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THE EFFICACY OF A SMOKING PREVENTION CUR~ICULU~ I~ FIFTH
GRADE CHILDREN 

Thayer W. McGahee 

More than 3,000 young people begin smoking each day in 

the United States. The age at which children begin to smoke 

is on a continual d~cline, with an estimated 60% of smokers 

beginning by age 13 and 90% having begun by age 20. The 

younger the age of smoking initiation, the less likely it is 

they will ever quit. The prevention of smoking needs to 

begin during childhood because of the early exposure to 

cigarette use, and the addictive nature of nicotine. 

The primary purpose of this quasi-experimental study 

was to examine the efficacy of a smoking prevention 

curriculum in fifth-grade children. The -efficacy of this 

curriculum as an intervention was assessed by measuring the 

child's intent to smoke by the end of their current school 

year. Two secondary purposes of this study were to 

determine (a) possible predictive variables of the child's 

intention to smoke and (b) the influence of the intervention 

on the child's ·attitudes, normative beliefs, and perceptions 

of refusal skills related to smoking. This study consisted 

of 361 fifth-grade children from public schools in the 

southeast. 



The smoking prevention curriculum used in this study 

was a 5-unit curriculum developed by the American Cancer 

Society to prevent smoking in children. It is a part of the 

"Do It Yourself-Making Healthy Choices"_curriculum. The 

I 

various internal factors addressed in this study were 

measured by an investigator-developed School-Age Smoking 

Questionnaire.· It also measured the child's intention to 

smoke. Parental attitudes toward smoking were measured by 

the Smoking Attitude Scale developed by Gordon and Haynes. 

Other variables were measured by an investigator-developed 

sociodemographic questionnaire. 

This study utilized the Solomon four-group design. The 

study was quasi-experimental in nature. Participating 

schools were randomly assigned to one of the four groups. 

Analysis of variance and ~-tests for paired samples were 

used to analyze the differences in data-from the four 

groups. 

Five research hypotheses were developed for this study. 

These were a·nalyzed using ANOVA and multi variate cor_relation 

statistics. 

Results indicated that the smoking program was an 

effective intervention to decrease the intention to smoke in 

fifth-grade children (~ = .000). The intervention was 

effective in changing children's attitudes towa~d smoking (~ 

= .000), but was not significantly effective in changing 



normative beliefs and refusal skills. Attitude and refusal 

skills resulted as the best over.all predictors of intention 

to smoke in children. 
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THE EFFICACY OF A SMOKING PREVENTION 

CURRICULUM IN FIFTH-GRADE CHILDREN 

CHAPTER I 

INTRODUCTION 

With the release of the first Surgeon General's Report 

in 1964, there has been a broad public health effort to 

establish, without question, that cigarette smoking is a 

serious threat to health (Fiore, 1992). Smoking is the most 

preventable cause of death in the United States, responsible 

for one in every five deaths, or 419,000 total deaths each 

year (Cancer Facts & Figures, 1996). Cigarette smoking 

accounts for 90% of lung cancers and 30% of all cancer 

deaths (Cancer Facts & Figures, 1996). The risk of cancer 

is decreased after smoking cessation and decreases 

substantially after five years (Austoker, Sanders, & Fowler, 

1994). Smoking is also associated with pulmonary and heart 

disease. Glynn (1993) relates some startling data that 

demonstrate the great need for smoking prevention_programs. 

He reports that of the 3,000 youth who begin smoking every 

day in the United States, approximately 23 will be murdered, 

30 killed in traffic accidents, but 750 will die from 

smoking-related diseases. 

Cigarette smoking may be related to other undesirable 

behaviors. With children and adolescents who smoke, there 

is a greater incidence of alcohol and illicit drug use 
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(Glynn, 1993; Torabi, Bailey, & Majd-Jabbari, 1993), suicide 

attempts, violent behavior, and high-risk sexual behavior 

(Elders; Perry, Eriksen, & Giovino, 1994), than in children 

who do not smoke. Besides the impact on one's health, 

cigarette smoking also carries a tremendous financial cost, 

both in the .purchasing of cigarettes and in medical care 

costs. Tobacco-related health care costs and lost 

productivity are estimated to be $68 billion a year in the 

United States (Cancer Facts & Figures, 1996). 

The age at which children begin to smoke is on a 

continual decline, with an estimated 60% of smokers 

beginning -by age·13 and 90% having begun by ~ge 20 (Meier, 

1991). The prime-age for tobacco use initiation is 12-14 

years (Glynn, 1993). The rate of cigarette use doubles from 

fifth to sixth grade (American Cancer Society [ACS], 1994). 

The younger the age of smoking initiation, the less likely 

it is a person will ever quit (Meier, 1991). 

Most of the research on youth and smoking is aimed at 

adolescents (Brownson, DiLorenzo, Tuinen, & Finger, 1990;. 

Pomrehn, Jones, Fergusson, & Becker, 1995; Presti, Ary, & 

~ichenstein, 1992; Tuakli, Smith, & Heaton, 1990}, and 

focuses on descriptors and predictors of smoking behaviors. 

There are few intervention· studies. Much of the literature, 

however, recommends that interventions to prevent smoking be 

designed for younger children, before they reach 

adolescence, in order to begin before the onset of tobacco 



3 

use and addiction (Epps & Manley, 1992; Gidding, Morgan, 

Perry, Isabel-Jones, & Bricker, 1994; Glynn, 1993; Meier, 

1991; Oei & Fea, 1987). These recommendations have not been 

implemented by many investigators, as most interventions 

reported in the literature are still focused on adolescents. 

This may be because it is easier to develop instruments for 

adolescents due to their more advanc~d cognitive skills. 

There are many reasons why smoking prevention programs 

are needed for·younger children. These include the fact 

that childhood smoking is associated with a higher risk for 

lung cancer as an adu1t (Glynn, 1993) ~ The younger a child 

is whe;n he/she begins smoking, the greater is his/her risk 

for cancer. Another reason·for the need of smoking 

prevention programs is that the nicotine in tobacco-is a 

highly addictive stibstance {Elders et al., 1994) ~ Three out 

of four teenagers who smoke have made at. le·ast one serious, 

but unsuccessful attempt to stop (Recent trends in 

adolescent smoking, smoking-uptake correlates, and 

expectations about the future, 1992). Most adult smokers 

state that they wish they had never started, and 93% of 

smokers who attempt to quit, resume regular smoking within a 

year (Pierce, Fiore, Novotny, Hatziandreu, & Davis, 1989)-. 

A third reason for early prevention is to negate the 

influence of advertising on children's tobacco use. 

Research indicates that tobacco advertising is quite 

effective in reaching and influencing children (Fischer, 
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Schwartz, Richards, Goldstein, & Rojas, 1991). Studies also 

report that market share changes in the sale of cigarettes 

that utilize themes and images attractive to children occur 

primarily among younger smokers (Pierce et al., 1991; 

DiFranza et al., 1991). 

There is evidence that even delaying the onset of 

smoking by two.or three years has advantages (Glynn, 

Anderson, & Schwartz, 1991). These include a reduced 

likelihood of becoming or remaining an adult smoker, less 

likelihood of being a heavy smoker if the child does become 

an adult smoker, and a reduced likelihood of premature death 

from smoking-related diseases (Glynn et al., 1991). 

Studies have indicated that smoking behaviors of 

others, such as parents, peers, and siblings may influence 

the initiation and continuation of smoking in children 

(Cohen, Richardson, & LaBree, 1994; Flay et al., 1994; 

Meier, 1991; Rossow & Rise, 1994). There is no consensus, 

however, on the influences of gender, ethnicity, household 

composition, and socioeconomic differences on smoking 

(Bachman et al., 1991; Brownson et al., 1990; Cohen et al., 

1994; Conrad, Flay, & Hill, 1992; Glynn et al .. , 1991; 

Tinsley, Holtgrave, Reise, Erdley, & Cupp, 1995). One 

reason for lack of consensus on these findings is that many 

of these variables are often not reported in published 

studies, even if data were collected on them. 
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The prevention of smoki.ng needs to begin during 

-childhood because of.the early exposure to cigarette use. 

Ideally, interventions should begin before the initiation of 

ariy smoking behavior. It is much easier to develop healthy 

habits than to attempt to undo unhealthy ones. Smoking is a 

particularly difficult habit to quit because of the 

addictive nature of nicotine (Levin, Carey, Crocker, & 

Gross, 1983). 

Purpose 

The primary purpose of this study was to examine the 

efficacy of a smoking prevention curriculum in fifth-grade 

children. The efficacy of this curriculum as an 

intervention was assessed by measuring both the child's 

intent to smoke by the end of the:curr~nt school year, and 

by his/her self-report of current smoking behaviors with 

pre- and p6st-intervention measures. Two secondary purposes 

of this study were to determine (a) possible predictive 

variables of the child's intention to smoke and self

reported smoking behaviors; (b) the influence of the 

intervention on the child's attitudes, normative beliefs, 

and perceptions of.refusal· skills related to smoking. 

Theoretical Framework 

The theoretical framework developed to guide this study· 

was derived from the literature linking different concepts 

to smoking behaviors, and from-literature which supports the. 

intervention methods used for this study. Bandura's (1977, 



1986) social cognitive theory, and the theory of reasoned 

action {Ajzen & Fishbein, 1980) were also used as 

theoretical perspectives to help describe linkages of 

various conce_pts. A general overview of these two theories 

and of cognitive and psychosocial development related to 

fifth-graders will be described. Following this, the model 

developed for this study will be presented. 

This study focused on an intervention that was 

developed by the American Cancer Society {1994). Although 

the ACS claims that the content and strategies have been 

devel~ped based on current research about effective health 

education instruction, no theoretical basis for this 

intervention was found in the ACS literature. Social 

cognitive theory was determined, th~refore, to be the most 

appropriate and well-suited behavioral theory to 

retrospectively provide theoretical perspectives for the 

intervention. It takes into account both social and 

cognitive variables that influence behaviors. 

Social Cognitive Theory 

6 

Bandura's social learning theory {1977) renamed social 

cognitive theory {1986), is useful' in understanding the 

psychosocial dynamics underlying behaviors. It provides 

theoretical perspectives for identifying methods which can 

be utilized to promote certain behaviors. The basic premise 

of this theory is that the expectation of personal mastery 

and success influences whether or not an individual will 



engage in a particular behavior. According to this theory, 

behavior is determined by expectancies and incentives,. as 

perceived by an individual. 

Incentives are· the value of a particular outcome, 

including health status·, physical appearance, peer approval, 

economic gain, or other consequences (Blair, 1993). Values 

are subjective; their meanings are interpreted and 

understood by the individual (Rosenstock,~1988). 
~ 

Expectancies are also subjective beliefs a person has 

regarding a particular outcome. Two types of expectancies 

exert powerful influences on behavior: outcome expectancy 

and self-efficacy expectancy (Salazar, 1991). Outcome 

expectancy is the conviction that certain•behaviors lead to 

certain outcomes. Outcome expectancy, therefore, reflects 

the consequences of one's own actions (Blair, 1993). Self

efficacy expectancy is the conviction that one can 

successfully execute the behavior required to produce an 

outcome. It is an expectancy about one's own competence to 

perform a behavior (Blair, 1993). The cognitive mechanism 

of self-efficacy is posited by Bandura (1977, 1986) to be 

the most powerful mediator of behavioral performance. 

Underlying these expectancies are the individual's 

beliefs regarding outcome and self-efficacy. It is the 

perceptions of these expectations that influence behavior 

{Strecher, DeVillis, Becker, & Rosenstock, 1986). People 

often do not behave optimally, even.though they have. the 



appropriate knowledge. A person's belief in the ability to 

perform or not perform a behavior is an important link 

between knowing what to do and actually doing it (Bandura, 
\ 

1982). If self-efficacy bel~efs are weak, people tend to 

8 

behave ineffectually, even though they know what to do. The 

concept of self-efficacy does not, however, imply that 

~fficacy and outcome expectations are the sole determinants 

of behavior. Appropriate skills and adequate incentives are 

also· necessary components of behavior decisions (Salazar, 

1991) . 

According to_Bandura (1977), a person's efficacy 

beliefs may influence whether appropriate behaviors will be 

initiated and sustained in the face of obstacles. They are 

·concerned with judgments of how well a person can 

successfully execute specific behaviors in specific 

situations (Bandura, 1982). Research does indicate that 

perceptions of self-efficacy to resist smoking in sixth

eighth-graders is associated with their self-reported 

smoking behavior (Lawrence & Rubinson, 1986). Successful 

interventions designed to prevent or eliminate smoking 

behaviors would be expected to increase efficacy 

expectations surrounding the person's ability to resist or 

refuse to engage in smoking behaviors (Bandura, 1977; 

Condiotte·& Lichtenstein, 1981). Bandura (1982) does 

postulate that self-efficacy can be increased or enhanced 

through positive role-modeling.and by learning new skills to 
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manage threatening activities. This has been supported by 

research on smoking and exercise in adults (Condiotte & 

Lichtenstein, 1981; Hofstetter, Hovell, & Sallis, 1990), and 

diet and exercise in children (Parcel & Simmons-Morton, 

1988) . 

In this study, the smoking prevention intervention 

included classes which attempted to influence the child's 

knowledge, attitudes, and beliefs abo~t the harmful and 

undesirable effects of smoking. This intervention also 

focused on teaching and reinforcing the child's smoking 

refusal skills. Smoking refusal skills were defined as the 

knowledge_and the ability to successfully refuse offers to 

smoke cigarettes. These refusal:skills may influence the 

child's self-efficacy beliefs about smoking. It was the 

child's perceptions of his/her refusal skills related to 

smoking; however, and not global self-efficacy beliefs.that 

were measured in this study. Self-efficacy was 

conceptualized as a broader concept, encompassing many 

aspects of a child's personality, with refusal skills being 

only one component. 

Bandura (1977} maintains that to assist with problem 

solving and the development~of refusal skills, positive 

strategies must be reinforced. One way this can be done is 

by providing peer feedback during role-playing activities. 

The success of these strategies may be determined by 



assessing the individual's expectations for success in 

refusing to engage in specific behaviors (Bandura, 1977). 

10 

Children may be tempted by peer group pressures into 

taking risks (such as smoking) even when their better 

judgment tells them not to (Whaley & Wong, 1995). The peer 

pressure to smoke may be especially evident in children from 

lower socioeconomic groups (Conrad et al., 1992). Being 

accepted by peers, asserting independence, feeling 

attractive and mature are strong motivators to children. 

Those who succumb to the pressure to smoke for any of the 

above reasons, even though they may know it is harmful, may 

have poorer refusal skills to help·them cope with the 

pressure to smoke (Gidding et al., 1994). Children may be 

concerned about missing out on fun and losing friends if 

they say no to cigarettes. They should be assisted in 

developing refusal skills that include problem solving and 

countering negative peer pressure (Epps & Manley, 1993). It 

must be recognized, however, that children are not always 

logical in the actions even when equipped with the 

appropriate skills. They are often impulsive. Refusal 

should, nonetheless, be taught and reinforced whenever 

possible. 

There is a wealth of literature on what should be 

included in interventions based on social cognitive theory. 

Strategies. in these interventions should include teaching 

facts about behaviors and their consequences. A focus on 
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·short-term, rather than just long-term consequences is more 

appropriate for school-age children and adolescents because 

of their cognitive orientation with the here and now 

(Curtis, 1992). Consequences such as smelly clothes, bad 

breath, and cost of smoking may be more persuasive arguments 

for not smoking than citing risks of cancer, lung and heart 

disease (Curtis, 1992). Content in these interventions 

should also make the child aware of social influences to 

smoke. Peer pressures, media, and other modeling influences 

need to be addressed (Clubb, 1991). Any misconceptions of 

the prevalence and desirability of smoking need to be 

co"rrected. A public co~mitment not to smoke should also be 

included (Clubb, 1991). Enabling the child to develop 

reasons to be a non-smoker is an important pa~t of this 

commitment component. Communication with children should be 

in a manner that stimulates their own thinking (Elias & 

Kress, 1994) . 

Observing others, preferably peers ~odeling desired 

behavior prepares the child learner fo_"r performance. Role 

playing methods can be utilized in social-cognitively based 

interventions, as can watching vicarious models in film 

media (Curtis, 1992). Skill training to build -confidence in 

the child's ability to resist cigarettes is essential. 

Interventions should consist of strategies to help the child 

develop a repertoire of ·skills to use when confronted with 

smoking\situations in the future (Clubb, 1991). These 
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strategies include'learning refusal techniques, such as 

saying no, offering alternatives, and walking away, role 

playing, behavioral rehearsal, and reinfo~cement and support 

of behavioral strategies by peers and instructor {Blair, 

1993; Clubb, 1991; Curtis, 1992). 

The above recommended strategies for interventions 

based on social cognitive theory are congruent with the 

strategies utilized by the intervention in this study. The 

study intervention was comprised of five cl~sses. A 

breakdown of the content for each class is presented in 

Chapter III. 

Although the use of this smoking prevention program has 

no~ been reported in the literature, it appears to be a well 

developed and potentially useful intervention. It was 

developed and reviewed by experts in health care, education, 

child developmept and oncology, and based on research about 

effective health education ins~ruction.· This program holds 

promise for impacting the individual child and g~oups of 

children as well. It contains both knowledge, social 

influences and refusal skills strategies. The child is 

helped to understand the consequences of smoking and to 

develop alternatives to smoking. This intervention appears 

to be a comprehensive, yet simple to administer program. 

Although not explicated by the developers of this program, 

it does appear to be congruent with social cognitive theory 

perspectives. 
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The6ry of Reas6ned Action 

The theory of reasoned action (Ajzen & Fishbein, 1980) 

is another behavioral theory that is useful in understanding 

factors that influence smoking behaviors. It does have some 

limitations, however, that will be addressed. 

A key difference in the theory of reasoned action and 

·other behavioral theories is in the ultimate measurement of 

behavior. Actual behaviors are usually observed or reported 

following interventions, but this theory suggests measuring 

the person's intention to perform a behavior at some future 

point in time rather than the behavior itself (Ajzen & 

Fishbein, 1980). This is especially useful when studying 

behaviors a person may not have yet experienced. Intentions 

are viewed as the immediate determinant of a specific 

behavior. Ajzen and Fishbein (1980) stress that although 

there. is not always perfect correspondence between 

intentions and behaviors, a person will usually act in 

accordance with his/her intentions. This has been supported 

by research on cigarette. and smokeless tobacco use (Brubaker 

& Loftin, 1987; Norman & Tedeschi, 1989). 

The measurement of intention to·smoke as well as self

reported actual smoking behaviors was useful for· this study. 

B~cause of the age of. subjects, it was anticipated_that many 

children would not have experimented with smoking. Their 

intention to smoke, therefore-, was used as a short-term 

indicator of. _probable future smoking behavior. 
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According to the theory of reasoned action (Ajzen & 

Fishbein, 1980), intention is a function of two 

determinants. One is attitude toward a behavior, which is a 

person's evaluation that performing a behavior is positive, 

negative or somewhere in between. The second determinant is 

the person's perceptions of social pressures to perform.or 

not perform the behavior and is called subjective norm. 

According to this theory, an individual will generally 

intend to ~erform a behavior he/she evaluates positively and 

believes important others think he/she should. 

Both of these determinants of intentions are influenced 

by a belief system (Ajzen & Fishbein, 1980). Behavioral 

beliefs underlie and determine a person'$ attitudes. 

~ttitude is, therefore, a function of the individual's 

beliefs about outcomes of a behavior and his/her positive or 

negative evaluation of those outcomes. 

Subjective no~ms are a function of the person's beliefs 

that specific individuals or groups think he/she should .or 

should not perform the behavior and are termed normative 

beliefs. The subjective norm·is a function of these beliefs 

as well as the individual's motivation to comply with the 

perceived wishes of these referents (Ajzen & Fishbein, 
~ .. 

1980) . 

The individual's evaluation of outcomes of a behavior, 

and motivation to comply with the perceived wishes of 

referents are simi'lar to Bandura's conceptualization of 



incentives. The theory of reasoned action breaks it down 

into more specific components. 
\· 

Although more widely seen in adult literature, the· 
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Theory of Reasoned Action has been utilized ip the 

literature to examine tobacco and smoking. related attitudes, 

beliefs, intentions,· and behaviors in adolescents aged 12-18 

(Flay et al., 1994; Goddard, 1992) and children in-fifth 

grade (Brubake~ & Lofton, 1987; Vallone, 1992) _and sixth 

grade (Chassin,· Presson, Sherman, Corty, & Olshavsky, 1984; 

Norman & Tedeschi, 1989). 

Fishbein (M., personal communicatio'n, 8/4/96) asserts 

that the ability to think abstractly is not an assumption of 

this theory and not necessary for it to be ,useful. He 

maintains that it would be appropriate for use with children 

in upper elementary school grades, as well as in middle 

school and high school grades. It may be more difficult, 

however, to utilize this theory with children who are not 

yet in the formal operational stage of cognitive 

developmeni. Children not yet in this stage may find it 

harder to think about things to come. Researchers must be 

careful not·to have children try to anticipate their 

intent~on to smoke beyond a point that has concrete meaning 

for them. In this study, children were asked about their 

intention to smoke by the end of the school year. It was a 

short-term and concrete point in time. Although this was a 

very short-term measure, it was an appropriate starting 
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point. Ultimately, it would be desirable to follow up with 

these childr.en in each successive sc~ool year. 

As stated ~reviously, there are limitations to·this 

theory, particularly when used with children. The basic 

premise of this theory is that people are rational beings, 

and therefore, consider their actions before they decide 

whether or not to perform them. It is a strongly 

cognitively based theory and.does not take into 

consideration impulsivity or spontaneous activity that 

characterizes much of human behavior, particularly in 

childhood. Although the subjective norm component does take 

the effects of peer pressure into account, a child's 

response to peer pressure may not always·involve logical 

reasoning, as this theory maintains it should. It also does 

not address the issue of skills required.in order to execute 

a desired behavior. 

No one theory addresses all the complexities that 

constitute various behaviors. Utilizing elements of more 

than one theory may be useful in attempting to understand 

behaviors. 

Development 

·since the initiation of smoking has its roots in the 

childhood period, when attitudes and beliefs are formed, it 

is important to consider a child's development. This is 

vital in order to understand how a child is thinking and 

per9eiving his/her enviro~ment. Any intervention to be used 



with children should be based on the appropriate 

developmental level. 

Cognitive Development 
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According to Piaget (Piaget & Inhelder, .1969), 10 and 

11 year old children are in the later phase of the concrete 

operational stage of cognition. The child's capacity to 

deal with the world is extending, and more logical thinking 

is emerging. The child at this stage becomes aware of 

his/her own thought process and subjectivity, and values and 

viewpoints of others, which may differ from or coincide with 

his/her own (Ginsburg & Opper, 1969; Tudor, 1981). · The 

child at this stage may seek to validate and clarify his/her 

own beliefs by experimenting with. new behaviors or by 

questioning significant others about their beliefs and 

behiviors. The concrete operational child is able to 

consider actions without ·having to.acttia~ly experience them 

(Lerner, 1986). School-age children are able to develop 

simple hypotheses.and evaluate evidence to support or 

disproye them (Whaley & Wong, 1995). This allows the child 

to expand beyond the limits of personal experience and 

consider actions without actually having to experience them 

(Lerner, 19.86) . 

