Youth are bombarded with mixed messages and strategies need to be 

developed to help youth to make healthy choices. As pre-adolescents are 

learning to think logically and are theorizing about the world around them, they 

have a readiness and willingness to learn, this makes it an ultimate time to 

influence our youth on healthy lifestyle choices. 

Although the smoking prevalence rate of 23% among Albertans aged 15 

and older is higher than the Canadian average of 21 %, CTUMS 2002 reports that 

the Albertan rate has dropped from 25% in 2001 (Wilson, 2003). These results 

are seen as resulting from the $11.7 million dollar strategy with a focus on 

prevention and education programs, increased taxes on tobacco, and increased 

public awareness. Of significance is the Canadian smoking rate drop in the 15 - 

19 age group from 24% in 2001 to 19% in 2002. 
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The Senate of Canada hearing on smoking held in Calgary and other 

Canadian cities in 2001 found that there was a need to develop an better 

understanding of today's youth in order to be successful in reducing the smoking 

initiation rates in youth (Paraskevas & Heyman, 2001). Of note, the Calgary 

Herald headline on Wednesday April 25, 2001 read Kids seen as key in smoking 

fight. 

While there has been commendable initiatives in public health, anti-

smoking campaigns and tobacco legislation to improve the environment for our 

children, we need to strive to understand better the developmental needs of 

today's youth. Although peer friendship in the pre-adolescent years increases in 

importance, parents can not underestimate the continued importance of their 

role. Relationships that have been developed with a nurturing parent, are 

building blocks for future relationship with others such as peers. Blaming only 

media and peers as being most influential in smoking initiation is too simplistic in 

understanding the complexity of smoking behavior in youth. Family, community 

or societal groups need to continue in functioning to strengthen our youth's 

resistance in initiating smoking behavior. Since children are seen as the window 

to our future, it is essential that we provide appropriate intervention programs and 

strategies to prevent smoking behaviors and to facilitate healthy lifestyles. 

"Some who do not let their children wander aimlessly through 

street, let them wander aimlessly through life." 
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Appendix A: Conceptual Model 
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Appendix B: Risk Factors 

Individual Factors: 
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> Growth and Development 
> Health 
> Personality 
>Age 
> Religion 
> Grades 
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Knowledge and 
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Cultural Factors: 
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) Parents 
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Appendix C: Letter to Parents/Guardian 

September, 2002 

Dear Parent/Guardian and Student: 

I am a registered nurse enrolled in the Master of Nursing Program at the 
University of Calgary. I am writing this letter to ask for your child's participation in 
a study that will look at smoking behavior in our society. 

Purpose: 
The purpose of this study is to talk about your child's point of view as to 

why individuals take up or do not take up smoking in their teen years. 

If you would be willing to have your child participate in this study please: 
• Complete the Consent Form in this package and 
• Return the signed Consent Form to the classroom teacher. 
Procedure: 
Small group discussions will be used to talk about the children's opinions 

and beliefs regarding smoking in our society. These groups will consist of 8— 10 
children and will be held in the school during the school day. This study will be 
scheduled in consultation with the principal and classroom teacher so not to 
interfere with instructional classroom time. All of the discussions that take place 
in the group will be kept in strict confidence. With the exception of the Consent 
Form, your child's name will not appear in any of the documentation. 

If you have any questions or concerns about the study, please call: 
Principal investigator (Marilyn Kennedy) at 256-1863 
Or, my advisor (Dr. Karen Then) at 220-8542. 

Your child's participation in this study is very valuable. I believe this study 
will give a better understanding of smoking behavior in today's society and 
contribute to the health of our children. Your response to this letter is important 
to the success of this study. 

Thank you for your time. 

Sincerely, 

Marilyn Kennedy RN, BA, BScN, MN student 
Principal Investigator 
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Appendix D: Sample Consent Form 

UNIVERSITY OF 

CALGARY 

Research: A research study to explore the reasons children may consider 
when initiating smoking. 