Psychosocial Development 

The 10 and 11 year old child is becoming more and more 

eager to learn (Schuster & Ashburn, 1986). This child's 

environment is also extending and the child may be 
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influenced increasingly more .by others outside the immediate 

family (Whaley & Wong, 1995). Peer association becomes more 

important, with increased pressure to conform to peer group 

beliefs and norms. Children may be willing to modify their 

behaviors in order to be. accepted by their peer group 

(Whaley & Wong, 1995). Children· in this stage are.also 

beginning to identify and develop their own special 

abilities., which gives them .a sense of individualized 

identity. Although this process of identification occurs 

throughout life, during this stage, children begin to relate 

these identities to peers and others valued by their society 

or culture (Schuster & Ashburn, 1986). These identities are 

tested, modified, strengthened and eliminated as their 

reality deems them appropriate or not (Schsuter & Ashburn, 

1986) . 

The independence and initiative of this age group may 

well be expressed through experimentation with smoking. 

Smoking requires a conscious decision, and a certain amount 

of courage to defy authority figures such as parents and 

teachers who may not approve (Oei & Baldwin, 1992). With 

these considerations, the smoking intervention used in this 

study can be considered an appropriate intervention from 

both a cognitive and a psychosocial perspective. 

Theoretical Model 

The model developed to guide this study wa_s comprised 

of·five major components. These included interna~ factors, 



sociodemographics, external factors, smoking behaviors and 

intervention. 
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No single theory addresses all_ the complexities that 

comprise smoking behavior. Components of social. cognitive 

theory and the theory of reasoned action were both uti~ized 

in the develo~ment of this theoreticai model. 

Social cognitive theory was utilized as an appropriate 

framework upon which to base the intervention methods used 

in this study. It was also utilized in the 

conceptualization of the child's refusal skills related to 

smoking. The theory of reasoned action offered the basis 

upon which to conceptualize the child's intention to smoke. 

Both theories were useful in the conceptualization of 

attitudes and normative bel.iefs. The theory of reasoned 

action incorporates attitudes as pne.,of its major 

components. Expectancies, as explicated in social cognitive 

theory, also impact attitudes. Normative beliefs were 

derived primarily from the theory of reasoned actio.n, 

although Bandura•s conceptualization of incentives 

contributed as well. 

The sociodemographics and external _factors were derived 

primarily from research literature linking them to smoking. 

There was not always consensus, however, ,in how these· 

components related to smoking. 

Each of the five major concepts will be defined in the 

following sections. A conceptual schemata'of this 
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theoretical model is depicted in Figure 1. The solid lines 

in the schemata indicate direct relationships that will be 

tested in this study. The broken lines represent conceptual 

relationships that are supported by the literature and 

assumed to be present, but are not tested in this study. 

Internal Factors 

Internal factors are defined as various subjective 

personal variables related to a child's smoking behaviors. 

These subjective personal variables include the child's 

attitudes toward smoking, normative beliefs regarding 

smoking, and perception of refusal skills related to 

smoking. 

Attitudes toward smoking. Attitudes toward smoking are. 

the child's beliefs about the outcomes of smoking, and 

his/her personal evaluation of those outco~~s. Several 

studies have·included attitudes toward smoking as predictors 

of smoking behaviors or as a descriptor variable. Younger 

children,. aged 7-9, have been found to have more positive 

attitudes toward smoking than children aged 10 az:id older 

{Bhatia, Hendricks, & Bhatia, 1993). More positive 

attitude~ have been found to b~ indicative of future smoking 

behaviors, and attitude changes have been associated with 

changes in smoking behaviors (Alexander et al., 1983; 

Bruvold, 1993; Conrad et al., 1992). 

Normative beliefs. Normative beliefs are the child's 

beliefs about whether or not other people think they should 



Figure 1. Schematic Mo~el of Influences on Smoking Behaviors 
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smoke, and their motivation to comply with these people. 

· -Normative beliefs have been found to be•significant 

predictors of smoking behaviors (Norman&. Tedeschi, 1989; 

Val·lone, 1992). They have also been found to be predictive 

of future use of smokeless tobacco(Brubaker & Loftin, 1987). 

Perceptions of refusal skills related to smoking. 

Perceptions of refusal skills related to smoking are the 

child's self-reported judgments of how well he/she can 

successfully refuse prospective offers to smoke cigarettes. 

Refusal skills have been demonstrated to be linked to a 

.-decrease in alcohol use in children (Shope, Copeland; 

Maharg, Dielman, & Butchart, 1993). Elder, Sallis, 

Woodruff, and Wildey (1993) found a trend in refusal skills 

related to the. prevention of tobacco use in adolescents, but 

no significance. Refusal skills in the above studies were 

measured by both self-report and behavioral observation of 

role-playing activities. Refusal behaviors have been 

frequently addressed in the smoking literature concerning 

children, but there is little empirical data on this concept 

related to smoking behaviors in children. 

sociodemographics 

The sociodemographic variables in this study included 

socioeconomic status (SES), gender, ethnicity, and 

household composition. 

Although in the past smoking was typically a male 

habit, since the 1980s, currently more female than male 



youth smoke ~Meier, 1991; Tinsley et al., 1995; Tuakli et 

al., 1990). Brownson et al. (1990) found that more fifth

and eighth-grade males-than females reported smoking. 

23 

Few studies have included ethnicity as a variable in 

smoking, and findings regarding this variable remain 

conflicting. Glynn et al. (1991) identify being a member of 

a minority racial or ethnic group as a risk factor for 

smoking in youth. Bachman et al. (1991), however, found 

more white than nonwhite youth to report smoking behaviors. 

SES and household composition are often not included as 

predictive variables i_n smoking studies involving youth. 

There is some evidence, however, that children from single

parent families and lower SES are more likely to smoke than 

those from two-parent families and middle to upper SES 

(Cohen et al., 1994; Conrad et al., 1992). 

External Factors 

External factors are defined as_ outside influences on a 

child's smoking behaviors. These include parental attitudes 

toward smoking, and the child's perceptions of other 

people's smoking: behaviors. 

Parental attitudes toward smoking. Parental.attitudes 

toward smoking are the parents' beliefs, feelings or 

emotions regarding smoking in general and regarding their 

child's smoking. Although the peer group is becoming 

increasingly important to the 10 and 11 year old child, it 

is the child's parents who are still the primary force in 
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setting standards for behavior and establishing value 

systems (Schuster & Ashburn, 1986). Parental attitudes may 

thus, influence a child's attitudes, beliefs and behaviors. 

Although parental smoking behaviors have been examined in 

relationship to children's smoking behaviors, the attitudes 

of the parent toward smoking have only been briefly 

addressed in the literature (Gordon & Haynes, 1982). 

Child's perceived smoking behaviors of others. 

Children's perceptions of how much others smoke may or may 

not be accurate. Children ~ften over-estimate the smoking 

behaviors of others (Rasco, 1992; Tuakli et al., 1990). An 

indi'vidual 's perceptions of another_' s behaviors may be 

defined as one's impressions or opinions of those behaviors. 

These impressions may or may not be congruent with actual 

behaviors. Perceptions are viewed as an imperfect mixture 

of reality and fantasy (Carey, 1985). They may reflect the 

individual's self-image and beliefs. One's perceptions of 

others may influence how each responds and behaves (Hubert, 

Wachs, Peters-Martin, & Grandeur, 1982). Since perceptions 

are one•s·own reality, it is important for researchers to 

give credence to them. From the perspective of this 

theoretical framework, it was the child's perception of 

significant others' smoking that was important. The child's 

perception that significant others appr~ve or disapprove of 

smoking also influences the child's normative beliefs. 

Those who smoke a~e likely to be perceived by the child as 
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approving of smoking. An exception to this may be if the 

person stresses to the child that he/she wishes that he/she 

had never started smoking-and how difficult it is to stop. 

It was the child's own perception of others' smoking 

behaviors that was utilized as a variable in this study. 

The smoking behaviors of a child's family and friends 

have been found to be a strong predictor of th~ child's 

intention to smoke and smoking behavior. Conrad et al.'s 

(1992) review found parent smoking~ sibling smoking, peer 

smoking, and other adult smoking to be predictive of the 

child's smoking in numerous studies. Meier (1991) found 

that parents did not have an effect on the child's attitude 

toward smoking, but siblings had a very strong effect. Flay 

et al. (1994) discovered peer i~fluences on smoking to be 

greater than family influences. The studies of both Meier 

(1991) and Flay et al. (1994), however, we·re both conducted 

with children in grades seven and higher. It appears that 

those with whom the child has the most intimate and frequent 

exposure influence him/her the most. 

Reported Smoking Behaviors 

Reported smoking behaviors were defined for this study 

as including both self-reported intentional smoking 

behaviors and self-reported actual smoking behaviors. 

Intention to smoke was the child's self-reported belief of 

whether or not he/she will smoke before the end of the fifth 

grade. -Actual smoking behaviors were the self-reported 

( 
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frequency and amount of cigarette smoking in which the child 

had engaged. Several studies have linked the various 

internal and external factors in this study to smoking 

behaviors. Intention to smoke has also been found to be 

predictive of actual self-reported smoking behaviors (Conrad 

et al., 1992; Eckhardt, Woodruff,· & Elder; 1994; Norman & 

Tedeschi, 1989). 

Intecyention 

The ACS (1994) curriculum "Do :tt Yourself--Making 

Healthy Choices" (Appendix A) was used in this study as an 

intervention to decrease the intention to smoke and actual 

self-reporte·d smoking behaviors of fifth-grade children. As 

detailed earlier in this chapter, this intervention may 

influence the child's attitude t_o_ward smoking by incr_easing 

his/her knowledge of the harmful effects of smoking on the 

body, and the undesirable_ social effects of smoking. It 

also incorp~rates hypothese~ development of why people 

smoke, reasons·not to smoke, the influence of other people 

on smoking behaviors. These· may influence a child's 

attitudes or normative beliefs. The emphasis on the 

development of refusal skills related to cigarette smoking 

may influence the child's perception of his/her own refusal 

skills related to smoking. The efficacy of this 

intervention was evaluated by measuring the·child's self-
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reported intention to smoke and self-reported actual smoking 

· behaviors before and one month after its implementation. 

Operationalization of Concepts 

Internal Factors 

1. Attitudes toward s~oking -· measured by items.6-35 on 

the School-Age Smoking Questionnaire (SASQ) (Appendix 

B) • 

2. Normative ·beliefs - measured by items 36-47 on the 

SASQ. 

3. Perception of refusal skills·- measured by items 48-57 

on the SASQ. 

Sociodemographics 

-Measured from the Student Sociodemographic Questionnaire 

(SSQ) and the Parent Sociodemographic Questionnaire (PSQ) 

(Appendices D and E). 

External Factors 

1. Parental attitudes toward smoking - measured by the 

parents' responses to the Smoking Attitude Scale (SAS) 

(Appendix F) (Gordon & Haynes, ·1982). 

2. Perceived smoking behavior of others - measured by the 

SSQ. 

Reported Smoking Behaviors 

1. Intention to smoke - measured by items 1-5 on the SASQ. 
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2. Self-reported actual smoking behaviors - measured from 

the SSQ. 

Intervention 

-A five-unit curriculum developed ~y the ACS to prevent 

smoking in children, and designed specifically for this age 

group. 

Definition of Terms 

The following terms were operationally defined for the 

purposes of this study: 

Child was a male or female student currently enrolled 

in the fifth grade at a public school in Georgia or South 

Carolina, who is English-speaking and has no known 

developmental disabilities . 

. Socioeconomic status (SES) was measured using the 

variables of parental education, occupation, and income. In 

the final analysis, however, income alone was.used. 

Research Questions and Hypotheses 

Research Question 1: Is the "Do It Yourself - Making 

Healthy Choices" smoking program an effective intervention 

to decrease the likelihood of smoking.in fifth-grade 

children? 

Hypothesis I:· The children in the_intervention groups will 

report lower intentions to smoke on the posttest than 

children in the control groups. 
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Hypothesis II: The children in the intervention groups will 

report fewer actual sm6king behaviors on the posttest than 

children in the control groups. 

Research Question 2: What is the influence of the 

intervention on the child's attitudes, normative beliefs, 

and perceptions of refusal skills related to smoking? 

Hypothesis III: Children in the ~ntervention groups will 

.report more negative attitudes about smoking on the posttest 

than children in the control groups. 

Hypothesis IV: Children in.the intervention groups will 

report more negative.normative beliefs about smoking on the 

postt~st than children in the control groups. 

Hypothesis V: Children in the intervention groups will 

report more positive perceptions of their refusal skills 

related to smoking on the posttest than children in the 

control groups. 

Research Question 3: What are the predictors of a child's 

intention to smoke and reported actual smoking behaviors? 

Hypothesis VI: The children's intention to smoke and 

reported actual smoking behaviors will be predicted by their 

positive attitudes toward smoking, positive normative 

beliefs regarding smoking, negative perceptions. of refusal 
. . 

skills related to smoking, parents with positive attitudes 

about smoking, perceptions of family and friends about 



smoking, and sociodemographic variables of SES, gender, 

ethnicity, and househ~ld composition. 

Assumptions 

The follo~ing assumptions were applicable to the 

purposes of this study: 

1. All children in this study were in the later phase.of 

the concrete operational stage of devel'opment. 

2. All children in this,study were sharing similar 

psychosocial developmental processes. 

3. Sociodemographic variables, parental attitudes toward 

smoking, a child's perception of refusal skills, a 

child's attitudes and normative beliefs regarding 

smoking, a child's intention to smoke, and self

reported smoking behaviors can all be measured 

quantitatively. 

4. A child's ~elf-reported smoking behaviors are an 

accurate indicator of actual smoking behaviors. 

5. Subjects understood items on the questionnaires and 

responded honestly and to the best of their ability. 

Summary 

30 

This study examined the efficacy of a smoking 

prevention program in fifth-grade children. Various factors 

were examined as possible predictor variables of the child's 
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smoking behaviors. The influence of the smoking prevention 

program on selected variables was also examined. 

The conceptual model developed to guide· this study 

incorporated the components of inte'rnal factors, external 

factors, sociodemographics, smoking behaviors, and 

intervention. Perspectives from social cognitive theory and 

the theory of reasoned action were used for model 

development, as well as literature linking the various 

components. 



CHAPTER II 

REVIEW OF LITERATURE 

This chapter includes a review of the relevant research 

literature related to this study. This review is organized 

around the major concepts of internal factors, external 

factors, smoking behaviors, and intervention. The section 

on internal factors will include the viriables of attitudes, 

normative beliefs, and refusal skills. Studies focusing on 

parental attitudes and perceiv~d smoking behaviors·ot others 

will be presented in the section on ·external factors. The 

section on smoki~g behaviors will include the variables of 

self-reported int~ntton to smoke and. ~elf~reported ac~~al 

smoking behaviors~ V~rious intervention studies will be 

included~in the intervention section. Sociodemographic 

variables will be included in each section. Since many 

studies may include variables from more than one section, 

they will be placed in th~ one on which that particular 

study foc~ses most heavily. 

Inteinal Factors 

Attitudes and beliefs about smoking were examined in a 

sample of 400 children, ranging in age from 7-15 years from 

heterogeneous SES (Bhatia et al., 1993). Approximately 5% 

were from minority groups. A· 56-item questionnaire, 

32 
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developed by the authors addressed the child's attitudes and 

beliefs about health_-consequences of smoking, its perceived 

social value and the child's and parents' smoking 

experiences. Test-retest reliability of the instrument 

items was found to range from· .88 to .98 in a pilot study. 

Results from the study dete·rminec;i by a two-way ANOVA 

revealed no significant gender differences and no 

significant gender by age interactions. Significant 

differences (R < .01) attributabl~ to age, however, were 

found in 22 items. Younger children aged 7 to 9, tended to 

have more negative attitudes toward ·smoking than children 

aged 10-15. This article presented several tables with 

questi~nnaire items and age-significant effects and mean 

scores, but failed to report on other findings of interest, 

such as the subjects' attitudes, beliefs and perceived 
' 

social values related to smoking in relationship to their 

own and their parents' smoking experiences. Another 

limitation of this study is the low percentage of subjects 

from minority groups. 

Factors associated with changes in smoking behaviors 

over a one-year period of approximately 6,000 children ages 

10-12 were examined as part of a randomized controlled trial 

of a smoking prevention program -(Alexander et al., 1983). 
I 

The smoking prevention program was not addressed in this 
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article. Males and- females were equally represented in this 

study, but ethnicity and SES were not reported. Logistic 

regression revealed that the order of factors which 

distinguished those who became smokers over the 12 months 

from those who remained nonsmokers were being a member of an 

older cohort, having friends and siblings who smoke; 
I 

approving of cigarette advertising, and having more money. to 

spend each week. Factors distinguishing quitters from those 

who continued smoking were having siblings who do not smoke, 

being a member of a younger cohort, disapproving of 

cigarette advertising, and having small amounts o~ money to· 

spend each week. Initial attitude toward smoking scores 

were found to be indicative of future smoking behaviors, and 

among subjects whose smoking behaviors changed, their 

attitudes also changed. This study utiliz~d a self-report 

questionnaire, but specifics about the questionnaire and 

reliability data were not reported .. ~ithout the reliability 

data, it is impossible to meaningfully interpret results, 

and findings are seriously compromised. 

Wang, Cowde~y,. Trucks, and Fitzhugh_ (1994) reported on 

data collected by-the National Center for Health Statistics 

on smoking attitudes and beliefs in: a sample of 3,-198 

adolescents, aged 12-18, living in the southern United 

States. Data were collected·using computer-assisted 
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telephone interviews. Questions were asked regarding 

smoking behaviors, attitudes and beliefs related to smoking. 

The validity and reliability of the questions were not 

reported in this study.· Analysis revealed that there.was no 

significant difference between smoking behaviors of males 

and females. White smokers were more prevalent than Black 

smokers, and no difference was found between those above and 

b~low the poverty level. Overall percent~ges of the· 

sample's gender, ethnicity, and SES were not reported. 

Thirteen variables were entered into_a logistic model and 8 

were found to significantly (s values n~t given) 

differentiate between smokers and nonsmokers. Thes~: 

included that smokers were more l~kely to think smokin~ was 

safe for a year or two, it helps relieve stress and boredom, 

and it promotes relaxation. Smokers also reported a higher 

tolerance for being around other smokers, and reported their 

parents would not mind their smoking. The logistic model 

attained an extremely high predictive accuracy of 93.2%. 

These authors recommend the use of smoking interventions 

which address smoking related attitudes and beliefs for use 

with southern adolescents. 

Conrad et al. (1992) reviewed 27 studies on the onset 

of cigarette smoking. The age of children in these studies 

ranged from 10-17 years. The authors chose to examine 
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consistency in findings.from multivariate analyse~ in~t~ad 

of establishing effect styles for univariate' relationships. 

Relationships with the onset of smoking were strongly 

,supported for SES, with lower SES children more likely to 

t:Y smoking; socia~ bonding variables (bonding included 

attachment to and time spent with persons), with more 

support for peer than family bonding; social learning 

variables, especially peer smoking ·and approval, prevalence 

estimates and offers and availability; knowledge, attitudes, 

and intentions, with the strongest predictions from 

intentions; and self-esteem, variables such as 

rebelliousness, risk-taking behaviors and aggressiveness and 

shyness being given positive support. This article gave a 

detailed summation of findings, but did not offer 

information about the specific design of the studies. Data 

about the measurements used, including reliability and 

validity were also not reported. 

Brownson et al. (1990) examined patterns of both 

cigarette and smokeless tobacco use among 5,431 children in 

grades 5, 8, and 12. This large, funded study utilized 

surveys in 44 rural and 34 urban counties in Missouri. 

Reliability data of the survey questionnaire was not 

reported. Sample descriptions of gender, SES and ethnicity 

were not reported .. Findings concerning cigarette use only 
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will be reported here. Smoking was more common for males 

than females e~cept in the 12th grade. More Whites than 

Blacks reported smoking. The authors reported that the mean 

age at the first cigarette smoke was higher in urban than 

rural areas, but the exact figures were not reported. The 

mean age of smoking onset was 10.7 for males and 11.4 for 

females overall. Data from these surveys indicated that 

females made more attempts to quit and had more difficulty 

in doing so. The authors of this-study concluded that 

because of the widespread prevalence of tobacco use and the 

enormous public health implications, that health education 

efforts should be designed to prevent the onset of the use 

of tobacco. This study provided much dita about demographic 

variables and smoking, but it would have been useful if data 

regarding psychosocial variables had also been included. 

MacKinnon et al. (1991) described the effects of a 

social influences-based drug prevention program. Only the 

results related to tobacco will be reported. The subjects 

in this study were 5,008 sixth- and seventh-graders. Of 

these, 7-6% were White, 37% had fathers in professional 

occupations, and 14% had used cigarettes in the mohth before 

the study began. This article reported results from the 

first year of a six-year longitudihal ~tudy. Schools 

participating in the study were noq-randomly assi~ned as 
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program and control schools. This brings about the 

possibility of pretest nonequivalence. Subjects were pre

and posttested with a 133-item questionnaire measuring eight 

possible mediating constructs. These were intentions, 

negative consequences of drug use, positive consequences of 

drug use, knowledge of external influences on drug use, 

resistance skills, communication skills, perceived peer 

norms and friends' reactions. Alpha reliability 

coefficients ranged from ·.14 to .83. The low alphas on 

several of the constructs makes the overall reliability of 

the questionnaire poor. Results indicated significant (~ < 

.05) program effects as compared to control schools on 

several of the constructs. These included less intention to 

use cigarettes, less likely to believe in positive 

consequences of cigarette use, believing it would be easier 

to communicate with friends about drug problems, and 

believing their best friends would be unfriendly toward 

their drug use. There were no statistically significant 

program effects on the subjects' beliefs about negative 

consequences of cigarette use, beliefs about external 

influences, resistance skills, and perceived peer norms. 

The authors surmised that the absence of these program 

effects could be explained either by poor measurement of 

constructs or by failure of specific program components. 
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One problem with the measurement could have been that within 

the eight constructs, each specific drug was represented by 

only two to four items. Although the questionnaire used in 

this study appears weak, thus compromising findings, this 

study did make a contribution to the literature by examining 

not only outcom~ measures, but mediating variables ai well. 

This is useful in attempting to demonstrate how an 

intervention achieved its effects. Future studies with a 

reliable instrument are needed to examine these mediating 

variables effectively. 

External Factors 

Presti et al. {1992) interviewed 287 adolescents to 

determ~ne the context in which they first smoked and 

compared that to later smoking situations. Subjects 

included 143 females and 135 males with a mean age of 14. 

Most subjects were White {97%), had parents with high school 

or college degrees {87%), had mothers who worked outside the 

home {74%), and lived with both parents {72%). The 

interview obtained detailed descriptions of the 

circumstances surrounding the subjects' first experience 

smoking, recent offers of cigarettes, their current smoking 

rate, family smoking, parental attitudes about their 

smoking, how they obtain cigarettes, cravings to smoke, 

cessation efforts, and perceptions of other people who 



smoke. Responses to open-ended questions were coded, and 

interrater reliability of coding ranged from .80 to .95. 
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The authors found that smoking initiation primarily took 

place in a social context, in groups of two to seven people 

of the same gender. These others were usually two years 

older and included peers and siblings. In one-third of 

these situations, more than one person accepted their first 

cigarette. The context of later offers to smoke did not 

vary significantly from the initiation situation, or between 

those who reported themselves to be regular versus 

experimental smokers. This study addressed a broad range of 

factors about adolescent smoking. Generalizability may be 

limited, however, in that the sample was predominately 

White, middle class. Parts of the study were also based on 

retrospective accounts of smoking experiences, and these may 

or may not be accurate. 

Bertrand and Abernathy (1993) examined predictors of 

cigarette smoking in 7,508 sixth-graders. Males and females 

were fairly equally represented in this sample, but SES and 

ethnicity were not reported. Subjects in this study 

answered a Health Behavior Questionnaire in 6th, 7th, 8th 

and 9th grade, with five factors included. These were peer 

influence, self-esteem, mental health, parent/child 

relationship, and leisure time activities. Cronbach's alpha 
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for the subscales ringed from .48 to .70. The authors found 

that interpersonal variables such as peer influence, 

parent/child relationship, and number of smokers in the home 

were more important predictors than were intrapersonal 

factors such as self-esteem and mental health. Results from 

this study also indicated that the future smoking status of 

children who have never smoked could be predicted with 45% 

accuracy three years after testing. A strength of this 

study was the investigation of both inter- and intrapersonal 

factors predicting cigarette use. Results imply that 

smoking prevention programs addressing these interpersonal 

variables may be more important than attempting to modify 

intrapersonal characteristics. 

Meier (1991) presented preintervention survey data from 

a "Tobacco Truths" project. The data assessed the impact of 

parents, peers, siblings, advertising, and sponsorship as 

role models on children's attitudes toward smoking and 

current smoking status. The survey included l,b85 students 

from the 7th (n = 445) and 11th (n = 640) grades. The 

sample was predominately White and middle class, with equal 

gender distribution. The survey was pretested and reviewed 

by professionals in child development and survey research 

for validity, but results of reliability measures were not 

reported. Findings of the survey revealed that more females 
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engage in daily smoking, but more males are tryers. 

Seventh-graders had more negative attitudes toward smoking 

than 11th-graders. Males overall had less negative 

attitudes toward smoking than females. Inteiestingly, 

parent smoking had no impact on attitudes, but if a sibling 

smoked, the subjects' attitudes toward smoking were less 

negative. Subjects were more aware of sport sponsorship 

than conventional cigarette advertising. Results also 

revealed that 25% of seventh-graders had already had some 

smoking experiences, but 51% of these believed they would 

not likely be smoking in the future. This_ study supports 

the need to implement anti-smoking programs with children 

before the seventh grade, and to attempt to dispel the 

glamour of smoking. 

Greenland, Johnson, Webber, and Berenson (1997) 

examined cigarette smoking attitudes, first use, and peer· 

and parental influence among a sample of 933 children in 

grades three through six. Fifteen percent of the children 

in this sample had tried smoking, and 31% of these reported 

first trying before grade three. Curiosity was the primary 

reason reported for trying cigarettes, followed by smoking 

because a family member does. The third reason for smoking 

was peer influence. More white than black children had 

tried smoking in this sample (~ = .001), and there were no 
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significant gender differences. The children in this sample 

generally agreed that smoking was harmful to health, and had 

generally negative attitudes toward smoking. Parental 

education was inversely associated with parental smoking (~ 

= .0001) in this study. This study supports the need to 

implement smoking prevention programs in early grade school. 

Tukali et al. (1990) reported findings from a self

administered questionnaire provided by physicians belonging 

to MIRNET, a network of family practice physicians in 

Michigan. Reliability and validity data of the 

questionnaire were not reported. Subjects included 124 

females and 91 males, ranging in age from 12-20, with a mean 

age of 16. Thirty-three females and 14 males reported 

current smoking. The subjects were predominately White 

(97.7%). Most subjects had mothers who were white collar 

workers (57%) and fathers who were blue collar workers 

(56%). Family SES was not otherwise reported. Results 

indicated that smoking status was significantly (~ ~ .05) 

associated with being female, older, not living wit~ 

parents, having a boyfriend or girlfriend who smokes, other 

smoking friends, smoking parents, and smoking siblings. 

Smokers also reported significantly more alcohol and 

marijuana use. Multiple logistic regression modeling 

revealed the four most significant predictors of smoking, in 
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order of significance, to be marijuana use, friends smoking, 

parent smoking, and age. Knowledge about health risks of 

smoking was high, but perceptions about the prevalence of 

smoking was highly overestimated. Major reasons for smoking 

ini~iation were friends' smoking behavior, curiosity, stress 

and boredom. Major reasons for continuing to smoke were 

stress, anxiety, peer behavior, boredom, and family 

influences. One interesting piece of data from this study, 

which others have not included was asking subjects for 

suggestions for smoking cessation. Among smokers, 54% 

responded it would be having a friend to quit with, followed 

by medication to make quitting easier (29%). This 

illustrates the difficulty in cessation and the addictive 

nature of cigarettes. Smoking prevention programs need to 

be implemented before the onset of smoking behaviors. 

Flay et al. (1994) utilized structural equation 

modeling to examine predictors of adolescent smoking. Only 

seventh-grade students who had never smoked or only had 

smoked one cigarette were included in the initial sample .. 

Data were collected again 15 months after the initial sample 
) 

data obtained. Subjects totaled 1,402, and included 55% 

females, 38% Whites, 30% Hispanics, 12.4% Blacks, and 22.2% 

others/Asians. Socioeconomic status was not reported. No 

reliability of measurements was reported. The final 
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structural model of smoking initiation revealed that 

friends' smoking had both direct and indirect effects on 

smoking initiation. Indirect effects were channeled through 

intentions and negative outcome expectations. Parental 

smoking had only indirect effects on initiation, channeled 

through mediating variables of perceived parental approval 

and intent to smoke. Overall, friends' smoking had stronger 

influences on smoking initiation than parental smoking. 

Males reported higher levels of friends and parent approval 

of smoking than females. Significantly (~ < .001) more 

friends had tried smoking among Whites, and a significantly 

higher (~ < .01) percentage of Bl~cks reported father 

smoking. Whites-generally had fewer negative beliefs about 

the health consequences of smoking. Whites also repo~ted 

significantly lower (~ < .001) intentions to smoke in the 

future than the other ethnic groups, but there were no 

significant differences in smoking intention rates among the 

ethnic groups. The models demonstrated a strong linkage 

between intention to smoke _and actual smoking behaviors. 

This study excluded potential subjects who reported living 

with a single parent or no parent. As a consequence, higher 

proportions of Blacks and Hispanics were excluded. This 

limits generalizability of findings and may skew reported 

results of ethnic differences. 
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Gordon and Haynes (1981, 1982) developed a Smoking 
) 

Attitude Scale (SAS) with 10 items measuring attitudes 

toward smoking in general, and 5 items measuring their 

attitudes toward their child smoking at the age children 

usually start. The scale had a coefficient alpha 

reliabilit_y of .85 based on responses of the total sample of 

638 parents in a study utilizing this scale. As expected, 

nonsmokers were significantiy (R < .001) less in favor of 

cigarette smoking and had more negative attitudes about 

smoking. Nonsmokers were also more inclined to not want 

their children to start smoking (R < .02). This SAS was 

utilized in a study (Gordon & Haynes, 1981, 1982) that 

utilized a school-based program designed to influence 

parental smoking of fourth-grade children. Children brought 

home packets twice a week for three weeks consisting of 

pamphlets about smoking and nutrition which were to be 

discussed with their parents. Cigarette smoking parents who 

participated in the program, in contrast to those who did 

not, reported smoking less eight months later. The SAS has 

not been found to be used in any other study. It could be 

useful in helping to further explain parental influences on 

children's smoking behaviors. 
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Smoking Behaviors 

Eckhardt et al. (1994) reported on correlates of 

smoking during early and late adolescence in a longitudinal 

study of 2,480 students followed from seventh grade to ninth 

grade. The sample consisted of 48% males, 56% Whites, 25% 

Hispanic, 4% Black and 15% other ethnicity. Socioeconomic 

data were not reported. Subjects were participating in a 

smoking prevention program described by Elder et al. (1993). 

Participants completed questionnaires that assessed tobacco, 

alcohol, and other drug use, demographic variables, and 

psychosocial factors generally associated with smoking such 

as social influences, knowledge and attitudes about smoking, 

intentions to smoke, risk-taking behaviors, and norm 

perceptions of peer smoking. Reliability and validity of 

the questionnaires were not reported. Results of regression 

analyses revealed that intentions to smoke were the 

strongest predictors of smoking behaviors in both seventh 

and ninth grades, accounting for 20% and 25% of the 

variance. Friend smoking and marijuana use,contributed an 

additional 10% of the variance in seventh grade, with other 

variables adding only an additional 2%. Other significant 

(~ < .01) predictors of smoking in ninth grade were mother's 

education, norm perceptions, and sibling smoking, but they 

accounted for less than 1% of the variance combined. 
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Results suggest strategies aimed to change intention to 

smoke could influence future smoking. Programs targeting 

social influences and marijuana use may also be appropriate, 

especially for younger adolescents. 

Mccaul, Glasgow, O'Neill, Freeborn, and Rump (1982) 

sought to predict adolescent cigarette smoking behaviors in 

one year in a sample of 297 seventh-graders. They developed 

an instrument to assess factors associated with adolescent 

smoking, but did ndt report any psychometric properties of 

this questionnaire. Subjects in this sample were 

predominantly white and from a middle class, two-parent 

family. Specific ethnic and SES data were not reported. At 

the one year follow-up time, there were 143 males and 154 

females in the sample. Data analyses did not reveal any 

differences between male and female subjects. Stepwise 

discriminant function analysis utilized survey variables 

from the questionnaire administered initially to predict 

self-reported smoking status a year later. Five variables 

were significa~t predictors, but intention to smoke 

accounted for most of the explained variance (50%). The 

other four predictor variables were number of friends who 

smoke, percentage of siblings who smoke, thinking a few 

cigarettes won't hurt, and favoring a ban on smoking inside 

public places. These five variables accounted for 62% of 
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the variance. The finding that parental smoking status was 

a poor predictor of students' reported smoking is in 

conflict with results of some other studies but is not an 

isolated finding. Mccaul et al. (1982) hypothesize that 

parents who smoke may convey conflicting messages. They may 

convey that smoking is relatively harmless, but also that it 

is a difficult habit to quit. Although a moderate 

percentage of the variance was accounted for in this study, 

it must be recognized that different predictors may be found 

in more varied ethnic and socioeconomic groups. 

Vallone (1992) investigated factors contributing to 

fifth, sixth, and seventh grade students' intention to 

smoke. The theory of reasoned action provided a theoretical 

framework for the study. The sample consisted of 348 

subjects, with 133 in fifth grade, 123 in sixth grade, and 

92 in seventh grade. Forty-seven percent were male and 53% 

female. Specific data concerning SES and ethnicity were not 

reported. A significant relationship was found between 

intention to smoke in one year and attitude toward smoking 

and subjective norm toward smoking. When regression 

analysis was performed, attitude, subjective norm and number 

of significant others who smoke were found to be significant 

predictors of intention to smoke, but accounted"for only 14% 

of the variance. The instrument used to measure intention, 
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attitudes, and subjective norm was a 50-item questionnaire 

designed by the investigator, with coefficients of 

responsibility of .89 and .70. The alpha coefficients for 

the attitude and subjective norm were .85 and .65, 

respectively. One limitation of this study is that there 

was little variability in the subject's report of intention 

to smoke. Most reported that they did not intend to smoke 

in the next year. This could contribute to the limited 

variance accounted for by the independent variables. It is 

probable that there are other variables, however, that need 

to be considered as predictor variables. Another potential 

problem i~ the use of a single questionnaire with three 

grade levels. It may not be developmentally appropriate for 

each grade. 

Intervention Studies 

Norman and Tedeschi (1989) utilized a one-time lecture 

and/or slide show on the health risk~ of smoking and the 

social image consequences of smoking. The predictive 

ability of the Theory of Reasoned Action (TRA) in 

determining smoking decisions was also assessed. Two 

hundred nineteen female and 171 males in grades five through 

eight were pretested two weeks prior to the intervention. A 

posttest was carried out at two weeks and again at six 

months after the intervention. Ethnicity and SES of 
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subjects were not reported. The children were divided into 

three groups for the intervention. Eighty-six were given an 

intervention focusing only on health risks of smoking, 99 

were given an intervention focusing only on the social image 

consequences, and 205 were given both. The pre- and 

posttest questionnaires included 29 items measuring 

attitude, subjective norm, intention to smoke and smoking 

behaviors. A weakness of this study is that the reliability 

of this questiorinaire was not reported. A factor analysis 

extracted the four expected factors of the above variables. 

Repeated measures ANOVAs revealed no significant effects of 

any of the three interventions in terms of impact on 

intention to smoke and smoking behaviors (all s's> ~10). 

Support for the use of the TRA was significant at both 

posttest times (~ < .001). Two regressions were performed 

with (a) intention regressed on attitude and subjective norm 

at the first posttest; (b) smoking status at the second 

posttest regressed on intentions from posttest 1. This 

provided strong support for the TRA. A major weakness of 

this study was that the intervention was only a one-time 

program. A more sustained and varied intervention is 

probably necessary for effective smoking prevention. 

Another weakness of this study is that the same 

questionnaire was utilized for all subjects, regardless of 
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age, and some of the questions utilized 8-point scales. The 

cognitive differences in children from grades five to eight 

were not taken into consideration. There was no reported 

breakdown of the statistical analyses by grade, so 

differences among the grades were not ascertainable. 

Elder et al. (1993) evaluated the effectiveness of a 

tobacco prevention program called SHOUT (Students Helping 
i 

Others Understand Tobacco). No theoretical basis for this 

program was reported. This program was implemented by 

college undergraduates over a three-year period to junior 

high students, beginning in seventh grade. Subjects were 

divided into equivalent control and intervention groups, 

with 1,174 in the intervention group and 1,494 in the 

control group. At baseline, 34% of the subjects had at 

least one parent who used tobacco and 21% had at l~ast one 

close friend who did. Fifty-seven p~rcent of the subjects 

were White, 24% were Hispanic, and 19% belonged to other 

ethnic groups. Gender and SES of the sample were not 

reported. The coll~ge students who implemented this program 

received 15 hours of training. The intervention combined 

refusal skills training, contingency management and other 

prevention strategies such as telephone and mail boosters. 

The effectiveness of the program was evaluated by reports 

from the children of the prevalence of tobacco use within 



53 

the past month at the end of each year. The prevalence of 

tobacco use at the end of year three was 14.2% for 

intervention subjects and 22.5% among the controls. 

Logistical modeling indicated that the program was 

significantly effective overall (~ < .05), significantly 

effective for White students (~ < .05), but no statistical 

effectiveness was found for Hispanics or other ethnic 

groups. Results indicate that this psychosocial 

intervention was effective in reducing the use of tobacco 

only among Caucasian junior high school students. The 

ethnicity of the students implementing the program was not 

reported. If they were predominantly white, it could be the 

reason for its lack of success with subjects of other ethnic 

backgrounds. Utilizing college students who are young and 

able to relate pers~nally to junior high school students may 

be an effective way to reach young students and make an 

impact on their tobacco use behaviors, but more research is 

needed before it can be substantiated. Report of the 

subjects' SES and differences among school characteristics 

could have been useful in further analyzing the differences 

between the White and non-White subjects. 

Elder, Sallis, Woodruff, and Wildey (1993) reported on 

the tobacco refusal skills component of the above study with 

a high-risk subsample. This subsample was determined to be 



54 

at high-risk for smoking by including subjects who were (a} 

experimenters, had tried tobacco in the last 2 years, but 

used it no more than once a month; or (b} never used with a 

predicted risk score based on peer and family tobacco use 

and school performance. Behavioral measures of refusal 

skills were obtained by having the subjects respond to audio 

taped offers of tobacco and then rating the quality of their 

responses. These ratings were analyzed with their reported 

tobacco use at the end of each o_f the three years of the 

study. The refusal quality scores of the intervention group 

were significantly different from the control group only in 

the seventh grade. Although positive trends were rated, 

refusal skill quality was not significantly related to 

cigarette use at any grade. These results may have been 

limited by the use of a high-risk study group. 

Generalizability of findings to a general adolescent 

population cannot be made. The focus on refusal skills may 

have been overemphasized to the neglect of other cognitively 

related intervention strategies. 

Sussman et al. (1993} presented data from a five-year 

school-based tobacco use prevention project. This project 

was developed to determine which of the four most common 

components of social influence programs is most effective in 

preventing tobacco use (cigarettes and smokeless tobacco). 
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The four components were teaching refusal skills, teaching 

awareness of social misinterpretations about tobacco use, 

teaching misconceptions -about physical consequences, and 

combined approaches. A fiv~-group randomized block design 

was used, with schools randomly assigned to blocks. These 

blocks were region, school type, school size and SES, 

demographic variables, and estimate of tobacco use 

prevalence. Subjects were 6,716 seventh-graders, 50% of 

whom were male, and 60% of whom were White. The ethnicity 

of the other subjects was 27% Hispanic, 7% Black and 6% 

other. The interventions were given during a two-week 

period. On the days immediately prior to and after this 

intervention, and one year later, subjects were given a 20-

page self-report questionnaire containing items about 

demographic and behavioral information. No reliability or 

validity data were reported for this questionnaire. Data 

were analyzed by computing a five-group one-way analysis of 

covariance (ANCOVA). Results of this study indicated that 

each of the programs was effective in decreasing initial and 

weekly use of cigarettes except for the one teaching refusal 

skills. All were effective for decreasing initial use of 

smokeless tobacco except the one aimed at correcting social 

misinterpretations. The combined intervention was the most 

effective overall in reducing the initial and weekly-use of 
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both cigarettes and smokeless tobacco. The authors of this 

study propose that the reason teaching refusal assertion 

skills was not as effective as other methods is that schools 

and homes are often flooded with these types of programs 

(e.g., "just say no" campaigns). It may cause a lack of 

excitement over an additional similar program. The overall 

predictive superiority of the combined curriculum implies 

that varying causes of tobacco use should be counteracted 

simultaneously since tobacco use is determined by multiple 

reasons. 

Walter, Vaughan, and Wynder (1989) examined the 

effectiveness of an intervention program designed to modify 

behaviors believed to be related to future cancer 

development. This was a teacher-delivered curriculum 

initiated with 1,105 children focusing on diet and smoking 

prevention. The sample included 51.5% males; 79.3% Whites, 

13.8% Blacks, 2.2% Hispanic and 4.7% other. Median family 

income in 1983 was $55,904. The six-year program was begun 

in 1979 with fourth-grade children in New York City. The 

curriculum used in this intervention incorporated principles 

from social learning theory and the health belief model. 

Cognitive developmental prospectives were used to adapt 

these constructs to the appropriate stage of the child. The 

content of the smoking prevention component of the 



curriculum promoted abstinence and was based on health 

beliefs, psychological influences and social influences. 
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The prevalence of cigarette smoking was measured among 

consenting intervention and nonintervention subjects at 

baseline by determining levels of serum thiocyanate, and at 

termination by leve~s of saliva nicotine. Only 82.4% of 

subjects consented to participate with baseline measures, 

and of these, 65% had measurement data at both baseline and 

termination. After six years of this curriculum, the rate 

of smoking initiation was significantly lower among subjects 

in the intervention schools than the nonintervention schools 

(~ < .05). External validity of this study, however, may be 

threatened by the nonparticipation of a percentage of 

subjects at baseline and a loss of subjects at follow-up. 

This study consisted primarily of White, middle to upper

class subjects, therefore generalizability is limited. The 

curriculum did appear to be acceptable to students, parents, 

and teachers, and replication with sociodemographically 

diverse groups would be useful. 

Another study (Pomrehn et al., 1995) examined a 

longitudinal smoking prevention implemented in seventh grade 

and continuing through twelfth grade. Approximately 1,000 

children with males and females equally represented were 

included as subjects. Subjects were from similar 
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sociodemographic backgrounds, that being upper-middle class 

and white. The intervention was based on a social 

influences model stressing how social influences of family, 

friends and media affect decisions and social consequences 

of smoking. Each year, subjects were surveyed to measure 

tobacco use, smoking intentions, beliefs and attitudes about 

tobacco, tobacco use of family and friends, and attachment 

to family and friends. Attachment to family and friends was 

neither defined nor reported in the results. No report of 

the survey's reliability and validity was made. Results 

indicated that predictors for weekly smoking behaviors were 

best friend smoking, ~ibling smoking, parent smoking, and 

being male. The strongest predictor of weekly smoking was 

smoking prior to seventh grade. The author of this article 

reported very little on the efficacy of the intervention to 

prevent smoking. It focused instead on statistics of 

cigarette use, smoking initiation and risk factors, but not 

on how this intervention affected them. 

Bruvold (1993) conducted a meta-analysis of school

based adolesc~nt smoking prevention programs, which included 

studies published in the 1970s and 1980s. His results 

indicated that rational orientations alone were effective 

only in changing knowledge. Newer orientations which 

include not just rational orientations but developmental and 
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social norm and reinforcement approaches were most 

effective. By determining effect size and using q 

statistics, these newer approaches were determined to have a 

greater impact on changing attitude and behaviors. Analysis 

also indicated that attitude changes were related to 

behavior changes, but knowledge change was not. 

The impact of two intervention.strategies on children's 

drug refusal skills and drug-related information was 

examined in a sample of 57 third-graders (Corbin, Jones, & 

Schulman, 1993). These children were from a primarily lower 

middle-class neighborhood, attending school in a small rural 

community. Males and females were equally represented. 

Thejr ages ranged from 8 to 10 years old. Children were 

randomly assigned to one of three groups: rehearsal-plus, 

general information, and control. Subjects in the 

rehearsal-plus group were taught drug knowledge, 

assertiveness skills, decision-making skills,· rationale and 

specific drug refusal skills. The primary focus was on 

behavioral steps in drug refusal and the ration~le for these 

steps. Children in the general information group targeted 

the same components, with the exception of rationale. The 

emphasis, however, was on information. The children in both 

groups were trained in groups of three across three 

consecutive days. The drugs included in this program were 
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tobacco, alcohol, and marijuana. Children were pre- and 

posttested by three measures. The Prevention of Child Drug 

Use Assessment Instrument assesses decision making, 

rational, and drug knowledge. It has no report of 

psychometric properties. Assertiveness and general 

knowledge were assessed by the Life Skills Training Student 

Questionnaire which has test-retest reliabilities ranging 

from .66 to .78 .. Behavioral skills were assessed by the 

Drug Refusal Behavioral Situations Scale which has 

interrater reliability of 92%, ranging from 25%-100%. 

Posttest results were compared among the three groups using 

separate one-way ANCOVA, each using the pretest as a 

covariate. Results indicated that children in the skills

based, or rehearsal-plus groups demonstrated significant 

improvement in behavioral skills, decision making, and 

rationale. Children in· the general information groups 

improved the most on the measure of general knowledge. 

Although the rehearsal-plus group showed a greater level of 

skills acquisition, the general information group produced 

greater increases of skill performance over time. Several 

problems with this study must be noted. The total sample 

size was very small, making each of the three groups so 

small that results must not be generalized beyond this 

sample. Each of the three groups was obtained from the same 
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school in a small community. There is a strong possibility 

that the children from each group discussed what they were 

doing among each other. The internal _validity of this study 

is highly threatened. It would also have been useful to 

determine the influence of the intervention strategies on 

actual or self-reported drug use. 

Summary of Literature 

Most of the literature about smoking in children 

focuses on adolescents. Seven studies did include children 

as young as fifth grade, but most of these did not specify 

differences among the various grades on many of the 

variables. 

Most of the studies are descriptive and exploratory 

studies. There is some agreement as to common risk factors 

in adolescent. Early onset of smoking, peer and family 

smoking appear to be most predictive of adolescent smoking 

behaviors. Again, the focus is on adolescents, and there is 

a void of these data related to children as young as 10 

years old. 