The purpose of this research is to gain an understanding of what children 
aged 10 to 12 years know about smoking, its harm and what influences smoking 
behavior. 

Principal Investigator: Karen Then, RN, CCN(C), ACNP, Ph.D. 
Coinvestigator: Marilyn F. Kennedy, RN, BA, BScN, MN student 
Sponsor: 

This consent form, a copy of which has been given to you, is only part of 
the process of information consent. This consent form should give you the basic 
idea of what the research is about and what your child's participation will involve. 
If you would like more detail about something mentioned here, or information not 
included here, you should feel free to ask. Please take time to read this carefully 
and to understand any accompanying information. 

The research will use small group discussion of 8 to 10 students. A group 
moderator will ask questions about smoking behavior and encourage the 
participation of all the children in the group. The children may use aliases or 
false names to ensure anonymity. The children will be able to choose to 
participate and be free to leave at anytime during the process without any 
consequences. 

The investigator will explain to your child the research project, what your 
child will be doing and will seek your child's ongoing support throughout the 
project. 

The children will be asked to participate in a discussion for approximately 
50 minutes during a scheduled time. Refreshments and food will be provided if 
during their lunch break with the permission of the principal. 
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A possible benefit of the discussion for the children is skill development to 
make healthy choices about smoking. This discussion with other children helps 
your child become aware of the harm that smoking may cause and helps your 
child understand the influences on them to smoke thus providing information to 
help your child in making healthy choices. 

The discussions of this group will be tape recorded so that the researcher 
can listen and gain a better understanding of the children's ideas that will arise 
during the focus group discussion. The information will be used to write the final 
report ensuring that only certain quotes that support and illustrate the research 
objective will be used. The children's names will not be used in any records or 
articles by the researcher. Only the researcher and her advisor will use the 
transcribed conversations to aid in understanding what was said by the children. 

All the information collected during this project will be identified by aliases. 
The children's names will not be used in any reports. The information and the 
data collection will be kept in a locked cabinet for seven years, after which time 
all information will be destroyed. 

Your signature on this form indicates that you have understood to your 
satisfaction the information regarding your child's participation in the research 
project and have agreed to have your child participate in the research project. In 
no way does this waive your legal rights nor release the investigators, sponsors 
or involved institutions from their legal and professional responsibilities. Your 
child is free to withdraw from the study at any time. If you need any information 
during the research project, you should feel free to ask for clarification of new 
information throughout your child's participation. If you have, any further 
questions concerning matters related to this research, please contact: 

Marilyn F. Kennedy or Dr. Karen Then. 
Phone 256-1863 or 220-8542 

If you have any questions concerning your child's rights as a possible 
participant in this research, please contact Pat Evans, Associate Director, 
Internal Awards, Research Services, University of Calgary, at 220-3782. 

Legal Guardian of Participant's Signature 
Date 
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Name of student Date 

Investigator and/or Delegate's Signature Date 

Witness' Signature Date 

A copy of this consent form has been given to you to keep for your records 
and reference. 
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Appendix E: Reminder Letter to the Parents 

Faculty of Nursing 
IJMVERSTY OF 

LGARY 

General Office 
Telephone: (403) 220-6263 

Fax: (403) 284-4803 

November, 2002 

Dear Parent/Guardian and Student: 

Re: Reminder to Return completed Consent Forms 

Recently you would have received a letter and a consent form asking for 
your child's participation in a study that will look at smoking behavior in our 
society. The purpose of this study is to explore your child's point of view as to 
why individuals take up or do not take up smoking in their teen years. 

I have received a good response from the parents and their children. I 
would like to thank those who have returned these forms to the school. I realize 
that this is a busy time and that a number of the forms may have been mislaid. I 
would appreciate that the parents and children that have not completed the forms 
to take some time to read the letter and return the forms to the school. The 
participation of your child is needed to address the health needs in our 
community. Only with a better understanding of smoking behavior from our 
children's viewpoint, will we be able to develop effective programs to address the 
health needs of our children. 

If you would be willing to have your child participate in this study please: 

• Complete the Consent Form 

• Return the signed Consent Form to the classroom teacher. 

If you have mislaid the form, I have left more at the main office or you may 
write a note to me giving your consent. 
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If you have any questions or concerns about the study, please do not 
hesitate to call: 

Principal Investigator (Dr. Karen Then) at 220-8542 
Or, Coinvestigator (Marilyn Kennedy) at 256-1863 

Your child's participation in this study is very valuable. I believe this study 
will give a better understanding of smoking behavior in today's society and 
contribute to the health of our children. Your response to this letter is important 
to the success of this study. 

Thank you for your time. 

Marilyn Kennedy 
Coinvestigator 
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Appendix F: Small Group Discussion Reminder 

Small group discussion reminder 

The small group discussion on smoking will be held Thursday, November 
21, 2002 during the lunch hour. This is the first of four groups to be held at 
Mother Theresa School. The students are selected using a random process. 

 has been selected to be part of this group. 

Please note that pizza and refreshments will be provided for your child. 

Your child's participation and opinion in this study is very valuable. 

If you have any questions, please do not hesitate to call me at 256 1863 
Thank you for taking part in this valuable work. 

Marilyn Kennedy 
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Appendix G: Focus Group Questions 

Focus Group Questions 

• Tell me what you know about smoking. 
When you see people smoke, what do you think? 

• Think of someone who smokes, Tell me why you think they start and 
how they feel about smoking. 

• What do you think happens to you when you smoke? 
If you had one thing to say about the harm of smoking, what would you 
say? 

• Tell me some of the reasons that would make you smoke? 
Lets talk about some of the reasons that would cause you to smoke. 

• What are some of the reasons for not smoking? 

• What is the role of media in trying to make you smoke? 
Give me some examples? 

What is the role of media in making you not smoke? 

• Is there any thing that we have missed about smoking? 
Is there anything else you would like to tell us about smoking? 

The first question will be asked to help the participant relax in the group by 
asking a general question about the topic. The researcher may use a visual 
approach in answering a question i.e. Bring a tobacco advertisement for 
discussion purposes. The researcher will explain that all the responses are 
important and encourage participation from all the participants. 
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Appendix H: Demographic Questions 

Demographic Questions 

Please check the correct answer or fill in the blanks 

I am a 
------Girl 

Boy 

I am years old. 

I was born in 

Canada 

  Other 

What nationality are you?  

I am in grade  

I have tried a cigarette 

No Yes 

If yes, please answer the following questions: 

I was ____years old when I tried my first cigarette 

I smoke cigarettes in a day. 
I smoke cigarettes in a week 
I smoke cigarettes in a month. 

Do you have friends that smoke?  Yes  No 
Do you think you will smoke? Explain 

Do people in your family smoke? - NO  Yes 
If yes, who is the smoker in your family?   
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Appendix I: Research Budget 

Research Budget 
Item Unit Cost Qty Hrs Cost Running Total 

Supplies 
I Computer Paper $ 50.00 1 $ 50.00 $ 50.00 
2 Folders $ 10.00 1 $ 10.00 $ 60.00 
3 Tapes $ 4.50 5 $ 22.50 $ 82.50 
4 Photocpying $ 0.05 200 $ 10.00 $ 92.50 

5 Crayola Markers $ 5.00 3 $ 15.00 $ 107.50 
6 Computer Supplies $100.00 I $ 100.00 $ 207.50 
7 Multiuse Paper $ 50.00 1 $ 50.00 $ 257.50 

8 Name Tags $ 20.00 1 $ 20.00 $ 277.50 

Equipment 
9 Laserjet Cartridge $ 80.00 2 $ 160.00 $ 437.50 
10 Internet $ 200.00 1 $ 200.00 $ 637.50 
11 Telephone $ 10.00 10 $ 100.00 $ 737.50 