There are very few intervention studies reported in the 

literature. There is currently no single intervention that 

appears to be widely accepted, and no specific intervention 

has been reported in more than one study. The general 

consensus of the intervention studies is that programs need 
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to be implemented early on and include more than simple 

knowledge material. A social influences component needs to 

be incorporated as well. There was little diversity in the 

SES of most subjects in the intervention studies. 

A major problem in the smoking research is the lack of 

reported reliable instruments. In this literature review 11 

studies did not report any reliability measures. This makes 

any results from these studies, no matter how significant, 

suspect. Without reliable instruments, there is little to 

be gained from these studies. 

A problem that is evident from reviewing the research 

literature is that in addition to reliability not being 

reported, there is little reported about the instruments 

themselves. Most measurements were developed by the 

investigator for use with the reported study. Few reported 

about the actual instrument items. Measurement instruments 

need to be included, so that others may use them, refine 

them, test them, and add to their psychometric properties. 

Another weakness of reported studies is the lack of a 

theoretical basis. Nine studies did report basing the 

research on either a social influences model, social 

learning theory or the theory of reasoned action. Five 

studies briefly referred to a theoretical premise or 

developed their own, and five made no mention of a 
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theoretical perspestive at all. Without a theoretical 

basis, it is difficult to make a transition from empirical 

analysis to application of knowledge_ into a useful framework 

or to link findings to an existing body of knowledge. 

Socioeconomic status and ethnicity often are omitted 

from research findings found in the literature. Little 

generalizability can be made. More varied ethnicity and SES 

need to be included in studies. 

Gaps This Study Addressed 

This study examined the efficacy of a smoking 

prevention curriculum developed by the American Cancer 

Society with fifth-grade students {aged 10-11). This is an 

age before which most students have begun smoking, but an 

age at which social and peer influences are beginning to 

intensify. This is a~ age group rarely examined in the 

literature. It is a time however, when strong anti-smoking 

attitudes should be fostered that may help guide their 

behaviors in the adolescent years. 

This study incorporated perspectives from social 

cognitive theory ·and the theory of reasoned action. The 

intervention was multifaceted, including materials designed 

to increase knowledge about the harmful effects of smoking, 

as well as to enable students to be aware of social 

influences on smoking, and develop strategies to resist 



64 

smoking. This program was developmentally appropriate and 

specifically developed for this age child. This program has 

been recommended by the ACS for use in all schools. 

The instruments used in this study already had reported 

reliability, or reliability. The SASQ is revised from an 

instrument with reported validity, but has been adapted to 

be more age-~ppropriate. 

This study also incorporated a wide range of variables 

as possible predictors of smoking behaviors. By 

not limiting the variables, more variance may be accounted 

for in the child's smoking behaviors. This study did 

include SES and a varied ethnicity of subjects, factors not 

consistently addressed in other studies. 

Parental attitudes toward smoking have not been 

included as variables related to a child's smoking. This 

adds a new dimension to external factors, other than simply 

the smoking behaviors of parents and others. 

In summary, this study focused on an understudied age, 

but an age that is most appropriate for the beginning of an 

intensified smoking prevention program. The intervention 

was well developed, and incorporated varied approaches to 

preventing cigarette smoking. A multitude of variables were 

examined as possible predictors of the child's smoking 

behaviors, in order to take into account both internal and 

external factors that may influence the child. 



CHAPTER III 

METHODOLOGY 

Design of the Study 

This quasi-experimental study utilized a variation of 

the Solomon four-group design. This design is a combination 

of the pretest-posttest. control group design and the 

posttest only design· (McLaughlin & Marascuito, 1990; 

Spector, 1981). It allows the researcher to control for 

instrument reactivity. Subjects can be compared who differ 

only in that they received the pretest. Assessment is also 

possible for change that occurred between pretesting and 

posttesting. 

Ideally, in a true experimental design, individual 

subjects would be randomly assigned into one of the four 

groups. Since this was not feasible with this study, it was 

only quasi-ex8erimental in nature. Individual schools were, 

however, randomly assigned to each of the four groups. 

The four groups in this Solomon four-group design were: 

(1) pretest----> intervention---> posttest 

(2) pretest----------------------> posttest 

(3) ---------->intervention-----> posttest 

(4) ------------------------------> posttest 
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Because of·the ethical problem of withholding an 

-intervention that may have positive health consequences from 

the no treatment control g~oups, the intervention was 

offered to schools belonging in groups 2 or 4. Whether or 

not the intervention program was implemented at these sites 

was left to the school's discretion. Two of the five 

schools in these groups requested and received the 

intervention program after data collection was completed. 

Research Questions and Hypotheses 

Research Question 1: Is the "Do It Yourself - Making Healthy 

Choices" smoking program an effective. intervention to decrease the 

likelihood of smoking in fifth-grade children? 

Hypothesis I: The children in the intervention groups will 

report lower intentions to smoke on the posttest than 

children in the control groups. 

Hypothesis II: The children in the intervention groups will 

report fewer actual smoking behaviors on the posttest than 

children in the control groups. 

Research Question 2: What is the influence of the 

intervention on the child's attitudes, normative beliefs, 

and perceptions of refusal skills related to smoking? 

Hypothesis III: Children in the intervention groups will 

report more negative attitudes about smoking on the posttest 

than children in the control group. 
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Hypothesis IV: Children in the intervention groups will 

report more negative normative beliefs about smoking on the 

posttest than children in the control groups. 

Hypothesis V: Children in the intervention groups will 

report more positive perceptions of their refusal skills 

related to smoking on the posttest than children in the_ 

control groups. 

Research Question 3: What are the predictors of a child's 

intention to smoke and reported actual smoking behaviors? 

Hypothesis VI: The children's intention to smoke and 

reported actual smoking behaviors will be predicted by their 

positive attitudes toward smoking, positive normative 

beliefs regarding smoking, negative perceptions of refusal 

skills related to smoking, parents with positive attitudes 

about smoking, perceptions of family and friends about 

smoking, and sociodemographic variables of SES, gender, 

ethnicity, and household composition. 

Data Analysis 

Analysis of variance and ~-tests were used to analyze 

the differences in data from the four groups. Initially, 

groups 1 and 2 were compared on pretests to determine 

whether or not there were pretest differences. Secondly, 

all posttest scores were analyzed to test for treatment 

differences. 
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Hypotheses I-V were analyzed using ANOVA, with 

intention to smoke as the dependent variable . 

. Hypothesis VI was analyzed using.multiple regression 

analysis. Separate regression analyses were run on both 

·pretest and posttest data. 

It was anticipated that most of the children in this 

study-were not smokers. This held true, so there was little 

variance in this measurement. As a result, the analysis 

focused on their reported intention to smoke, and hypothesis 

II was omitted. 

Sample and Settings 

This study consisted of 361 children in the fifth-grade 

from nine public schools in the southeastern United States. 

Two counties were represented. A power analysis determined 

that 53 subjects per each of the four groups was needed, 

with alpha set at .05, a power of .80, and an effect size 

(ETA-squared) of .05 (Polit & Hungler, 1995). 

The classes used in this study included ones that had 

not had any formal smoking prevention curricula, other than 

what was incorporated into routine health classes. Schools 

that had the Drug Abuse Resistance Education (DARE) program 

or Action Consequences Expectation (ACE) program implemented 

with their children in or before grade five were not used. 

One county utilized in this study had neither the DARE nor 
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the ACE program. The other county offered the DARE program 

in only 12 of its 32 elementary schools. The ACE program 

was offered to fifth grades in only one zip code. None of 

these schools were used. The only smoking prevention taught 

in schools without either the DARE or ACE programs was what 

was integrated into routine health classes. There was no 

special emphasis on it. Potential differences in the 

schools that could affect the results of the study were 

analyzed in post-hoc descriptive analyses. 

Fifth-grade students were selected for this study 

because most children this age have not yet begun to 

experiment with cigarettes, but they are approaching the age 

when most children do begin to smoke (Glynn, 1993). 

Although some of the children in this study were already 

smoking, it was hoped that this intervention would help to 

deter those who had not, and assist those who were smoking 

to stop. 

Inclusion criteria for this sample was (a) children in 

the fifth grade of a ~eorgia or South Carolina elementary 

school; (b) children who have not been included in the DARE 

or ACE programs; (c) children,and their parents were English 

speaking; (d) children had no known cognitive disability; 

(e) children did not have any perceptual disabilities such 

as blindness or deafness. Children of all ethnic 
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backgrounds and both genders were included. Children whose 

parents consented for their participation but did not meet 

inclusion criteria were to be included in the data 

collection, but their results not included in data analysis. 

There were no parents who consented who had children not 

meeting the inclusion criteria. 

Procedure 

Human Subjects Permission ~nd Protection 

Approval for this study was obtained from the Medical 

College of Georgia· Human Assurance Committee before data 

collection took place. Permission from the appropriate 

representative of the County School Administration was 

obtained before subjects from those schools were recruited. 

Parental consent and chi~d assent {Appendices Hand I} were 

be obtained prior to the administration of any 

questionnaires or the implementation of the intervention. 

The child's grades at school were not influenced or affected 

by whether he/she participated in the study. Subjects are 

identified by a numeric code, and neither the child's 

parents nor teachers have access to his/her responses on the 

questionnaires. The investigator is the only person with 

access to the child's name in association with his/her data. 

The reason she has access to names is in order to match 

pretest and posttest data. The principal of each school 



participating in this study served as an advocate for the 

subjects. 

Data Collection Procedures 
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Individual schools from which permission to participate 

in this study was obtained, were randomly assigned to be in 

one of four groups ( see Chapter III, Design of Study),• 

These were public schools located in two counties in the 

southeastern United States. The names of children in the 

fifth grade were obtained from each school,. A parental 

consent_, Parent Demographic Questionnaire, and Smoking 

Attitude Questionnaire were sent to the parents of each 

fifth-grade child with a self-addressed envelope to be 

returned to the investigator. These were sent home to 

parents from school in the child's book bag and returned to 

school by the child and collected by the investigator. 

Children in groups 1 and 2 (see Chapter III, Design of 

Study) whose parents consented for their children to 

participate were given a Student Assent, Form, Student 

Sociodemographic Questionnaire (SSQ) and a School-Age 

Smoking Questionnaire (SASQ) in the classroom by the 

investigator. Children in groups 3 and 4 _were only given 

the assent form and the SSQ. The study was explained to the 

children, and they were reassured that no one except the 

investigator will be privy to their responses. The 
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investigator asked the children to sign the assent forms if 

they agreed to participate and respond to questions on the 

SSQ and SASQ as she read each item aloud. 

The teacher of each class participating in the study 

was asked to identify any child who would be unable to 

understand the questionnaires, or those with special 

education needs. These students were included as 

participants in the smoking prevention intervention, but 

were eliminated from the data analysis. Any child missing 

more than one of the five classes would have been eliminated 

from data analysis. 

The pretests were given to children in group 1 the day 

before the intervention classes began. Children in groups 1 

and 3 participated in five, one-hour classes, from the "Do 

It Yourself - Making Healthy Choices" curriculum. This 

curriculum was implemented as a smoking prevention 

intervention at each participating school by the 

investigator. These five classes were all taught within a 

one week period for each school. 

Three weeks after the completion of the intervention, 

the SASQ was given to children in both intervention groups. 

This questionnaire was ·again read aloud to the children by 

the.investigator. The Student Sociodemographic 

Questionnaire was also given to subjects in group 3. The 
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pretests and postt_ests were given three to four weeks apart 

to students in control group 2. 

The investigator implemented the smoking prevention 

intervention to groups 2 and 4, at the school's request, 

after the postte~ts had been given. 

All data collection took place in April and May of 

1997. All data collection was conducted at the same time of 

year in order to ensure that all subjects were in the same 

place grade-wise. Many development changes can occur from 

the beginning of the school year to the end. 

The investigator was the only person who implemented 

the intervention for this study. Before data collection 

began, the five classes were reviewed, timed, and studied 

in-depth. A few things were moved from one class to another 

to make the content flow better, and to make each class last 

approximately 45 minutes. An outline of each exercise or 

topic to be addressed was made for each of the five classes. 

The curriculum included detailed scripts for each class, and 

these were followed. Any changes maqe to the script were 

minor, and were followed consistently with each class. 

Obviously, questions and discussions from the students 

varied somewhat from class to class, but even those were 

fairly consistent. 



Instrumepts 

Each parent participating in the study completed a 

Parent Sociodemographic Questionnaire (PSQ) and a Smoking 

Attitude Questionnaire (SAS). Each child completed a 

Student Sociodemographic Questionnaire (SSQ) and a School

Age Smoking Questionnaire (SASQ). 

Parent Sociodemographic Questionnaire 

The Parent Sociodemographic Questionnaire is an 

investigator-designed 20-item record used to identify 

personal data that may be relevant to this study. These 

data include age, gender, ethnic background, education of 

child's mother and father, marital status, occupation of 

child's mother and fa~her, family income level, and 

household composition. It was estimated to take 

approximately 10 minutes to complete this questionna~re. 

Student Sociodemographic Questionnaire 
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The Student Sociodemographic Questionnaire is an 

investigator-designed 20-item questionnaire used to identify 

personal data of the child, his/her perceptions of the 

smoking behaviors of significant others, his/her self

reported smoking behaviors, and how often cigarettes have 

been offered to the child. It was estimated to take 

approximately 10 minutes to complete this questionnaire. 
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School-Age Smoking Questionnaire 

The School-Age Smoking Questionnaire (SASQ) is a 57-

item questionnaire developed by this investigator and 

adapted f~om the Smoking Questionnaire developed by Vallone 

(1992). Vallone's (1992) questionnaire has strong reported 

reliability. The coefficient of reproducibility determined 

by the Guttman technique was 0.89, and by the Goodenough 

method was 0.70. The primary disadvantage of this 

instrument for use in this study was that it was designed to 

be used with children in middle school, who are more 

cognitively advanced than the children in this study. The 

reading level of Vallone's instrument was determined to be 

at grade 6.5 level (Harris, P., personal communication, 

8/9/96). 

The SASQ developed by this investigattir utilized items 

similar to Vallone's, but with easier readability. Items 

deemed by the investigator to be developmentally 

inappropriate for fifth-grade children, were changed to 

reflect this age level. Questions were also added to 

reflect the child's perceptions of his/her refusal skills 

related to smoking. This questionnaire was determined to be 

at a 5.4 grade level for readability, and a 3.4-3.9 grade 

level for listening comprehension (Harris, P., personal 

communication, 9/26/96). Readability was assessed using 
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standardized tests. This questionnaire was read aloud to 

subjects by the investigator during data collection. Since 

listening comprehension is 1 1/2 -2 years above reading 

ability (Ha~ris, P., personal communication, 9/26/96), 

children in fifth grade should theoretically be able to 

understand this questionnaire if read aloud, even if their 

reading abilities are below fifth-grade level. This 

questionnaire was also assessed by two African-American 

fifth-grade teachers for ethnic bias, and none was found 

(Harris, R., & Martin, C., personal communication, 9/22/96}. 

These same teachers also indicated they believed this 

instrument would be understood by fifth-graders. It is 

estimated that it will take approximately 30 minutes to 

complete this questionnaire. 

The reliability of the SASQ was determined by an 

internal consistency coefficient based on pretest and 

posttest scores. This questionnaire includes items used to 

measure intention to smoke by the end of fifth grade (items 

1-5), attitude toward smoking (items 6-35), normative 

beliefs regarding smoking (items 36-47), and perceptions of 

refusal skills related to smoking (items 48-57}. 

Smoking Attitude Scale 

The Smoking Attitude Scale was found to be used only by 

one set of authors (Gordon & Haynes, 1981, 1982}. This 
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scale had an alpha coefficient of reliability of .85 in a 

sample of 638 parents of fourth-graders. These subjects 

were primarily lower middle class, living in urban areas. 

This scale contains 10 items related to the parents' 

attitudes toward smoking in general, and 5 items related to 

their attitudes toward their children smoking. It is 

estimated that it will take approximately 5 minutes to 

complete this questionnaire. 

Intervention 

The American Cancer Society (1994) curriculum that was 

used as the intervention in this study was the "D0°It 

Yourself - Making Healthy Choices" curriculum. It was 

developed by the American Cancer Society and review·ed by 

numerous experts in health care, education, child 

development and oncology. It was developed based on 

research about effective health education instruction and 

accepted criteria• for quality curriculum design. This 

program was developed as part of the American Cancer 

Society's nationwide initiative to promote comprehensive 

school health education, with a focus on cancer prevention. 

It included five classes, approximately one hour each. A 

breakdown of the content for each class is as follows (ACS, 

1994) : 
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Class 1: This class focused on information. Students 

were taught about the respiratory system and how smoking 

harms the body. They did an experiment with a smoking 

machine and observed tar deposits from smoking. 

Class 2: This class focused on reasons why people 

smoke. Students developed hypotheses about why people begin 

smoking, and distinguished between internal and external 

reasons. The influences of family, peers, and others ~ere 

discussed. Estimations of smoking prevalence were made, and 

compared with actual figures. Reasons for and benefits of 

not smoking were developed. Students were asked to 

interview a smoker and a non-smoker for a homework 

assignment. 

Class 3: .Results from the.student's interviews were 

compared with Class 2 hypotheses bf why people smoke. The 

decision-making process was introduced and practiced. 

Students suggested alternatives to smoking. Students were 

encouraged to complete smoke-.free pledge cards. 

Class 4: Students identified refusal steps in a sample 

situation, and practiced refusal steps. Students watched a 

video showing a girl resist her friend's 6ffer to smok~. 

Strategies to resist peer pressure to smoke or do things 

they do not want to do were emphasized. 

Class 5: Students watched another video segment 

reviewing the refusal steps. They then practiced these 



steps while role-playing sample scenarios. The class 

evaluated how well these steps were being used. 
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This curriculum was designed specifically for 

educational purposes, but the American Cancer Society is 

interested in any research using this curriculum (McClenan, 

D., personal communication, 7/26/96}. This curriculum has 

classes developed for grades four through six, and they may 

be used interchangeably with grades behind or ahead of the 

specified grade. The grade four curriculum was utilized in 

this study with fifth-graders. The grade four curriculum 

classes are a more appropriate beginning smoking prevention 

curriculum for children who have never had any intensive 

instruction in this area. It is appropriate for children at 

the fifth-grade level, and incorporates knowledge about the 

harmful effects of smoking on the body, reasons why people 

smoke, suggestions for alternatives to smoking and role 

play. Skill building was emphasized with each lesson, with 

a focus on refusal and resisting peer pressure. This social 

influences approach is recommended for use in the literature 

with this age group (Bertrand & Abernathy, 1993; Bruvold, 

1993; Gidding et al., 1994; Goddard, 1992; Perry, Pirie, 

Holder, Halper, & Dudovitz, 1990; Walter, Vaughan, & Wynder, 

1989}. This curriculum is also consistent with the CDC 

recommendations for school~based prevention programs, which 



include specific information on knowledge, attitudes, and 

skills (Connell, Turner, & Mason, 1985). 
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The use of this curriculum has not been reported in the 

literature, therefore, its efficacy in decreasing smoking in

children has not been demonstrated empirically. There is no 

evaluation tool specifically designed to evaluate the 

effectiveness of this curriculum (Stevenson, B., personal 

communication, 8/16/96), and from a research perspective, 

that is the biggest weakness of it. There are also no 

existing evaluation tools for either the DARE or ACE 

programs that could have possibly beeri adapted for use with 

this program. This study attempted to examine the effect of 

the curriculum on the child's attitudes, normative beliefs, 

and perceptions of refusal skills related to smoking. These 

variables are all relevant to the study, and incorporated in 

the curriculum. The SASQ was not, however, developed 

specifically to go along with this curriculum. Research on 

an instrument developed for this purpose is 

needed if this curriculum is to continue to be used and 

evaluated appropriately. 



CHAPTER IV 

FINDINGS 

The presentation of results begins with a description 

of demographic findings of the subjects. Preliminary 

analyses including descriptive statistics related to study 

variables are summarized. The primary analyses of research 

questions and hypotheses are described. Lastly, 

supplemental findings from post-hoc analyses are presented. 

The Statistical Package for the Social Sciences, Version 10, 

was used for data analysis. 

Missing Data 

The use of self-report questionnaires in research 

inevitably leads to the problem of missing items in the 

data. Subjects may inadvertently omit questions or choose 

not to answer a question for personal reasons. Incomplete 

data sets were included or excluded based on criteria set by 

the investigator. No criteria were set by the developers of 

the SASQ or the SAS. If more than 15% of the items were 

left blank on either the SASQ or the SAS (more than eight 

blank on the SASQ and more than two blank on the SAS),. that 

subject was omi~ted from the data set. This occurred nine 

times with the SAS and did not occur at all with the SASQ. 

For questionnaires having fewer than 15% of the items 
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missing, a median substitution was made. A median 

substitution is preferable than a mean substitution when the 

distribution is skewed (Polit, 1996), as was the case with 

most questionnaire response items. Fifteen subjects 

initially enrolled in the study were lost due to absence 

from school. 

Sample Characteristics 

The final study sample consisted of 361 children and 

their parent or guardian. An overall return rate of 

parental consent was 42.5%, -with 34.6% for the control 

groups and 47.5% for the experimental groups. Table 1 shows 

the return rate for each school. Only 14 parents returned 

the consent forms with a refusal indicated on it. rhe 

return rate varied greatly from class to class even within 

the same school. It appeared to the investigator to be 

related to teacher interest and involvement. One class had 

a 100% return. The teacher of that particular class was in 

school number 2. She was the lead fifth-grade teacher for 

that school, and attended each intervention class. She 

verbalized much interest in this smoking research. School 

number 8 only had 10 students in it, so individual attention 

may account for the high return rate. The only teacher of 

which the investigator is aware who offered incentives for 

returning the consents, was from school number 7. Candy was 
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Table 1 

Return Rate of Consents by School 

School Group Return Rate 

1 I 40.7 

2 I 63.2 

3 I 42.5 

4 I 49.1 

5 C 24.1 

6 C 27.1 

7 C 46.7 

8 C 80~0 

9 C 40.5 

Note: C = control group 

I= intervention group 

the incentive. The investigator never had any direct 

contact with the teachers from schools 5 and 9. 

The nine schools participating in this study were 

randomly assigned to be either in an intervention group or a 

control group. There were four schools in the intervention 

group and five in the control group. Seven schools were 

from one county, with three being in the intervention group 
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and four in the control group. Two schools were in a second 

county, with one in each group. 

The classes within the schools were also randomly 

assigned to be in one of the two subgroups comprising each 

intervention and control group. The final number of 

subjects within each of the Solomon-Four groups was as 

follows: 

. ( 1) 

( 2) 

( 3) 

( 4) 

pretest -----> intervention -----> 
pretest -------------------------> 
------------.> intervention -----> 
---------------------------------> 

posttest = 106 

posttest = 57 

posttest = 137 

posttest = 61 

The age of children in the study sample ranged from 10 

to 13, with a mean of 10.8 years. One hundred forty (38.8%) 

children were male and 221 (61.2%) were female. One hundred 

seventy-five (48.5%) of the children were African-American, 

159 (44%) were Caucasian, 11 (3%) were Hispanic, 2 (0.6%) 

were Asian, and 14 (3.9%) were classified as other. 

There were 221 (61.2%) female parents or guardians 

completing the parental questionnaires and 140 (38.8%) male 

parents or guardians. The mean age of the child's mother 

was 35.8, with a range of 24-55 years. The mean age of the 

child's father was 38.3, with a range of 26-72 years. The 

mean level of education of the mother was 13.9 years, with a 
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range of 6-19 years; _and the mean level of education of the 

father was 12.5, with a range of 6-19 years. 

The family composition was variable, with a range of 

one to seven people living in the same house with the child. 

Marital status, family income, occupation of parents and 

household composition are found in· Tables 1 and 2. 

Pretest Scores 

Questionnaire Descriptives 

School-Age Smoking Questionnaire 

The range of the total scores on·the SASQ pretests was 

42-195, with a mean of 73.9, indicating that the children 

were generally negative about smoking. Children in the 

intervention group had a mean total score of 67~6, while the 

control group mean was 85.4. Children in the intervention 

group were generally more negative about smoking than those 

in the control group at pretest time. Possible reasons for 

the large difference in pretest scores will be presented in 

Chapter V. 

The intent subscale on the pretests had a range of 

scores of 5-18, with a mean of 6.9, indicating that these 

children held little expectation to smoke in the future. 

The children in the intervention group had a slightly lower 

mean score (6.6) than those in the control group (7.5). 



Table 2 

Parental Characteristics 

Marital Status 

Single· 

Married 

Separated 

Divorced 

Widow/Widower 

Missing Data 

Household Composition 

Single-Parent Home 

Two-Parent Home 

Missing Data 

Family Income 

$ 0 - 9,999 

$10 - 19,999 

$20 - 29,999 

$30 - 49,999 

$50,000 or more 

Missing Data 

n 

66 

178 

18 

86 

9 

4 

n 

135 

225 

1 

n 

73 

58 

55 

69 

60 

46 

( % ) 

{18.3) 

{49.3) 

{ 5. 0) 

{23.8) 

2. 5) 

1.1) 

( % ) 

{37.4) 

{62.3) 

{ 0. 3) 

( % ) 

{20.2) 

{16.1) 

{15.2) 

(19.1) 

(16.6) 

(12.7) 

86 
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Table 3 

Occupation of Parents 

Occupation Mother n ( % ) 

Professional 35 ( 9.7} 

White Collar 92 (25.5} 

Blue Collar 110 (30.5) 

Unemployed 92 (25.5} 

Retired/Dis•abled 4 1.1} 

Missing Data 28 7.8} 

Occupation Dad n ( % ) 

Professional 40 (11.1} 

White Collar 48 (13.3) 

Blue Collar 177 (49.0) 

Unemployed 13 ( 2.5) 

Missing Data 74 (20.5) 

The subjects' attitudes toward smoking were strongly 

negative on the pretests, with a range of scores of 18-126, 

and a mean of 40.3. The subjects in the intervention group 

held even more negative attitudes than those in the control 

group, with a mean attitude score of 35.9 compared with 

4 8. 4 . 
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The range of scores for the normative belief subscale 

on the pretests was 6-45, with a mean of 12.5, indicating 

the children's normative beliefs were opposed to smoking. 

They did not believe that the significant others in their 

lives approved of their smoking, and they generally were 

motivated to comply with these persons' wishes. Children in 

the intervention group again had lower mean scores on this 

subscale (11.5) than those in the control group (14.4). 

The children generally had perceptions of strong 

refusal skills related to smoking. The pretest range of 

scores overall was 10-34, with a mean of 14.2. The mean 

score of the children in the intervention group was 13.7, 

and in the control group was 15.2. 

Posttest Scores 

The range, mean and standard deviation of the SASQ 
\ 

posttest scores is presented in Table 3. Scores are broken 

down according to which group the subjects belonged. 

There was generally a larger range of scores for the 

control group, and slightly higher means than most 

intervention group scores. All posttest scores indicate 

that these children were generally negative about smoking. 

Most control groups scores were slightly lower on the 

posttests than the pretests, and most intervention group 

scores were lower on the posttests. 
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Table 4 

Posttest Scores on the SASO 

Subject 

Subscale Group Range x n 

Intent C 5-17 7.3 118 
IP 5-15 6.5 137 
IPP 5-11 5.8 106 
IC 5-15 6.2 243 

Attitude C 20~124 41. 3 118 
IP 17-79 36.5 137 
IPP 15-64 31. 3 106 
IC 15-115 34.2 243 

Normative C 6-48 13.1 118 
Beliefs IP 6-84 13.1 137 

IPP 6-30 10.9 106 
IC 6-84 12.1 243 

Refusal C 10-40 14.6 118 
Skills IP 10-34 14.9 137 

IPP 10-25 13.5 106 
IC 10-34 14.3 243 

Total C 41-261 76.3 118 
Score IP 38-245 70.8 137 

IPP 36-111 61. 5 106 

Note: C = control group posttest scores 

IP= intervention posttest only group scores 

IPP = intervention pre- and posttest group posttest 

scores 

IC = combination of all intervention group posttest 

scores 
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Reliability of SASO 

Cronbach's alpha was used to determine the internal 

consistency of each of the subscales of the SASQ, and the 

total scale. The reliabilities were examined in various 

combinations of subjects. Scores from all pretests alone, 

all intervention group posttests- alone, each of the four 

Solomon-Four groups alone, and posttests from all subjects 

were-analyzed. The results differed little, so the 

reliability coefficients using all posttests, which yielded 

the largest n (n = 361) were used. These reliability 

coefficients are presented in Table 4. 

Table 5 

Reliability Coefficients for the SASO 

Subscale 

Intent 

Attitude 

Normative Beliefs 

Refusal Skills 

Total Score 

Alpha 

0.73 

0.77 

0.60 

0.77 

0.88 

The internal consistency of the total scale was found 

to be high, with a reliability coefficient of 0.88. Intent, 

Attitude, and Refusal Skills subscales were each found to 
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have a moderately high internal consistency, with 

reliability coefficients in the 0.73 to 0.77 range. 

The subscale with the lowest reliability coefficient of 

0.60 was the Normative Beliefs subscale, yielding only 

moderate internal consistency. Discarding items on this 

subscale did not increase the alpha. There are several 

possible reasons for this somewhat low alpha. It is 

possible that this instrument does not accurately reflect 

the normative beliefs as conceptualized in the model for 

this research. Upon close examination of this subscale, 

however, other factors emerge which appear to be responsible 

for the lower alpha. This subscale is a more varied mixture 

of questions than the other subscales. The other subscales 

were strictly-related to the child's internal opinions, 

beliefs, and feelings. This subscale is more externalized. 

It concerns what other people (parents, siblings and 

friends, for instance) think they should do, and whether or 

not they usually comply with these people's wishes. It 

could be expected that responses to these items would be 

more varied than those on other subscales. For these 

reasons, this subscale was included in data analysis. 

Smoking Attitude Scale 

The range of scores on Part A of the SAS was 1.0 to 

3.5, with a mean of 1.76, indicating a slightly negative 
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attitude toward smoking by the parents. The range of scores 

on Part B of the SAS was 1.0 to 3.3, with a mean of 1.29, 

indicating parents had strongly negative feelings about 

their children smoking. The internal consistency of this 

questionnaire was determined to be strong, with a 

reliability coefficient of 0.82. 

Preliminary Analysis 

Initially, groups 1 and 2, which were the two pretest 

groups, were compared on pretests to determine whether or 

not there were any differences. Significant differences (~ 

< .05) were found on all subscales except the refusal skills 

subscale. As described in the preceding section, the means 

of all control group pretest subscales were higher than in 

the intervention groups. This indicates that the children 

in the intervention groups were generally more negative 

about smoking upon entering· the study than those in the 

control groups. 

Babbie (1995) suggests examining four comparisons 

involving posttest scores when using the Solomon four-group 

design. Figure 2 presents these comparisons graphically. 

These comparisons help to determine whether or not the 

smoking intervention made a difference, unaccounted for by 

problems of internal validity and an interaction between 



Preliminary Analysis 

Group 1 Pretest · Intervention 

1 

Group 2 Pretest 

4 
Group 3 Intervention 

Group 4 Posttest 

Figure 2. Comparisons Using the Solomon Four-Group Design 

testing and the intervention. A ~-test for paired samples 

was used to analyze these comparisons. 
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The first comparison was between group 1 pretest and 

posttest scores. There was a significant difference between 

the pre- and posttest intent, attitude, and total scale 

scores (~ < .001), but not between pre- and posttest 

normative beliefs and refusal skills scores (~ > .05). The 

means of the posttests were lower than the pretest means on 

the normative beliefs and refusal skills subscales, but not 

significantly lower. 

The second comparison was between group 1 and 2 

posttest scores. There was a significant difference between 
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all scores (R < .05) except the refusal skills subscale 

scores. The means of group 1 refusal skills posttest scores 

was lower than that in group 2. 

The third comparison was between group 3 posttest and 

group 2 pretest. There was a significant difference between 

the groups {R < .05) indicating group 3 posttest scores were 

lower than group 2 pretest scores. 

The fourth comparison was between group 3 and 4 

posttest scores. The only significant difference was found 

between the intent subscale scores (R < .05). Again, 

however, the means -0f the intervention group 3 were lower 

than for the control group 4 for all subscales, but not 

significantly lower. 

Some additional comparisons were also made. There were 

no significant (~ > .05) differences found between the two 

control group posttest scores on any of the subscales. 

There were, however, significant differences (~ < .05) 

between the posttest scores of the two intervention groups. 

The posttest means of the intervention groups that also were 

pretested were lower on all subscale scores than on the 

posttest only intervention groups. 
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Primary Analysis 

Findings Related to Research Questions and Hypotheses 

Data related to answering research questions and 

testing hypotheses were analyzed using analysis of variance 

and multiple regression analyses. A level of significance 

was established prior to analysis at an alpha level of£~ 

.05. 

Research Question 1 and Hypotheses I-II 

Is the "Do It Yourself - Making Healthy Choices" 

smoking program an effective intervention to decrease the 

likelihood of smoking in fifth-grade children? Hypothesis I 

predicted that the children in the intervention groups would 

report lo~er intentions to smoke on the posttests than 

children in the control groups. Hypothesis II predicted 

that these same children would also report fewer actual 

smoking behaviors. Because of the few number of subjects 

reporting actual smoking behavior, hypothesis II was 

eliminated from analysis. Analysis of variance was used to 

analyze hypothesis I. 

Hypothesis I was supported. Children in the 

intervention group did report significantly lower intentions 

to smoke on the posttests than children in the control 

groups (~ = 17.B~ df = 1,360, £ = ·.000). 
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Research Question 2 and Hypotheses III-V 

What is the influence of the intervention on the 

child's attitudes, normative beliefs, and perceptions of 

refusal skills related to smoking? Analysis of variance was 

used to test hypotheses III-V. 

Hypothesis III predicted that children in the 

intervention groups would report more negative attitudes 

about smoking on the posttests than children in the control 

groups. This hypothesis was supported (£ = 13.6, df 1,360, 

~ = .000). 

Hypothesis IV predicted that children in the 

intervention groups would report more negative normative 

beliefs about smoking on the po~ttests than children iri the 

control groups. Although the means of the normative beliefs 

posttest scores were lower for the subjects in the 

intervention groups (12.1) than in the control groups 

(13.1), it was not significant, and this hypothesis was not 

supported (£ = 66.5, df 1,360, ~ = .29). 

Hypothesis V predicted that children in the 

intervention groups would report more positive perceptions 

of their refusal skills related to smoking on the posttests 

than children in the control groups. The mean scores of the 

refusal skills subscale were slightly lower for the 

intervention group as compared to the control group (14.3 



and 14.6), and not significant {E = 0.23, df 1,360, £ = 

.63). This hypothesis was not supported. 

Research Question 3 and HyQothesis VI 

What are the predictors of a child's intention to 

smoke? Hypothesis VI predicted that the childr~n's 

intention to smoke would be predicted by their positive 

attitudes toward smoking, positive normative beliefs 

regarding smoking, negative perceptions of refusal skills 

related to smoking, parents with positive attitudes about 

smoking, perceptions of family and friends about smoking, 

and sociodemographic variables of SES, gender, ethnicity, 

and household composition. 
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Multiple regression analysis was used to test this 

hypothesis. Gender, ethnicity, and household composition 

were dummy coded and each entered as an independent 

variable. Perceptions of family and friends about smoking 

was determined by adding the number of people in the 

subject's life who smoked, including mother, father, 

brothers, sisters, and best friends. A variable 

representing this number was created (NUMSMOKE) and entered 

into the analysis as an independent variable. The dependent 

variable in the analysis was the child's intent to smoke. 

Separate regressions were run on both pretest and posttest 

data. 
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Several methods for selecting the variables to enter 

into the regression model for intention to smoke were used. 

A hierarchical analysis was done, entering all 

sociodemographic variables first, then adding the internal 

factor ,variables, and then adding ~he external factor 

variables. Table 5 depicts these analyses for the pretest 

intention to smoke dependent variable·, and Table 6 for the 

posttest intention to smoke dependent variable. This type 

of analysis is model driven. The researcher forces the 

entry of variables, or sets of variables as in this case, 

into the equation. The sociodemographics, which are givens, 

were entered first. The internal factors, which were 

hypothesized to be changed by the intervention, were then 

entered to determine if these variables were predictive over 

and above factors that cannot be changed. This type of 

regression utilizes a theoretical rationale for order of 

entry. The internal factors increased the R2 from 0.02 to 

0.35, meaning 35% of the total variance of intention to 

smoke was predicted. Adding the external factors increased 

it another 4%. Each of these R2 changes were significant 

(R < .05) 

The backward model of regression analysis was also 

done. This begins with the overall R2 generated by entering 

all independent variables into the equation. Variables are 
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Table 6 

Multiple Regression Analysis of Pretest Intention to Smoke 

Independent 
Variables b I? b I? b I? 

Sociodemographics 

Gender .667 NS .206 NS .209 NS 

Ethnicity -.114 *** -.065 NS -.057 NS 

Household 
Composition -.042 NS -.141 NS -.136 NS 

SES -.176 * -.073 NS -.050 NS 

Internal Factors 

Attitude .069 *** .069 *** 

Normative 
Beliefs -.039 NS -.042 * 

Refusal 
Skills .130 *** .129 *** 

External Factors 

SAS-A -.003 NS 

SAS-B .020 NS 

NUMSMOKE .046 NS 

R Square .05 .40 .41 

Note: NS = nonsignificant 

* = ~ < .05 

** = ~ < .01 

*** = ~ < .001 
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then deleted, one at a time, to determine if the R2 drops 

significantly. Each variable is tested to determine what 

would happen if it were the last variable entered into the 

equation. This analysis continues until all variables in 

the equation contribute significantly if entered last (Munro 

& Page, 1993). 

A stepwise forward method on regression analysis was 

also done. The variable with the highest correlation with 

the dependent variable is entered first. Then the one with 

the highest significant partial correlation with the 

dependent variable enters next until the point is reached 

where no more independent variables contribute significantly 

to the R2 (Munro & Page, 1993). The backward and forward 

regression models yielded the same results. These 

regression models are both statistically driven. 

Utilizing these analyses, the final best fitting 

regression model for the child's intention. to smoke at 

pretest time included the independent variables of attitude 

and refusal skills. These two variables accounted for 39% 

of the variance of the child's intention to smoke. 

Including normative beliefs would only have increased R2 to 

. 40. 

The final best fitting regression model for the child's 

intention to smoke at posttest time included the independent 
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variables of attitude, refusal skills, and NUMSMOKE. These 

three variables accounted for 38% of the variance of the 

child's intention to smoke. These two best fitting models 

were developed in order to have a usable regression equation 

with the fewest number of variables needed to maintain 

significant predictive power. 

Secondary Analysis 

The relationships among th~ various sociodemographic 

variables, internal factors,. and external factors were 

tested using correlational analysis. This analysis was not 

done to answer any research question, but simply to examine 

descriptive data in relationship to the conceptual model. 

These correlations are presented in Tables 7 and 8. The 

responses of whether or not persons smoked were coded as 1 = 

yes and 2 = no. It must be noted that internal factors are 

scored such that a low score is desirable. This is the 

reason for the large number of negative correlations among 

the variables related to smokers. 

Several ~-tests were run to determine whether or not 

there were significant differences between a number of 

sociodemographic variables and the children's scores on the 

SASQ. Each sociodemographic variable was dichotomized into 

two gr~ups for this analysis. 
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Table 7 

Multiple Regression Analysis of Posttest Intention to Smoke 

Independent 
Variables b p b p b p 

Sociodemographics 

Gender .475 NS -.215 NS -.173 NS 

Ethnicity . 2 94 NS .113 NS .371 NS 

Hous·ehold 
Composition .322 NS .246 NS .213 NS 

SES -.015 NS -.001 NS .120 NS 

Internal Factors 

Attitude .028 *** .022 ** 

Normative 
Beliefs .016 ' NS .014 NS 

Refusal 
Skills .209 *** .184 *** 

External Factors 

SAS-A .013 NS 

SAS-B .007 NS 

NUMSMOKE .343 *** 

R Square .02 .35 .39 

Note: NS = nonsignificant 

* = 12. < .05 

** = 12. < .01 

*** = 12. < .001 
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Table 8 

Correlations Among Study Variables 

SES Gender Race HC I-Pre I-Post A-Pre A-Post NB-Pre NB-Post RS-Pre RS-Post SAS-A SAS-B 

SES 1.0 NS -.19** .63** -.16** NS -.24** NS NS NS NS NS -.28** -.27** 

Gender 1.0 NS -.13* -.26** NS -.33** -.21** -.16* -.12* NS -.22** NS NS 

Race 1.0 -.20** NS NS .11* NS NS NS NS NS NS NS 

HC 1.0 NS NS -.19 NS NS NS NS NS -.18** -.15** 

I-Pre 1.0 .49** .60** .44** .32** .30** .48** .44** .23** NS 

I-Post 1.0 .56** .49** .44** .39** .51** .56** .22** .13* 

A-Pre 1.0 .63** .62** .33** .54** .55** .30** NS 

A-Post 1.0 .41** .56** .44** .64** .22** .13* 

NB-Pre 1.0 .29** .42** .43** .16* NS 

NB-Post 1.0 .42** .57** .11* NS 

RS-Pre 1.0 .65** .22** NS 

RS-Post 1.0 .18** .13* 

SAS-A 1.0 .41** 

SAS-B 1.0 

Legend: HC = Household Composition, I-Pre= Intent Pretest, I-Post= Intent Posttest, A-Pre= Attitude Pretest, 

A-Post= Attitude Posttest, NB-Pre= Normative Beliefs Pretest, NB-Post= Normative Beliefs Posttest, RS-Pre 

Refusal Skills Pretest, RS-Post= Refusal Skills Posttest, * = R < .05, ** = R < .01, NS= nonsignificant 
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Table 9 

Correlations Among Smokers and Stud~ Variables 

Number of Other 
Dad Mom Best Friend Friends Who Brother Sister 

Smokes Smokes Smokes Smokes Smokes Smokes 
SAS-A -.23** -.44** 

SAS-B NS -.21** 

I-Pre NS NS -.21** .37** NS NS 

I-Post -.12* -.23** -.30** .41** .14** NS 

A-Pre NS -.17* -.35** .49** .28** NS 

A-Post -.17** -.14* -.30** .41** .14** NS 

NB-Pre NS -.17* -.34** .42** .32** NS 

NB-Post NS NS -.38** .29** NS NS 

RS-Pre NS NS -.57** .42** NS .17* 

RS-Post -.12* -.13* -.27** .34** .19** NS 

Note: * = ~ < .05, ** = ~ < .01, NS= nonsignificant 
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Gender was found to be significant for the intent pretest 

score (R < .001), pretest attitude score (R < .001), 

posttest attitude score (R < .001), posttest normative 

belief score (R < .05), and posttest refusal skills core (R 

< .001). Males scored significantly higher on each of these 

·subscales, indicating a greater propensity toward smoking. 

Race was only significant for posttest scores of intent 

(R = .05) and attitude (R < .05). African-Americans 

reported higher intention to smoke and stronger positive 

attitudes toward smoking than Caucasians. 

One hundred thirty-two (36.6%) of the subjects reported 

that their fathers smoked, and 117 (32.4%) reported that 

their mothers smoked. Children whose fathers and mothers 

smoked, reported greater intent to smoke, more positive 

attitudes toward smoking, and weaker refusal skills related 

to smoking than those whose parents did not smoke. Whether 

or not the brothers or sisters smoked did not make a 

significant difference. Only 38 (10.6%) reported brothers 

smoking, and 28 (7.7%) reported sisters smoking. 

Children whose best friend smoked scored significantly 

higher on all posttest scores, and on all pretest scores 

except intent. This variable appears to be the most 

significant sociodemographic contributor to the child's 



being generally positive about smoking, but only 29 (8%) 

reported their best friend to smoke. 

Results in Relationship to Conceptual Framework 
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Using all the aforementioned analyses, the various 

relationships among concepts in the conceptual framework 

will be discussed. The sociodemographic variables that were 

related to internal factors at time 1 (pretest) were SES, 

gender, and household composition. Children from homes with 

higher SES reported more negative attitudes toward smoking, 

as did females, and children from two-parent households. 

Sociodemographics of SES and household composition were also 

related to external factors. Children whose families were 

from higher SES and from two-parent households had parents 

who reported more negative attitudes toward smoking. 

The internal and external factors were also related. 

Children who reported more negative attitudes toward 

smoking, normative beliefs opposed to smoking, and 

perceptions of strong refusal skills related to smoking had 

parents with more negative attitudes toward smoking. As 

reported previously, the smoking behaviors of the child's 

mother, father, and best friend also were related to 

internal factors. 

The variables at time 1 that were significantly related 

to but not predictive of the child's intent to smoke were 
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gender(males reported stronger intention to smoke), race 

(African-Americans reported higher intention to smoke than 

Caucasians), and parents' smoking behavior (parents who 

smoked had children who reported stronger intent to smoke). 

All internal factors were positively and significantly 

related to intention to smoke, but only attitude and refusal 

skills were predictive. 

As reported under results related to hypotheses, the 

internal factors of attitude and refusal skills were the 

only significant predictors of the child's intent to smoke. 

The intervention did appear to make a difference. The 

children's intention to smoke was significantly lower at 

time 2 (posttest) than at time 1 (pretest). The internal 

factors at time 2 were all lower than at time 1, but 

significantly so only for attitude. 

Post-Hoc Analysis 

Factor Analysis 

A factor analysis of the SASQ was done. A total of 

only 19 factors with Eigenvalues greater than 1 emerged. 

There was no rotation, however, as the items failed to 

converge. Further testing on this questionnaire is 

necessary. 
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School Differences 

The means of the schools on the dependent variable, 

intention to smoke, ranged from 6.7-8.1 on the pretests for 

the control group and from 6.3-6.7 for the experimental 

groups. The posttest means for the control group schools on 

this variable ranged from 6.6-8.1, and from 5.8-6.7 for the 

experimental group schools. All means were lower for the 

posttest scores than the pretest scores for the experimental 

group schools. 

All pre- and posttest means were within 0.1 of each 

other for the same school in the control groups. The only 

school in the control group that stood out was one with pre

and posttest means for intent to smoke of 8.1. 

Student Estimates of Smoking in Fifth Grade 

The comparison was made between the number of children 

of children who reported actual.ly smoking, and the number of 

children the students guessed smoked. They made their 

guesses based just on the number of students in their grade 

at their particular school. Twenty-five (6.9%) children 

responded yes to the question "Do you smoke cigarettes?" 

Thirty-three (9.1%) children guessed that no children in 

their grade smoked cigarettes. One hundred eighty-two 

{50.4%) estimated that from 1-10 children smoked, and 36.2% 



estimated more than 10 children smoked. Their estimates 

ranged from 0-98 children in their grade to smoke. 

Summary 

This chapter presented the results of data analysis. 
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Characteristics of the sample and instruments were given. 

Analysis of the Solomon four-group design was presented. 