12 Filing Cabinet $ 250.00 1 $ 250.00 $ 987.50 

13 Room Rental Nil $ 987.50 

14 Tape Recorder $ 75.00 2 $ 150.00 $ 1,137.50 

Sustinance 
15 Meals (Researcher) $ 15.00 10 $ 150.00 $ 1,287.50 

16 Travel $ - 0 $ - $ 1,287.50 

17 Refreshments $ 10.00 40 $ 400.00 $ 1,687.50 

Personnel 

18 Transcription $ 20.00 10 $ 200.00 $ 1,887.50 

19 Moderator Costs $ 30.00 40 $1,200.00 $ 3,087.50 

20 Contingency $ 412.50 1 $ 412.50 $ 3,500.00 

Total $3,500.00 $ 3,500.00 
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Appendix J: Research Timetable 

ACTIVITY  
Develop Study 

Appfy for Ethical 
Approval from UofC  
Apply for Approval 
from Calgary 
Catholic School 
District to conduct 
Study  
Apply & obtain 
funding  
Prtiipant 
Recruitment 
Meet With school 

Send out study 
letters 
Collect 
letters/consents 
Send confirmation 
letters  

Meet with 
participants 
Screeninglgroupin 

Engage Moderator 

FocusGrou 
meetings  
Other Focus Group 
meetings (if re4'd)  
Anal sis 
Write Report 

Meetings 
Advisor 

Jun-02 Jul-02 Aug-02 Sep-02 Oct-02 Nov-02 Dec-02 Jan-03 Feb03 
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Appendix K: Players Tobacco Advertisement 
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Appendix L: du Maurier Tobacco Advertisement (Music) 

..v* IWPi 

F. 
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Appendix M: du Maurier Tobacco Advertisement (Theatre) 
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Appendix N: Showdown with Saddam — Impact of pictures in Media 

U.S. army Staff Sgt. Chad Touchett. centre. relaxes with comrades from A Company, 3rd 8atto00rt, 7th Infantry Regiment, following a search of one of 5addan Hussein's palaces damaged 
alter a bombing, in Baghdad on Monday. Coalition forces have discovered truvesof treasure in the palaces they have entered some of which appear to never have been used. J 

source: Calgary Herald, Tuesday, April 8, 2003 
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Appendix 0: Approval from the Conjoint Health Research Ethics Board 

Child Health Research Office 
Tel: (403) 943-7241 
Fax: (403)543-9111 
E.msll: msrilyn.eliergodt®calgarybealthreglon.ca 

i€%tf 

Alberta Children's Hospital July 4, 2002 

Dr. Karen Then 
Faculty of Nursing 
The University of Calgary 

Dear Dr. Then: 

Alberta Children's Hospital 

1820 Richmond Road SW 

Calgary. Alberta, Canada T2T 5C7 

website www.calgaryhealthregion. 

Re CRHA #16616.. Prof ect 2002-48 - Pre-Adolescents Initiating or Not Initiating Smoking 
Behavior 

The above named protocol has been reviewed by the Child Health Scientific Review Committeee. 
As this is a MSc Graduate Student research proposal we have reviewed it for hospital impact only and 
it has been forwarded to the Conjoint Health Research Ethics Board for ethical review. 

Our approval Is contingent upon: 

1) Approval from the Conjoint Health Research Ethics Board, The University of Calgary. 

2) Calgary Regional Health Authority personnel being involved for the duration of this project. 

3) A Progress Report must be submitted in one year from the date of the Conjoint Health 
Research Ethics Board approval; 

4) Any amendments or changes to the approved protocol, consent form or appendices must be 
forwarded to us for our files, and when appropriate, approval; 

5) Upon completion of this study a Final Report must be submitted; 

6) Calgary Regional Health Authority be acknowledged in any publications arising from this 
work. 

I wish you a successful and informative study. 

Yours sincerely, 

Marilyn Elleifodt 
Child Health Research Administrator 

cc Conjoint Health Research Ethics Board 