Results of the analysis of research hypotheses were given. 

Hypotheses I and III were supported. Hypotheses IV and V 

were not. Separate regression models predicting intention 

to smoke were developed for pretest and posttest data. 

Discussion of the results from these analyses are presented 

in Chapter V. 



CHAPTER V 

DISCUSSION AND RECOMMENDATIONS 

The primary purpose of this quasi-experimental study 

was to examine the efficacy of a smoking prevention 

curriculum in fifth-grade children. The efficacy of this 

curriculum as an intervention was assessed by measuring the 

child's intent to smoke by the end of the current school 

year. Two secondary purposes of the study were to determine 

(a) possible predictive variables of the child's intention 

to smoke, and (b) the influence of the intervention on the 

child's attitudes, normative beliefs, and perceptions of 

refusal skills related to smoking. This chapter includes an 

overview of interpretation of study findings, limitations of 

the study, implications for nursing, and recommendations for 

future research. 

Study Sample Findings 

It appears that there was a difference between the 

control and intervention groups from the very beginning. 

The return rate for parental consent was 12.9% higher for 

the intervention group. It could be that parents are more 

likely to agree to their child's participation and take the 

time to complete paperwork if they know their child will be 

receiving something in return. Teachers also may make a 

110 



111 

difference. The classes had been discussed with the 

teachers in the intervention group schools, and they were 

very much in _favor of this program. They may have been more 

likely to encourage their students to bring back the consent 

forms. The investigator met with each teacher in the 

intervention group, not with each one in the control group. 

Assistant principals were the contact for two of the control 

group schools. More females were subjects in this study. 

It is also possible that females, at this age, are more 

likely to be attentive to what is sent home with them from 

school, and more likely to remember to ask their parents to 

complete the consent forms. It was the observation of this 

researcher that the female subjects, on the whole, were more 

attentive during the classes, and more likely to do the 

optional homework assignments. 

Questionnaire Descriptives 

Children in the intervention groups had lower means on 

all subscale scores than those in the control groups at time 

1 (pretest). The children in the intervention groups knew 

that they would be attending classes about smoking 

prevention. This information was on the consent and assent 

forms, and verbally explained to them. The children in the 

control groups only knew they w~re going to be asked to 

complete questionnaires related to smoking. Simply knowing 
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they were going to attend smoking prevention classes could 

have prompted the subjects in the inte~vention groups to be 

thinking about smoking as negative. The only way to 

insulate subjects from this would have been not to explain 

the scope of the study on the assent and consent forms, 

which is not ethical, or not to verbally explain the study 

before they completed the pretests. This was not possible, 

however, since the assent forms were explained and signed 

before the pretests were completed. Another possible 

explanation for the differences in subscale scores at time 1 

is the uncontrollable differences in schools. Teachers may 

vary in their teaching of smoking prevention in health 

classes. School number 9, a control group school, was also 

the most rural of all the schools, and one could speculate 

that smoking may be more the norm in their environment than 

in that of many of the other subjects. 

The means on the posttests of the control group 

subjects decreased for each subscale score from the pretest 

means. This could be due·to testing, causing the subjects 

to be more familiar with the questions the second time. It 

could also be that some teaching about smoking took place in 

the normal classroom setting between pre- and posttest. 
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Preliminary Analysis 

The Solomon-four group design utilized in this study is 

used to help safeguard against the problems of external 

validity, particularly the interaction of testing with the 

intervention. If the smoking prevention classes given to 

subjects in this study really did decrease their intention 

to smoke--unaccounted for by problems of internal validity 

and unaccounted for by an interaction between the testing 

and the intervention--four findings should be expected. 

These are taken from Babbie {1995) and are as follows: 

1. In group 1, posttest intent to smoke should be less 

than pretest intent to smoke. 

2. There should be less intent to smoke in group 1 

posttest than in group 2 posttest. 

3. The group 3 posttest should show less intent to smoke 

than the group 2 pretest. 

4. The group 3 posttest should show less intent to smoke 

than the group 4 posttest. 

As reported in Chapter IV, the expected findings for 

the dependent variable, intention to smoke, did result for 

each of these four comparisons. The findings in the third 

and fourth comparisons rule out an interaction between the 

testing and the intervention. 
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Using these same comparisons for the independent 

variables of attitude, normative beliefs, and refusal skills 

did not yield the same results. The means were all in the 

expected direction in each of the four comparisons, but only 

significantly so for attitude in the first comparison, 

attitude and normative beliefs in the second comparison and 

attitude and normative beliefs in the third comparison. 

Primary Analysis 

Findings Related to Research Questions and Hypotheses 

Hypothesis I was supported. Children in the 

intervention group did report significantly lower intentions 

to smoke on the posttests than children in the control 

groups. This hypothesis supports the primary purpose of 

this study, which was to examine the efficacy of this 

smoking prevention curriculum in fifth-grade children. This 

curriculum does appear to be useful for this age group and 

effective in lowering their intention to smoke. This 

supports the findings of MacKinnon et al. (1991}, except 

that, his study was with sixth- and seventh-graders. The 

intervention studies previously reported in the literature 

have largely examined the effects of the intervention on 

smoking behaviors in older children, and not intent to smoke 

in younger children. Many studies have found intent to 

smoke to be predictive of smoking behaviors (Alexander et 
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al., 1983;· Conrad et al., 1992; Eckhardt, 1994; Mccaul et 

al., 1982; Norman & Tedeschi, 1989). It is important to 

address this in research before the age in which children 

begin to smoke. 

Hypothesis III was also supported. Children in the 

intervention groups reported significantly more negative 

attitudes toward smoking on the posttests than did the 

children in the control groups. Attitude has been 

frequently addressed in the literature in descriptive 

studies as related to smoking intentions and behaviors 

(Alexander et al., 1983; Conrad et al., 1992; Vallone, 

1992), but not in intervention studies. When it has been 

included the effect of the intervention on attitude has not 

been reported (Norman & Tedeschi, 1989). Bruvold's (1993) 

findings indicate that attitude changes are related to 

smoking behavior changes so inclusion of this variable in 

intervention studies is important. 

Hypotheses IV and V were not supported. Although 

children in the intervention groups did report more negative 

normative beliefs and more positive perceptions of refusai 

skills on the posttests than children in the control groups, 

it was not a significant difference. The intervention used 

in this study was not significantly effective for these two 
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variables. There are a number of possible explanations for 

this. 

The normative beliefs subscale had the lowest 

reliability of all the subscales. It may simply be that 

this variable was not adequately measured. This is also a 

variable that concerns many different people in the child's 

life--parents, siblings, friends, popular classmates, and 

people important to that child. Their responses on the two 

parts of this subscale can also be scored as negative when 

in actuality it could be positive, depending on the 

individual. For instance one child may indicate that the 

popular kids in the class think he/she should not smoke and 

then indicate he/she does not usually want to do what the 

popular kids think he/she should. This type of response 

could hold true for any of t~e paired questions. This 

subscale needs much more development and testing in order to 

be useful. This variable is also not one for which the 

intervention was geared to change, at least for the 

questions related to beliefs about what others think. The 

smoking prevention classes had no influence on what others 

think, and thus, would not be sensitive to change on the 

questionnaire. The questions related to motivation to 

comply with others would be subject to change, but the 
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explained above. 
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The lack of significant effect on refusal skills may be 

a developmental issue. The subjects in this study all 

indicated fairly strong perceptions of their refusal skills 

related to smoking at both pre- and posttest times in both 

control and intervention groups. Children at this age may 

feel that they are strong enough to withstand the pressure 

to smoke. Most, however, have not been put to the test in 

reality. Eighty-six percent of the subjects in this study 

had never been ottered a cigarette, and less than 10% had 

been offered one even once. Saying and doing may be two 

entirely different matters. The measures of refusal skills 

may need to be improved not only with better self-report 

items, but also with alternative measures such as 

observational techniques. Because most studerits at this age 

have not been· pressured to smoke, interventio~s such as the 

one used in this study, need to be implemented yearly, 

reinforcing what was taught on an approp~ia~e developmental 

level each ensuing year. Resisting peer pressure is one of 

the most difficult challenges for school-age children ind 

teenagers, and also one of the most difficult to help them 

cope with and overcome. Other studies (Elder et al., 1993; 

MacKinnon et al., 1991) have also failed to show a 
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significant difference in refusal skills following a smoking 

prevention intervention. 

Fifth-grade children did respond positively to 

participating in these smoking prevention classes. They 

were enthusiastic, asked a lot of questions, and actively 

participated in the classes. They, of course, were happy to 

get out of regular classxoom work, and enjoyed the extra 

attention given them. They displayed amazement in the first 

class, when statistics about smokers and what was really in 

cigarette smoke was taught. They showed particular 

amazement and disgust when the smoking.machine was 

demonstrated, and they saw the effects of one cigarette on 

.the lungs. The fact-that their attitude toward smoking and 

intent to smoke improved was no surprise. The children .were 

eager to think of all the reasons not to smoke and talk 

about how horrible it was. Very few indicated they would 

ever want to smoke. These concepts are more concrete and 

easier to influence in children than normative beliefs and 

refusal skills. Normative beliefs may not be appropriate to 

include when examining the effect of smoking· -pTeverition 

curricula. Refusal skills may need to be measured 

differently, or simply reinforced and followed up on yearly. 

Hypothesis VI predicted nine variables to be predictive 

of the child's intent to smoke. Only two of these were 
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found to significantly increase the R2 at time 1 (pretest) 

and only three at time 2 (posttest). The variables of 

attitude and refusal skills accounted for 39% of the 

variance of the child's intenti6ri to ~moke on pretest 

measures. Although other variables were sign~ficantly 

correlated with intent to smoke, t~ey did not add 

significantly to R2
• Including all nine variables at 

pretest only increased the total variance accounted for to 

41%. 

The variables of attitude, refusal skills, and NUMSMOKE 

accounted for 38% of the variance of the child's intent to 

smoke on posttests. NUMSMOKE was the total number of 

significant people in the child's life who smoked, including 

mom, dad, brothers, sisters, and best friend. Inclusion of 

all nine variables only increased the total variance to 39%. 

These results support those of Vallone (1992) who found 

attitude, the number of significant others who smoke, as 

well as subjective norms to be predictive of intention to 

smoke in fifth-, sixth-, and seventh-graders. Norman and 

Tedeschi (1989) also found attitude and subjective norms to 

be significant predictors of intent to smoke. Other studies 

have not regressed variables on intent to smoke, but on 

actual smoking behaviors. Many of these found that the 

significant others in the child's life who smoke were 
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important predictors o_f the, child's smoking behavior 

(Bertrand & Ab~rnathy, 1993; Mccaul et al., 1982; Tukali et 

al., 1990). These studies were, however, dealing with older 

children. No studies in the liter~ture reported regression 

predictions on pretest and posttest data. 

It was enco~r~g{ng that the many sociodemographic 

variables were not found to be predictive of intention to 

smoke. These variables are not amenable to change through 

smoking prevention classes. The external variables are not 

either. Attitude and refusal skills may be. 

Secondary Analysis 

Sociodemographics 

The sociodemographic variables in this study found to 

have statistical significance with the child's intent to 

smoke are difficult to compare with other studies. Other 

studies have been conducted with older children, and the 

measurements were made with smoking behaviors. The 

following comparisons with the literature must be made with 

these differences in mind. 

In this study, significantly more·males than females' 

reported an intent to smoke. The literature is very mixed 

in regards to gender and smoking. Brownson et al. (1990) 

did find more males to smoke than females. Wang et al. 

(1994) found no difference in smoking behaviors between 
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males and females. Meier (1991) and Tukali et al. (1990) 

found more females to report smoking behaviors. It could be 

that at an .age before most children do smoke, more 'males 

think they will in the future. 

More African-American children in this study reported a 

higher intent to smoke than Caucasians. This variabl~ is 

often omitted in smoking literature. Two studies (Brownson 

et al., 1990; Wang et al .. , 1994) did report more Caucasians 

than African-Americans to engage in smoking behaviors. This 

study did have more African-American subjects, and this 

could account for some of the difference. 

Children in this study reported a greater intent to 

smoke if their mothers smoked, fathers smoked and best 

friend smoked. No significant difference was found whether 

or not their brothers or sisters smoked. The findings 

regarding parental and friend smoking are in agreement with 

much of the literature (Bertrand & Abernathy, 1993; Eckhardt 

et al., 1994; Flay et al., 1994; Tukali et al., 1990). 

Other studies have found, howeve~, a significant 

relationship between children's smoking behaviors and that 

of their siblings (Mccaul et al., 1982; Presti et al., 1992; 

Tukali et al., 1990). The effect of sibling could again, be 

attributable to the younger age of ·the subjects in this 

study. 
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Results in Relationship to Conceptual Framework 

The results of this study do support the conceptual 

framework designed to guide this study. The 

sociodemographics were found to be significantly related to 

both internal and external factors, and internal and 

external factors were related as well. Although only 

attitude and refusal skills at time 1 significantly 

predicted intention to smoke, other variables were 

significantly related as demonstrated by ~-tests and 

correlational analysis. The intervention did make a 

statistically significant difference in the children's 

intent to smoke, as well as their attitudes toward smoking. 

The only part of the model that may need to be revised 

for future study with this age group is the reported smoking 

behaviors. This comprised actual and intended behaviors. 

Since so few children reported actually having smoked, this 

part of the model could be changed to intention to smoke. 

This ~odel is comprehensive. It allows for the 

examination of a large number of variables in a multiplicity 

of designs. Parts or all of it could be utilized in future 

studies. 



Post-Hoc Analysis 

Factor Analysis 
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The factor analysis of the SASQ did not contribute to 

this study. Much more analysis and investigation into this 

questionnaire is needed. A more inten~ive look at the 

factor analysis, or additional parallel analysis would be 

useful. More psychometric testing of this instrument is 

necessary. No factor analysis or other psychometric testing 

except for reliability was reported on this qu~stionnaire in 

its original.version. It was adapted and added to for use 

with this study. 

School Differences: 

The only school that stood out when exam_;i.ning the means 

of the dependent variable, intent to smoke, was one with 

pre- and post-means of 8.1. These were the highest mean 

scores of any school. This particular school was in the 

control group, but the principal did request that the 

smoking prevention curriculum be implemented after data were 

collected. This school was the most rural of all the 

schools included. It also stood out in other ways. The 

children were the most disruptive and poorly behaved of any 

group. The principal and assistant principal both made a 

point to say that this was an unusual class with more 

discipline problems than others. Many children spoke out 
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during /the classes and talked openly about smoking, 

familiarity with drugs or knowing people who used drugs, and 

familiarity with crime. One male admitted to helping some 

older friends and relatives rob a corner store. It is, of 

course, impossible to know whether or.not everything that 

was said by the students was true. They could have• 

exaggerated in order to get attention. The principal did 

indicate, however, that much of it was probably true. It 

would have been ~nteresting to have conducted a posttest 

after the implementation of the curriculum, to determine if 

their intent to smoke decreased at all. 

Student Estimates of Smoking in Fifth Grade 

The children's responses to the questions relating to 

guessing how many children in their grade smoke revealed 

that they tend to overestimate the prevalence of smoking 

among the students in their grade at school. This has been 

previously reported in the literature (Rasco, 1992). The 

"Do It Yourself - Making Health Choices" curriculum used in 

this study did address this. The students estimated the 

percentage of teens and adults they thought smoked, and this 

was compared with actual percentages. They consistently 

overestimated the percentage of actual smokers. -The 

"everyone else is doing it" fallacy was then pointed out and 

discussed. 
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Summary of Study 

This study addressed many issues. Most importantly, it 

was found that the "Do It Yourself - Making Healthy Choices" 

smoking program was an effective intervention to decrease .. :· 

the likelihood of smoking in fifth-grade children. It was 

also useful in changing children's attitudes toward smoking. 

Although not statistically significant, normative beliefs 

and refusal skills changed in a positive direction also. 

This study examined smoking at an age rarely studied. 

Most children in this study had not yet smoked, so intent to 

smoke was the dependent variable. Most reported studies 

have examined actual smoking behaviors in older children. 

The model utilized in this study was found to be 

useful. It incorporated perspectives from different 

theories, was multidimensional, and useful for a wide range 

of variables. 

The use of the Solomon-four design is rarely seen in 

the literature and not found at all in the literature on 

smoking in children. It is not a difficult design to use, 

but is more time consuming. Use of it, however, helps to 

support the validity of the results of this study. 

Limitations 

Several limitations need to be coniidered when 

interpreting findings from this study., One limitation that 
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poses a threat to external validity was the limited 

availability of subjects. For many reasons outlined in 

Chapter III, certain schools did not meet the criteria for 

inclusion in this study. Of those that did, only nine 

principals agreed to allow their students to participate. A 

larger sample from several school districts would have 

allowed more generalizability of results. The sample in 

this study was a convenience and volunteer sample. 

The moderate reliability of the normative beliefs 

subscale may have contributed to producing some unstable 

results in this study. This could limit the knowledge of 

its usefulness in predictive and associative relationships 

with other variables of interest. 

The entire School-Age Questionnaire is in need of 

further psychometric testing. Although the reliability of 

this questionnaire was high overall, it needs to be 

subjected to further testing and refinement. It shows 

promise as a useful tool, but could be impro.ved upon. 

The success of this intervention over a long period of 

time was not permitted in this study .. Pretest and posttest 

measures were only three to four weeks apart. This study 

took place toward the end of a school year, so the results 

of this study might have been partly due to the fact that 
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the smoking prevention classes could still have been fresh 

in the subjects' minds. 

There was also not a great deal of variability in the 

children's responses on the SASQ. They were all generally 

negative about smoking from the outset. A-larger and more 

varied sample may have made a difference, but because of the 

young age of subjects in this study, this lack of 

variability was expected. 

One potential threat to statistical conclusion validity 

is random irrelevancies in the research settings. Since 

nine different schools were used as research settings, there 

may be features within each that could possibly affect the 

children's responses. These include the way in which 

routine smoking prevention classes were.taught in the 

schools, when these were taught, and te~cher and principal 

interest in the study. 

Sample selection may be a threat to validity_ in that 

parents who consented to be in the study may be very 

different in regards to encouraging their children not to 

smoke than those who did not consent. It took some time to 

read, sign, and return the consent forms and questionnaires. 

It is possible that these parents generally take more of an 

interest in their children's school activities, may have 

followed up on the study with their children and encouraged 



them. Even children in the control groups had relatively 

low overall scores. A self-selection bias may thus have 

been introduced. 
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There are s~veral possible threats to construct 

validity present in this study. These include hypothesis

guessing within experimental conditions, evaluation 

apprehension, and experimenter expectancies. The subjects 

in this study who were in the intervention groups knew that 

the classes were intended to prevent smoking. They knew 

that the researcher who taught the classes felt strongly 

about them not smoking. It is possible that their respons~s 

to the SASQ were made in order to be socially desirable and 

to please the researcher. 

Implications for.Nursing 

This study has several implications for both nursing 

practice and nursing research. From a thorough review of 

the literature, it appears that nursing is not very involved 

in the program development and delivery of smoking 

prevention programs. None of the school nurses associated 

with the schools in this study were involved with smoking 

prevention at all. Utilization of the school nurse for this 

does seem appropriate. A nurse could be an asset to the 

schools in this role, as he/she has both the educational and 

practical background to bring a perspective to smoking 
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prevention programs that the classroom teacher may not have. 

The school nurse could influence policy and be influential 

in introducing strong smoking prevention curricula. 

Hospitals could also develop and expand programs 

similar to.the ACE program and offer them widespread to 

schools in the community and outlying areas. The curriculum 

used in this research is available for children of all ages. 

Nurses could be utilized to bring this expertise to the 

local classroom. A community-wide effort to prevent smoking 

in children is needed. The small amount of attention given 

to it in routine health classes is not enough. Programs 

could also be developed· to educate parents on the realities 

of childhood smoking and what they can do to prevent it. 

Recommendations for Future Research 

The present study was undertaken to examine the 

efficacy of a smoking prevention curriculum in fifth-grade 

children. Findings from this study support its usefulness. 

The ~oo It Yourself~ Making Healthy Choices"'curriculum has 

been developed for grades K-12, yet its use has not been 

reported in the literature. There are numerous 

investigator-developed curricula cited in the literature. 

This particular one is available nationwide and free of 

charge through the American Cancer Society. 
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One major drawback to this curriculum and to others as 

well is the lack of-a reliabl~ evaluation tool. Many 

smoking prevention programs are administered without any 

appropriate means of evaluation. Instrument development and 

refinement related to evaluating these programs is 

necessary. The SASQ ~sed in this study shows promise as a 

reliable tool, but needs extensive psychometric testing in 

order to adequately evaluate all components of the smoking 

prevention intervention. The normative beliefs subscale 

needs revision and possible exclusion. 

More research related to smoking prevention needs to 

begin with children before they are at an age when most do 

start smoking. Most research has been aimed at adolescents. 

Beginning before this may help to develop stronger anti

smoking attitudes that may help guide their behaviors in the 

teen years. 

The literature does support the premise that intention 

to smoke is predictive of future smoking behaviors, and that 

attitude changes are related to-behavior changes. This 

supports the implementation of smoking prevention programs 

beginning at an early age, before smoking usually begins, 

and continuing. Research is needed to examine the continued 

effectiveness of these programs year after year, not just 
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after a one-time shot. Follow-up to reinforce and introduce 

new age-appropriate materials is needed. 

Smoking behavior is determined by multiple causes. It 

is a leading cause of illness and death in our country, and 

also carries a tremendous cost in terms of dollars spent on 

health care. Emphasis on research to prevent smoking is of 

paramount importance to our nation. An emphasis on the 

effective content, delivery, and evaluation of smoking 

preventi~n programs is vital. Nurses in research and 

practice are focused on improving the quality of life, and 

are in an opportune position to make a difference in helping 

our youth not to begin the life-threatening habit of 

cigarette smoking. 
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Sadie Stockton 
District Tobacco/School Health Specialist 

2623 Washington Road, Bldg. F, Suite 104 
P.O. Box 1725, Augusta, Ga. 30903 

706 731-9900 Fax 706 731-0979 
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Lesson 3 

Smoking and Your Body 
Objectives · 
I: Students will be able to identify parts of the respiratory 
system. 

2: Students will describe how smoking harms the human 
body. 

Overview 
This lesson provides basic facts about respiration and the 
effects of smoking on the respiratory system. Students do an 
experiment with a smoking machine and observe the :tar 
deposits from smoking. 

Time 
45 minutes 

Connections Across the Curriculum 
Science: Description of structure and function of the lungs; 
experiment on the effects of smoking 

-·· ✓--. Procedure 

Introduce the lesson 

Sk~ll-building 
This lesson focuses on information rather than on skills. 

Teacher Preparation and Materials 
Review 
• Making a Smoking Ma_~hine 

• Powerful Points About How Smoking Affects the Lungs 

• Teacher version of Respiratory System 

Copy for each student 
• Respiratory System 

Make 
• A simple smoking machine for a class experiment using 
directions sheet. Tubing is included in kit and all other mate
rials are common household items. 

• Chart of Respiratory System 

Today's lesson is about smoking, the third health habit which affects cancer 
risk. Briefly -review what studen·t~ learned about protecting their skin and mak
ing healthy food choices from the previous lessons. 

, Point to each part of the 
Explain how the respiratory system works 

respiratory system on the ◄ · The diaphragm is a muscle which expands or decreases the size of ·the chest 
lm:f?e diagram as you cavity, allowing air in or pushing air out of the lungs. -
describe its function. 

Air enters the body through the nose and mouth and travels down the throat 
and nasal passage to the windpipe or trachea. Hairs in the throat and nose trap 
particles of dust etc. in the air before they enter the trachea. The inside walls 
of the trachea are lined with a membrane that has little hair-like cells, called 
cilia. The membrane traps dirt and germs in mucus. The cilia move the mucus 
out of the trachea. 

The lungs are like an upside down tree. The windpipe or trachea ·is the trunk 
which divides into branches and twigs. The two branches are called bronchi. 
These are also lined with mucus and cilia, which continue to clean the air. 

1 



The end of the tubing 
with the cigarette 

simulates the mouth, the ◄ 
plastic tubing represents 

the trachea, and the 
bottle represents a lung. 

Examples: Smoke is ◄ 
filli,~g the bottle. the 

smoke smells. 

These divide into the twigs or bronchioles. At the end of the twigs are tiny 
balloon-like air sacs called alveoli. The total amount of air which alveoli 
··b~lloons .. can contain is called lung capacity. 

Oxygen in the air passes through the thin walls of the air sacs and through the 
thin walls of tiny blood vessels into the bloodstream. Blood cells carry the oxy
gen from the lungs to the heart. The heart pumps the oxygen to all body cells 
which need it to do their jobs and to multiply. · 

These same blood cells carry waste and carbon dioxide away from body cells 
back to the heart, which pumps them back through the lungs. Carbon dioxide 
passes back through the walls of tiny blood_ vessels and through the walls of the 
alv.eoli into the lungs. Air with carbon dioxide is pushed out of the lungs by the 
diaphragm. It passes up through the windpipe, through the mouth or nose and 
out of the body. 

Describe how smoking affects the lungs 

Describe key concepts from Powerful Points About How.Smoking Affects the 
Lungs. Mention the effects of marijuana and smokeless tobacco briefly even 
tho~gh the focus is on cigarette smoke. 

Do an experiment using the smoking machine 

Introduce the exp~riment · by telling students that some tobacco companies still 
try to convince people that smoking is not harmful in spite of 40,000 studies 
which show that it is. The experi01ent will allow students to gather their own 
·information and make up their own minds about the effects of smoking. 

Show students the plastic bottle with the cigarette and tubing. See if students 
can explain how this is a· model of a person smoking. Tell the class that the 
plastic bottle has about the same volume as an adult lung. 

Squeeze most of the air out of the bottle. Light the cigarette and begin pump
ing the bottle gently and slowly to simulate breathing. Do this until the ciga
rette is mostly smoked. Ask students to make observations as the cigarette is 
.. smoked." 

After putting out the cigarette, open the bottle and pull the tube down through 
the cap so .that the cotton is not disturbed. Put the cap back on the bottle and 

The cotton ball.from the 
tubing is now all broH"n 

and stic/..:-yjivmthe tar in 
the smoke. It is not 

possible to see the car
bon monoxide. nicotine. 
and the other poisonous 

gases in tobacco. 

◄ put a piece of foil over it. Notice how foggy and full of smoke the bottle is, then 
have students compare the cotton ball from the tube with the clean one on the 
table. 
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Show students the cup of molasses or dark syrup as you read this lesson ·s Brain 
Teaser. 

End the lesson by having students share one word or phrase which describes 
how they feel about smoking. 



Brain Teaser 
Did you know that a person who smokes 
one pack of cigarettes per day inhales 
about 1 cup of tar every year? · 

Assign independent work or homework 

Reinforce class discussion -by having individual students label and color 
Respiratory System worksheet. -

Have students write a creative story entitled A Day in the Life of a Lung. 
Students can choose to write about the lung of a smoker or non.:.smoker. 

Evaluation 

Objective l: Students identify at least five parts of the respiratory system on the 
Respiratory System worksheet. 

Objective 2: Students incorporate a description of at least three harmful effects 
of smoking in their stories about A Day in the Life of a Lung. 

Home and Community. Connedions 

Contact the nearest office of the American Cancer Society or American Lung 
Association to arrange for a guest speaker who has emphysema, asthma. or 
lung cancer. ' 

Vocabulary Challenge Words 

' Respiration: Breathing 

Respiratory system: Body parts which help us to breath, e.g., lungs, nose. 

Note: Definitions for parts of the respiratory system appear in the lesson 
procedure. 
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;, .·: 

Enrichment Ideas 
• Repeat the smoking experiment using a filter cigarette or 

using different numbers of cigarettes. Compare results. 
::. 

~Obtain copies of The Decision is Yours pamphlet (2050) 
from the nearest office of the American Cancer Society . 

Ilfhis shows color photographs of healthy and unheafthy 
. :t_-lungs. · 

• Obtain copy of Huff and Puff pamphlet (2005) from the 
nearest office of the American Cancer Society. Have stu
dents act out this variation ·of the Three Littl~ Pigs for 
younger students. (The big bad wolf can't blow down the 
pigs' houses because he is a smoker.) 

• Challenge students to see how many words they can make with the letters in the word "breathe." 

• Have students make costumes and dress up as parts of the respiratory system. Encourage the develop
ment of a skit about breathing, , with students acting out body parts, e.g., cilia as the person breathes 
clean air, then smoke-filled air. 

Resources and Materials 

Allison, L. Blood and Guts, A Working Guide to Your Own Insides. Boston, 
MA: Little Brown, 1992. A student and teacher resource with facts.and exper
iments about the human body. Writing style is appealing to young people. 

Bruun and Bruun. The Human Body-Your Body and How it Works. New 
York, NY: Random House, 1993. Clear text and colorful diagrams. Good for 
use by teachers and students. 

Scheer, J. Living Without Tobacco. Santa Cruz, CA: ETR Associates, 1990. Ten 
hands-on lessons for grades 5-8 about ·the effects of tobacco use and refusal 
skills. 

Getting to Know Your Hean. Upper Elementary Schoolsite Program. Dallas, 
TX: The American Heart Association, 1989, 1990. This teaching kit includes 
modules about the impact of diet and smoking on the heart. Contains teacher's 
guide, video, and a variety of materials which promote active lea~ing. 

D'Onofrio, C. Tobacco Talk, Educating Young Children about Tobacco. Santa 
Cruz, CA:· ETR Associates, 1991. Has many suggestions for· communication 
and activities about tobacco use for teachers, parents, and other care providers 
of children'to age 10. • 



.•\simc:r,. !. 7 Ju, Fanra.•-ilit· \·ora.~•,' ~·Jf•w York: Bantat.J Books,1988. A fictitious 
tnr thr:nugh 1h::: hu:m1ti h<Kf'.,. tir:c~il hook for increasing student understanding 
.a~.~d ,:1.p-pn,.~•~-~--n:i-}.r- ::rf th~- .inr:-(•:·· ': .. 1. ,.·,rk ings of their bodies. Could be read aloud in 

·:--:·~·:,r:r.,."!'.,,··~:··--~-·-.·~·- --·, :·---, · ·:::"ignment for this lesson. 

·_ ~ 1deo which uses animation and rap music. 
ra cigarette named Nick}' ·1t~en , ... put on ·trial. The lungs and heart testify about 
the effects of smoking. Available from ETR Associates: (800) 321-4407. 

"Bilal's Dream." A 12-minute video with a rap grouv~performing the message 
-~~Gets.the.news. When.you smoke, you lose." Availal1Je from ETR Associates: 
(800) 321-4407. 
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For the Teacher 

LGjwerful':nts About 
How Smoking Affeds the Lungs 

Effects of tobacco smoke 
Tobacco smoke contains more than 200 poisonous chemicals including: 
• Arse,iic-used for rat poison 
• Ammonia~used for toilet bowl cleaner 
• Carbon m01zoxide-found in car exhaust pipe. 
• Tar-used for roofing and waterproofing 
• Nicotine-one of the most addictive drugs known, also used as poison in bug sprays. 

Carbon monoxide takes the plate of oxygen in the blood cells. As a result smokers often 
-feel tired. 

Nicotine narrows the blood vessels making it difficult for the heart to get oxygen to the body. 
This decreases athletic performance. Eventually this narrowing can cause heart disease. 

Tar clogs cilia, reducing their ability to keep dirt and germs out of the lungs. It also irritates 
the linings of the nose, throat, and lungs. Because of this, smokers have more coughs, colds, 
and other lung diseases than non-smokers. Parts of the respiratory system touched by tar 
often develop abnormal cells which can become cancer. 

Tar irritates alveoli causing them to explode. This decreases the exchange of oxygen and 
-~-- . .carbon dioxide. Smokers often feel out of breath. 

Smoking causes cancers of the mouth, throat, and lungs and contributes to many other 
cancers. It causes heart disease. It harms the fetus and can cause premature birth. 

, Effects of environmental tobacco smoke 
Breathing smoke from someone else's cigarette, known as environmental tobacco smoke or 
ETS, can also damage lungs. Studies show that people who spend a lot of time with smok
ers have many more lung diseases than people who live in smoke-free environments.· 

Effects of marijuana smoke 
Marijuana smoke is also very harmful to the lungs. 

Effects of smokeless tobacco 
Smokeless tobacco causes cancer and other damage to the mouth, throat, and stomach. 

Smokeless tobacco has IO times the amount of some cancer-causing substances as ~moking 
tobacco. 

The nicotine in smokeless tobacco is just as addictive as that in cigarette smoke. 
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For the Teacher 

~king a Smoking Machine 
Materials 

2 qt. transparent plastic bottle (from soft-drink 
-or seltzer water) 

4~inch piece of 1/4" transparent plastic tubing 
(provided in kit) 

2 ,cotton balls 

I. non-filter cigarette 

matches 

a small piece of aluminum 
foil 

1 cup of molasses or 
dark syrup 

~OTTL6 
\:J CAP 

Procedure ffi . 
I. Punch a hole in the \;r;LA ST I C .--J\ 
__ bo~tle cap with a hammer BOTTL;. ~ 

and screwdriver. 

2. Put cigarette in one end 
of tubing. 

3. Push other end through bottle cap. 

4. Stick one cotton ball in other end. 

5. Screw on the bottle cap. 

6. Place the second cotton ball on a piece 
of paper next to the bottle. 

Note: Arrange location for smoking experimem which minimi:.es smoke inhalation. 

You may need permission to do the experiment inside depending on your.school's smoke
free policy. Do the experiment near a window or in a sheltered place outside. 

Caution: Students with asthma should only be present for the imroductory and follow-up;discussions. 
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r~spiratory System 

nose 

mouth 

bronchi 

lung 

l. Color the diagram. 

• color lungs grey-G 

• color bronchi blue-B 

• color alveoli yellow-Y 

·•color heart & blood vessels carrying oxygen red-R 

• color blood ·vessels carrying carbon dioxide purple-P 

Adapted from Health Networks, American Cancer Society 

trachea 

alveoli 

lung 

~ - diaphragm 

2. Label parts of repiratory system on the lines. 

The parts are: 

nose 

trachea 

diaphragm 

alveoli 

bronchi 

mouth 

lungs 



. ··For the Student -
. ,. 

spiratory System 

Color the diagram. 

:olor lungs grey-G 

:olor bronchi blue-B 

:olor alveoli yellow-Y 

:olor heart & blood vessels carrying oxygen red-R 

:olor blood vessels carrying carbon dioxide purple-P 

'apted from Health Networks, American Cancer Society 

2. Label parts of repiratory system on the lines. 

The parts ·are: 

nose 

trachea 

diaphragm 

alveoli 

bronchi 

mouth 

lungs 

9. 



Lesson 4 

Why Do People Smoke Anyway? 
Objectives 

. 1: Students will develop hypotheses abou~ why people begin 
to smoke. 

2: Students will distinguish between internal and external 
reasons why people smoke. 

Overview 
Students discuss reasons why people smoke to prepare for the 
next lessons about alternatives, decision-making, and refusal. 

Students share the creative writing homework from Lesson 
3. They estimate how many people smoke and develop 
hypotheses about the reasons people choose to smoke. The 
class discusses tobacco addiction. Students interview adults 
to check out their hypotheses. 

Time 
45 minutes 

Connections Across the Curriculum 
Science: Review of experiment on smoking effects from 
Lesson 1,- -0evelopment of hypotheses about reasons for 
smoking 

__ L~_!lguage-~ris: Sharing of creative writing assignments 

·Procedure 

Social Studies: Interview assignments 

Math: Estimation of smoking prevalence 

Skill-building 
Hypothesis development 

Teacher Preparation and Materials 
Review 
• Powerful Points About Smoking 

• Reasons Young People Choose to Smoke or Not to Smoke 

• Interview with a Smoker and Interview with a Non-smoker 

Copy 
• Interview with a Smoker iµld Interview with a Non-smoker 
worksheets. Number of each will depend on student interest. 

• Hypotheses About Why People Smoke, one for every pair of 
students 

Have 
• Cigarette Pack Warnings 

Prepare 
• Chart headings:. Why People Smoke. Draw two vertical 
columns on the right side of the piece of easel paper. Write 
"Interview results" and "Class resuhs," respectively, at the 
top of left-hand and right-hand columns. 

You could make a class 
Review Lesson 3 and introduce today's lesson 

book with these stories ◄ Have students volunteer to read their homework assignment, A Day in the Life 
so stude111s could read of a Lung. Use these stories to briefly review how smoking affects the lungs. 

each other '.s stories 
i11depe11de11tly. 

See Powerful Points ◄ 
About Smoking. 

Explain that today's lesson on understanding why people smoke will help them 
make healthy decisions about smoking. 

Estimate numbers of smokers 

Draw three vertical rectangles or bars on a chalkboard or easel. Divide one into 
halves, one into quarters and one into sixths. Have students estimate which por
tions of which bars represent the fraction or percentage of teens, then adults, · 
who smoke. Compare student estimates and actual fractions. Have a student 
color in the sections of the bar graphs which accurately represent the fraction 
of smokers. 

Emphasize that only a minority of people smoke, i.e., "everyone isn't doing it." 



Brain Teaser IFYOU DON'T ITE .. 

Reprinted with permission. Lily Lin. Kids Say 

THEN 'r1 11 NEVER 
GET J-roKED Don't Smoke: Posters from the Nev/York City 

Smoke-Free Ad Comest. Workman Publishing, 1991. 

- . ✓..:._ 

Collapse similar reasons 
into one as you de,·elop ◄ 

the list. 

Example: Talk with school 
and com,mmity ht•a/th profes

sionals and 01:S(ani:.arions ◄ 
such as the American Cancer 

Society: read health materials 
and waming ~·igns. Shm,· 

wamings 011 real packs or 011 

Cigarette Pack Warnings. 
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Develop hypotheses about why people smoke 

Hand out worksheet Hypothes{!s About Why People Smoke. Have students 
work in groups of four to come up with at least three hypotheses. Then have 
groups take turns sharing one reason at a time until all new reasons have been 
shared. Record these on a chalkboard or easel. 

Bring up·reasons from Why Young People Choose to Smoke or Not to Smoke 
which students do not mention on their own. Have students decide whether to 
add these to the list. 

Agree on three class hypotheses by voting on the reasons listed. Point out that 
no reasons are right or wrong; _all are equally valid expressions of opinion. 
Have students put their heads down and raise their hands to hvote ., for their top 
three reasons as you read the list. Mark the number of votes in the right-hand 
column on the chart. Fold under the right column when students are done vot
ing and before they raise their heads. Tell them that you will let them see the 
results after they have checked out their hypotheses during the homework 
interviews. 

Discuss lack of knowledge as a reason in more detail. Do students think that 
smokers know about the harmful effects? In response to those who say no, 
mention ways in which people could learn about the effects of smpking if they 
dido 't already know. In response to those who say yes, comment that facts do 
not seem to be enough by themselves to keep people from smoking. 



Refer to related statemellls ◄ 
from the class list. 

Discuss addiction 
( 

State that there are two types of influences on behavior: internal and external. 
Have students categorize items on . the . class list into internal and external 
reasons why people smoke. See Reasons Young People Choose to Smoke or 
Not to Smoke. Write "In" and "Out" next to appropriate reasons. 

Discuss addiction as a major internal factor. ·Explain that many people, espe
cfally young ·people, don't know about or underestimate. the power of addiction. 
Smokers who know smoking is harmful and want to stop, often can 'f because 
they are addicted to the nicotine. · 

Ask students to share examples of personal habits and attempts to break a 
habit. Point out that it is much harder to break or unlearn a habit than to learn 
one. Addictions are even harder to break than most habits because the body, as 
well as the mind, is dependent on the nicotine .. 

What ideas do students have about how to prevent addiction to nicotine or other 
drugs? Explain that students will be learning important ways to do this during 
the next few lessons. · 

Assign homework 

Tell students that they will be interviewing an adult family member, teacher, 
friend, or neighbor about their decision to smoke or not to smoke. Suggest that 
studeots interview a smoker if they know one, so they can check out the class 
hypotheses. If students don't know a smoker, they can learn reasons why 
people choose not to smoke. 

Hand out smoker and nonsmoker interview forms. Encourage students to add 
their own questions at the bottom of their forms. 

Evaluation 

Objective l: Student pairs list at least three plausible hypotheses for smoking 
on Hypotheses About Why People Smoke worksheet. 

Objective 2: Students correctly label items as In or Out during class activity. 

Home and Community Connedions 

See interview assignments. 

Enrichment Ideas 

Suggest that individual student volunteers try to break a habit for a few days. 
You could also have the dass try to say "good-bye" instead of "hello" when 
they came into class in the morning. Discuss the results of these efforts after a 
few days. What was easy or difficult and why? 

3 
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Addiction: A state of physical· and psychological dependence on 
a substance when a person needs a substance to feel normal. 

Habit: An action ·that_ people repeat so often that they do it with
out thinking. A habit is a kind of psychological dependence. 

l11ternal: Something inside 

External: Something outside 

Minority: Number less than half. 

H_ypothesis: An unproved theory or statement 

Have students make a contract with a smoker to quit in return for help with a 
household, yard or other task. This activity could be coordinated with the Great 
American Smokeout in November. 

Have students share current events related to smoking. encourage students to 
listen to _the news and bring in newspaper articles. 

Resources and Materials 

Best Tip Yet. Don't Start (2609). American Cancer Society. This is available as 
a bookmark. 

Nicotine Addiction and Cigarettes. American Lung Association ( 11/90 0182). 
A pamphlet for adults about nicotine and quitting. 

"Huffiess, Puffless Dragon." American Cancer Society. An 8-minute animated 
video about Drag Knight who refuses to smoke and eventually wins over the 
other dragons who smoke. 

For Families 

Ellis. J. Helping Children Stay Off Drugs: Tips for Families and Others Who 
Care for 8, 9, and JO-Year-Olds. New York, NY: National Center for Health 
Education. 1993. A simpl~. easy-to-read prevention pamphlet which suggests 
ways to build skills. attitudes, and provide facts. (212) 334-9470. 

The Unpuffables. A Home-Based Tobacco Use Prevention Program for 
Preteens. New York, NY: American Lung Association, 1991. A resource for, 
families of 9- I I-year-olds which uses a detective theme. Include~ four "case
books·· of activities to rein.force school tobacco prevention. 



.. ® For_ the Teacher 

~asons Young People Choose to 
Smoke or Not to Smoke' 

The emphasis of this program is on smoking prevention. It is interesting to note however, 
that many of the reasons given for smoking also apply to the use of other drugs. Family 
habits and peer pressure are the strongest of the influences listed below. 

Common reasons for smoking 
External: 

• Family habits: parent(s) or siblings who smoke 

• Peer pressure: wish to be popular, "in" or "cool" and the perception that "Everybody is 
doing it"; wish to feel "grown up" (rite of passage) 

• Media: 'advertisements and programming whicp show smoking associated with positive 
attributes such as good looks, fun, and success. 

Jntenial: 

• Wish to avoid or decrease painful or stressful feelings, e.g., boredom, loneliness, anxi
ety, sadness, fear 

• Lack of skills: don't know how to resist pressure 
- • ✓--~ • 

· •·'Curiosity or fun: wish to try the "high" they have heard about 

• Habit or addiction (once a person gets started it is hard to stop) 

• Rebellion: an effort to draw a·ttention or annoy others 

• Concern about weight ( especially females) 

Common reasons for not smoking/benefits of not smoking 
• Family members and/or friends don't smoke. 

• Avoid rejection caused by smelly breath, hair, a~d clothes. 

• No interference with athletic performance and stamina. 

• Feel healthier. 

• Teeth and fingers stay free of stains and smell. 

• Money is available to spend in other ways. 

• Avoid addiction. 
5 



For the Teacher 
. ,.. 

\(?jwerful Points About Smoking 
Statistics about Smoking Incidence and Initiation Age 

One in six ( 16%) high school students smokes cigarettes daily. This is an increase of 1-2 % 
from 1992. (National Institute on Drug Abuse annual survey, 1993.) 

Nine percent of 8th graders, 19 % of 10th graders and 26% of 12th gr~ders reported using 
marijuana. This is an iricrease of 2-4 % from the previous year. (National Institute on Drug 
Abuse annual survey, 1993) 

The rate of cigarette use almost doubles from 5th to 6th grade-from 6.5% to 11.2%-in a 
study of 70,000 students. (PRIDE, 1990.) 

Half of all smokers begin by the age of 13 ( Centers for Disease Control and Prevention, 
1989). Four out of five adults (82%) who are, or have been regular smokers, tried their first 
cigarette before their 18th birthday. ·(US Surgeon General's Report, 1993). 

Only one in four adults (25 % ) is a regular smoker. This proportion has been decreasing 
since 1964. 

Statistics ~bout Addictive Effects of Smoking 

~:- Sinokers who start smoking early have more difficulty quitting, are more likely to becom·e 
heavy smokers and are more· likely to develop a smoking-related disease. (US Surgeon 
General's Report, 1989) 

J:\lmost 7 5 % of teenagers who smoked in high school were still smokers 7-9 years later 
even though only 5 % of those persons had predicted they would be. (National Institute on 
Drug Abuse, 1975-1990) 

Most smokers (93%) who try to quit smoking start back within one year. Even one-third of 
the people who quit for at least one year eventually relapse. (US Surgeon General's Reports 
1989, 1990) 

·The vast majority of current smokers (83%) wish they had never started. (Gallup Poll, 
1990) . 

6 



- . ✓---· 

- For the Teacher 
. 

%3]garene Pack Warnings 

SURGEON GENERAL'S WARNING: Smoking 
Causes Lung Cancer, Heart Disease, 

Emphysema and May Complicate Pregnancy 

SURGEON GENERAL'S WARNING: 
· . Quitting Smoking Now Greatly 

Reduces Serious Health Risks 

SURGEON GENERAL'S WARNING: 
Smoking by Pregnant Women May Result in Fetal 

Injury, Premature Birth and Low Birth Weight 

SURGEON GENERAL'S WARNING: 
. Cigarette Smoke 

Contains Carbon Monoxide 

7 



For the- St4dent 

.. 

. -~---: . 
• • . 
• • terview with a Smoker 
• . . . 

Then: 

1. How old were you when you first 
made the choice to smoke ? 

2. How did you make your decision to 
smoke? 

3. Did you know that smoking was 
harmful to your health? 

. . ,,,_._. 

~ ~===-. 
•, ~~ ~ 

I 

.. 

4. How did you feel when you smoked your first cigarette? 

5. Do you know that smoking is harmful to your health? 



6. Have you had any health problems related to smoking ( coughing, shortness of breath, 
lung disease)? 

7. Why do you continue to smoke? 

8. Have you ever tried to quit? What happened? 

9. If you could tum the clock back to the time when you started smoking, would you start 
..... __ again?· .,,_ · 

··- 10. What advice about smoking do you have for someone my age?· 

My own question(s): 

9 
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For the Student 

---erview with a Non-smoker 
Then: 

1. At what age do you remember first refusing an offer to smoke? 

2. Why did you decide not to smoke? 

3. Did you know that smoking was 
harmful to your health? 

4. How did.·you feel when you saw or · • 
--· .- · knew others your age who smoked? 

Now: 

5. If you have·ever smoked, please answer these questions: 

a) When did you start? Why? 

10 
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b) Why did you quit? 

c) How difficult was it to quit? 

6. If you have never smoked, please answer these questions: 

a) Do you have any friends or relatives who are smokers? 

lnten'iew with a Non-smoker ... continued 

b) Have they had any health problems related to smoking ( coughing; shortness of 
breath, lung disease)? 

c) Have they tried to quit? ___ What happened? 

---✓--

··- 7. What advice about smoking do you have for someone my age? 

My own question(s): 

11 
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For the Student 

otheses About Why 
People Smoke 

Definition: A hypothesis is an unprpved theory or explanation of an event, etc. Plural for 
hypothesis: hypotheses. · 

Directions: Talk with your group about why they think people smoke. Write down three or 
more hypotheses that the group can agree on. 

We think people smoke because: 

A. 

B. 

.• ✓--

C. 

Other reasons: 

Rank these in order of importance. Mark the most i1J1portant reason with a I, the next 
important with a 2, and the least important with a 3. Write these numbers in the margin next 
to the reason. 

12 
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Lesson 5 

To Smoke or Not to Smoke? 
Objectives 
1: Students will compare their hypotheses about reasons for 
smoking with interview results. 

2: Students will apply decision-making steps to smoking. 

3: Students will suggest alternatives to smoking. 

Overview 
Students compare interview results with their hypotheses 
about smoking. A process for making thoughtful and 

. informed decisions is introduced and practiced. Students 
work with partners to apply decision-making steps in a 
smoking-related situation. 

Time 
45 minutes 

Connections Across the Curriculum 
Art: Symbol or illustration of smoke-free fun 

Social Studies or Science: Checking hypotheses about rea
sons for ~1:!loking 

Procedure 

Skill-building 
Decision-making, hypothesis assessment 

Teacher Preparation and Materials 
Review 
• Teacher versions of Lydia :S Decision and Rudy :S Decision. 

• Choose to Refuse Rap (Enrichment Idea) 

Copy 
• Rudy s Decision, one for every two students 

• What to Do Instead of Smoking, one for every student 

Have 
• Completed interview forms from Lesson 4 homework 
assignment · 

• Poster 12 Things to Do Instead of Smoking 

• Chan Hypotheses About Why People Smoke from Lesson 4 

• Smoke:.free Pledge Cards 

Make 
• Overhead transparency or chart from student version of 
Lydia's Decision 

• Overhead transparency or chart of How to Make Decisions 

Share interview results 

Go over student hypotheses about why people smoke using the chart from the 
previous lesson. Have students raise their hand whenever an answer from the 
person whom they interviewed matches a student hypothesis. ( questions 2 or 7 
on Inten1iew with a Smoker worksheet and question 5 on lnten1iew with a Non
smoker worksheet). 

Add reasons not ◄ Make a.slash in the left-hand narrow column of the chart each time a match 
mentioned previously by occurs. When-all reasons given for smoking have been.shared, unfold the right 

students at the bottom. I ·· C h' h I h h · · h · · I co umn.· ompare t e top t ree c ass ypot eses wit . mterv1ew resu ts. 

Have students share other learnings from the interviews, especially reasons 
why non-smokers don't smoke, smokers' attempts to quit and advice to young 
people. 

1 



Students may also be 
interested to know about ◄ 

a decision you made. 

Ask students to try to ◄ 
explain the meaning of 

each step before you 
comment. Use student 
examples to illustrate 

each step whenever 
possible. 

Examples: Previous 
experiences, facts, peers, ◄ 

present mood, values, 
the media. 

Depending on the sophis
tication of the class you ◄ 

cound add that not decid-

2 

ing is in fact making a 
decision to give up the 

right to make a decision. 

Ask for a student volunteer to make a separate chart of the student hypotheses 
which matched adult interview results. Entitle it: What We Learned About 
Why People Smoke. 

Introduce the decision-making process 

Comment that students have been talking about what decisions people made 
about smoking. Today's lesson focuses on how people make decisions. 
Everyone has times when they make decisions without thinking. However, 
when there are important decisions to make, such as about smoking, it is use
ful to know how to do it carefully. Point out that the process is similar for 
smoking and other decisions. 

Ask students to close their eyes for one minute and think of a decision they 
have made within the last day and how they made it. Invite students to share. 

Refer to the chart How to Make a Decision as you discuss the process. Explain 
that this is one model or way to make a careful decision. Everyone makes deci
sions slightly differently. 

Describe the decision 

State that some decisions involve choosing between positive options, e.g., what 
to have for a snack. Other decisions involve solving problems. 

Discuss influences on decision-making. 

Thi11k about the alternatives. 

Encourage students to think of many different choices when making a decision. 

Gather information about the choices. 

Emphasize th~ importance of identifying what information is needed and who 
or what is a reliable source. Suggest that students check out family views about 
the. choices they are considering. 

Consider the consequences of each choice. 

This step involves thin~ing about which of the consequences are possible vs. 
likely and weighing the negative and positive consequences of each choice. 

Make a choice a11d act on it. 

Comment that picking from the alternatives or choices is often the hardest part. 
When people don't make an active decision they often regret it. Example: when 
we let other people push us into doing something that we didn't really want 
to do. 

Tell students that there is usually no single right decision; it is the process of 
thinking about decisions that increase the likelihood of an appropriate or 
healthy decision. · 

After making a decision, ask yourself if you have made. the right choice. If you 
don't think so, consider what you would do instead next time. 



Brain Teaser 
"Did you know ... that tobacco kills more than 
400,000 people every year in the US? That is 

~~ · --~ the same number'as if three 't« ~,) jumbo jets crashed every 

Examples: Loss of 
friends, embarrassment, ◄ 

not being cool, hurting 
someone else s feelings or 

missing out on fun. 

'~"'\ ", day and there were no 

\ ~~~~~~ 
~ 

. 
survivors. 

Practice the decision-making process 

Explain that decision-making is a skill which needs to be learned through 
practice like any other skill. Have the class practice together first, by providing 
the answers on Lydia s Decision worksheet. 

Assign or allow students to choose partners. Give them 5-7 minutes to com
plete Rudy's Decision worksheet on their own. Discuss. 

Expanq the discussion of Rudy's Decision questions 2, 3, 4, and 5, respectively, 
as follows: 

• Ask the class to give you as many choices as possible for someone their age 
to have fun. List these on a chart entitled Smoke-free Fun. Ask students to 
design a symbol or draw a simple illustration to go with a word or phrase 
describing at least one type ·of smoke-free fun. These can be a new ideas or 
ideas from the class list. Show one or two panels from American Cancer 
Society poster 12 Things To Do Instead of Smoking to help explain the 
assignment. 

• Ask students to compare the smoking knowledge of those interviewed who 
decided to smoke or not to smoke. Was knowledge a factor? Remind students 
that many times know ledge by itself is not enough to make healthy decisions. 

• Acknowledge student conce~ about the possible consequences of choosing 
not to smoke. 

• Encourage all pairs to share their decision and reason(s) for it. (f you notice 
students hesitating, assure students that you expect diverse decisions and 
reasons, including some who think Rudy should try a cigarette. 
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Assign homework 

Assign two reasons for smoking from the class list to each student. (More than 
one student will end up with any reason.) Ask students to list alternatives 
related to these reasons using the worksheet What to Do Instead of Smoking. 

Evaluation 

Objective I: Students contribute at least one reason for smoking or not smok
ing during the class discussion of interview results. 

Objective 2: Student pairs provide. examples for each step of the decision-mak
ing process on Rudy s Decision ·worksheet. 

Objective 3: Students list at least one alternative to each of two reasons for 
smoking using worksheet What To Do Instead Of Smoking. 

Home and Community Connedions 

Encourage students to complete Smoke-free Pledge Cards. Sign these yourself 
and ask parents to do so as well. You may want to arrange for the school prin
cipal to sign them. 

Recognize students publicly for making this pledge. Coordinate with the Great 
American Smokeout and parent pledges, if possible. 

Talk individually with students whom you suspect or know smoke. Help 
arrange for cessation support from school or community resources so they can 
make a pledge too. 

Vocabulary Challenge Words 

Alternative~· A choice or action. to do instead 

Co11seq11ence: Result of an action 

Adva11tage: Any circumstance favorable to success 

Disadva11tage: Opposite of advantage 



Enrichment Ideas 
• Make a paper quilt-from student illustrations of alternatives 

to smoking and display it in school or in another public 
building. 

_ • Have students apply the decision-making process to deci
sions about sun protection, snack foods, when to do home
work, whom to invite to a birthday party, or what type of 
clothes to buy. 

• Discuss examples of positive pressure from peers, such as 
pressure to try hard or do well in sctiool work or activities. 

• Read Choose to Refuse Rap text (listen to the rap on the video from Grade 6 Smoke-free Class 2000 
kit. To obtain video, contact a 5th grade teacher or the American Cancer Society, American Heart 
Association, or American Lung Association.) Ask for volunteers to perform the rap and to explain to 
third graders the importance of resisting pressure. 

• Have students collect information about upcoming local activities for their age group. Make a booklet_ 
listing these to distribute to other classes or schools. 

• Conduct an anonymous survey of smoking in 4th (5th and 6th) grade(s). Discuss results. Compare with 
national statistics from Lesson 4. 

Resources and Materials 

Its Your Choice series. Santa Cruz, CA: ETR Associates, 1987. Thr~e sets of 
booklets on refusing smoking, alcohol, and marijuana. Each set has a ~eacher 's 
guide, fact book, and a ''choose-your-own-adventure'' type of storybook. (800) 
321-4407. 

"Your Choice, Our Chance." Bloomington, IN: Agency for Instructional 
Technology, 1989. A set of 10 IS-minute videos for Grades 5 and 6. See video 
entitled "Decisions." Teacher's guide has discussion and activity ideas. (800) 
421-5055. 

'"Triggering Healthy Choices." New York City: Metropolitan Life Foundation. 
1991. A series of six 6-minute choice vignettes on video for middle schools. 

Heres Looking at You 2000. Seattle, WA: Comprehensive Health Education 
Foundation. (800) 323-CHEF. A nationally distributed comprehensive K-12 
drug prevention curriculum. One of the first curricula to promote refusal skills. 
Has a major refusal skills component, including videos, teacher training etc. 

Disco,·er Skills for Life. San Diego, CA: Educational Assessment Publishing 
Company~ Inc. A K-6 drug prevention curriculum. Includes refusal and other 
skill-building activities. Textbook comes· with teacher's guide. Grade 4. 
Chapter 3 is about making decisions and assertive communication. 
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Describe the decision. 

(What is the decision about?) 

Think about the alternatives. 

(What are my choices?) 

Gather information about the choices. 

(What do I need to find out in order to make 
up my mind?) 

Consider the consequences of each choice. ·-- .,.. __ 

(What would happen as a result of each 
choice?) 

Make a choice and act on it. 

(What will I decide?) 

For the Teacher 



For the Teacher 

Lydia just got her weekly allowance. she saw a diary that she really wanted on sale down
town. She was also hungry. At the same time she was trying to save up for a boombox. 

1. What kind of decision does Lydia face? 

A decision about how to spend her allowance. 

2. What are Lydia's choices? 

a) buy the diary 

b) buy something to eat 

c) save her money 

d) get something to eat at home and a) or c) 

3. What information would help Lydia choose? 

a) the cost of the diary, boombox, or snack 

b) the types of snacks available at home 

4. Wh~t are the consequences of each choice? 
_ _, .. -- -

a) she would feel more relaxed about writing her thoughts in a diary than on loose sheets 
of paper; she would have to delay getting a boombox. 

· - b) she could buy her favorite hot sub and still have soine money left to save toward her 
boombox; she might miss the chance to buy the diary oh sale and would have to pay 
more for it later. 

c) she could get her boombox in two weeks if she saved her allowance; she might miss 
her chance to buy the diary on sale. 

5. What do you think Lydia should decide? Why? 

7 
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For the Teacher 

Rudy's dad has been working evenings this month. Rudy is tired of watching TV and his 
dad doesn't want him out visiting friends after dark. He noticed a pack of his dad's ciga
rettes beside an armchair. He knows some of his friends sneak cigarettes and smoke once in 
a while. He is curious about what it would feel like to smoke. 

1. What kind of decision does Rudy need to make? 

A decision about smoking. 

2. What are Rudy's choices? 

a) Try a cigarette while his father is gorie. 

b) Do something else so he isn't bored. (Ask students for examples.) 

c) Ask his dad if he can try a cigarette. 

3. What information would help Rudy choose? 

• Ideas about what else to do. 

• Exactly how his dad would react if he found out. 

-:· 4. W-hat are -the consequences of each choice? 

a) it might taste awful; his dad might punish him; he could boast how he smoked to his 
friends. 

b) he would be happier and he wouldn't worry about getting into trouble; he would miss 
a chance to appear cool to his friends. 

c) he wouldn't get into trouble for asking but he might get a lecture; he would still be 
bored in the evening; if his dad let him smoke, he could tell his friends about it. 

5. What do you think Rudy should decide? Why? 
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For the Teacher 

~ 
~ 

Smoke•f ree Pledge Card 
I don't like smoking because __________ ........__ _____ _ 

I pledge not to smoke. 
~ . 

Signature _______________ Dote _____ _ 

Porent/coregiver's signature ____________ Dote _____ _ 

Teacher's signature ______________ Dote _____ _ 

~· 

~ 
Smoke·f ree Pledge Card 

I don't like smoking because ________________ _ 

I pledge not to smoke. 
Signature _______________ Dote ____ _ 

Porent/coregiver's signature_• ___________ Date _____ _ 

Teacher's signature ______________ Dote _____ _ 

Principol's signature _____________ Date _____ _ 
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For the Teacher 

• . . ,,,,,.. --vi. 
- HEN YOU CHOOSE TO SMOKE • 

L:.--____.~ HERE_'S WHAT YOU DO, 

YOUR TEETH TURN YELLOW 

AND YOU SrvIBLL LIKE A ZOO! 

AND SOONER OR LATER YOU'RE GONNA GET SICK, 

YOU'LL COUGH A LOT AND YOUR HEART WON'T TICK! 

SO YOU CAN CHOOSE TO SMOKE, 

OR CHOOSE TO BE FREE, 

IT'S UP TO rvffi. 

SO (shout) CHOOSE ... 

~:. ·TO REFUSE!!! 

. ' 

Reprimed with permission from Smokefree Class oJ' 2000. Grade 6 kit. 

• 
• 



For the Student 

Lydia just got her weekly allowance. She saw a diary that she really wanted on sale down
town. She was also hungry. At the same time she was trying to save up for a boombox. 

l. What kind of decision does 
Lydia face? 

. What are Lydia's choices? 

What information would help Lydia choose? 

re=\ 
. G ~ ---

A-~ 
:.:..~ 

continued ... 

II 



Lydia s Decision ... conti11ued 

4. What are the consequences of each choice? 

5. What do you think Lydia should decide? Why? 

--✓--
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al (I)-• For the Student 

Q. dy's Decision 
Rudy's dad has been working evenings this month. Rudy is tired of watching TV and his 
dad doesn't want him out visiting friends after dark. He noticed a pack of his dad's ciga
rettes beside an armchair. He knows some of his friends sneak cigarettes and smoke once in 
a while. He is curious what it would feel like to smoke. 

1. What kind of decision does Rudy face? 

~- What are Rudy's choices? 

. . . . . . . . .. . . . . . : . .. . . .. . . . . . . . . . . . . . 

3. What information would help 
Rudy choose? 

continued ... 
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Rudy s Decision ... continued 

4. What are the consequences of each choice? 
. ' 

5. What do you think Rudy should decide? 

14 



at to Do Instead of 
Smoking 

Jsing the chart, write down two reasons people begin or continue to smoke. Then draw at 
!ast two alternative ways young people can have fun or 'feel good about themselves. 

teason 1 

~Itemative 1: 

ltemative 1: 

ther alternatives: 

eason 2 

ternative 1: 

ternative 1: 

1er alternatives: 

15 
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Lesson 6 

No Ifs, Ands, or Butts 
Objectives 
I: Stud~nts will identify the steps to refusal in a sample 
situation. 

2: Students-. will practice refusal steps. 

Overview 
This lesson and the next one are designed to help students 
resist peer pressure to use tobacco or to do other things that 
they do not want to do. The lessons are based on research 
which indicates that people who practice refusing in hypo
thetical situations, are better able to refuse in real life. 

Students watch a video "Yes, Let's Not!" which shows a girl 
resisting her friend's offers to smoke. The class participates 
in discussion ~d activities between video segments. 

Time 
45 minutes 

Connections Across the Curriculum 
Language Arts: _ Refusal is an advanced form of 
communication 

Social Studies: Cyltural differences in methods of refusal 

Procedure 

Skill-building 
Refusal, resisting peer pressure 

Teacher Preparation and Materials 
Review 
• "Yes, Let's Not!" Overview of Vjdeo on How to Refuse 

• Concepts for video segments located within Procedure 

• Optional: 1ips for Role-playing in the Classroom (with 
Lesson 7) 

Copy for each student 
• Refusal Detectives 

• Letter to families 

Have 
• Videocassette recorder and monitor 

• Copy of videotape "Yes, Let's Not!" 

• Relevant charts from previous lessons 

• Optional: Have students bring in small mirrors 

Notes to teachers about use of the video 

This lesson centers around the video "Yes, Lets Not!" However, refusal 
techniques can be taught by using lesson activities and concepts without the 
video. · , 

Each part of the video is followed by the word "'Pause.·• You could break to dis
cuss concepts or do activities at each Hpause" or could take longer breaks after 
parts I. 3. and 5 only. The frequency of breaks would depend on how well the 
class understands what they are seeing, how large a time block is available. and 
how well students can concentrate while switching back and forth between the 

· video and activities. 

Review Lesson 3 and introduce video 

Review decision-making process from the previous lesson: how to decide when 
to say yes and when to say no. Also do a quick review of reasons why people 
choose not to smoke. 



Cite non-tobacco-related · 
health examples such as ◄ 

food choices and sun 
exposure and a range of 

examples from class 
brainstonn list, yoi1r own 

experience, etc. 

Examples: I don't want to, ◄ 
un-wz, no thanks. 

2 

Tell students that the videotape will help them know what to do and say in sit
uations when they have decided to say no, i.e., when someone pressures them 
to do something they don't want to do. 

Let them know that they will be learning four steps to saying no which can be 
used separately or together. 

View video, part 1: Introduction to main character and refusal 
techniques 

PAUSE 1: KEY CONCEPTS 

Everyone is faced with situations in which they are asked to do things they 
don't want to do or aren't sure about. 

Everyone has the right to say no. Refusal is one way to be assertive. 

Saying no can be difficult. It is often. easier to say yes instead of no. Many 
people worry about missing out on the fun and friends if they say no. It is pos-

. sible to refuse and keep friends. 

, Practicing ahead of time makes it easier to say no in a real situation. 

PAUSE 1: DISCUSSION/ACTIVITY 

Have students brainstorm situations in which t.hey ( or someone they know) 
ever have had a difficult time saying no. Ask if anyone has ever agreed to do 
something because they didn't know how to say no. List these situations on an 
easel or chalkboard to refer to later.. · 

Ask for examples of situations in. which students were able to resist pressure 
and th~ strategies used. 

Talk about how they felt in ·both types of situations. 

View vi~eo, part 2: Miranda says no to Heather (Step 1) 

PAUSE 2: KEY CONCEPTS 

The. scenarios on the video all relate to health and young people but saying no 
is a skill that can be useful in many different situations. 

There. are many different ways of communicating no. 

It is important to say no firmly. so that others know you mean 110. not maybe. 

PAUSE 2: DJSCUSSJON/ACTIVITY 

Have students suggest other words or phrases which mean no. Write these on 
a chart or chalkboard. Demonstrate saying "no" using different intonations. 
Decide which ones communicate no firmly. 

Imitate gestures and expressions used as students shared phrases which mean 
no. Ask students for other non-verbal ways to communicate no. 



::Xamples: Health effects 

Brain Teaser 
Being different is 
something we all. 
have.in common. 

Pairs activity: Have students stand and count off using a and b. · The "a"s sug
gest smoking. The "b"s refuse each time, using two verbal and two non-verbal 
methods. 

Variation: Have students use mirrors to observe themselves saying the words 
and using the expressions or gestures. Suggest that students try this at home. 

View video, part 3: Miranda tells Heather why (Step 2) 

PAUSE 3: KEY CONCEPTS 

Sayintno may be all that is necessary to refuse in some situations. 

of smoking, getting ◄ At other times, giving a reason may increase the likelihood that the person ask-
imo trouble, other ing will take you seriously and leave you alone. 

commitments. 

Poillt out that in 
~acticing steps 1 and 2, 

the students who felt 
pressured often moved 
ackwards. This is their 
!ance to move forward. 

If one reason doesn't work try another or move on to step 3. Do not get defen
sive or repeat a reason. 

Sometimes it's OK to use a believable excuse in order to save face. 

PAUSE 3: DISCUSSION/ACTIVITY 

Pairs activity: have students practice saying no and giving a reason three times, 
with the same partners and same situation. Tell students to use a different 
reason each time they refuse. Reverse students' roles. 

View video, part 4: Miranda sells another idea (Step 3) 

PAUSE 4: KEY CONCEPTS . 
◄ Selling another idea is an important way to take charge of a difficult situation. 

It means moving from a reactive to an active position. 

3 



Example: Going roller
skating would work with 

Cheryl because she 
is excited about learning 

to rollerskate. 

◄ There are no specific alternatives that work. The ideas suggested must fit the 
individual and the situation. Otherwise they will seem like unconvincing 
distractions. 

Example: Come 011. it will 
really be fun.' 

◄ . It will probably take some convincing to get friends to go along with your idea. 

Remind students that the
four steps of saying 110 ◄ 

can be med together or 
separately. 

PAUSE 4: DISCUSSION/ACTIVITY 

Have students think of an alternative idea which would appeal to their partner. 

Variations: 

Have each student list at least five things they like to do. Share these with their 
new partrier and identify common items. If none appear on their lists, have stu
dents think of a common interest or; 

Have students list at least five things they like to do. See if new partners can . 
guess at least one of the things on each other's list 

Go around the class and have each student tell one thing that their new partner 
really likes to do. 

View video, part 5: Miranda leaves (Step 4) 

PAUSE 5: KEY CONCEPTS 

This step is often not necessary. Leaving is an effective strategy when other 
options don't work or when the person being tempted can't think of what to 
say. It is better than doing something which is unhealthy or which the individ
ual will regret later. 

·,. Example: Try to get ◄ It is important to leave in a way that minimizes the chances of losing friends. 
friends to come along: 

avoid put-downs. If friend(s) don't agree to your new idea, stay positive. Let them know they 
would be welcome to join you if they change their mind(s). Let them know that 
you still like them, but you just don't like what they are doing. 

In some cases you may decide that it is OK to lose a friend. A person who tries 
hard to get you to do something. which is harmful or that you don't want to do 
may not really be a friend. 

PAUSE 5: DISCUSSION/ACTIVITY 

Have students work in groups of three to practice the last two steps. Use the 
ideas from the discussion of part 4. Have one student do the asking and one 
student resist with coaching and support from the third student. Take turns 
playing different roles. 

After 5-7 minutes ask for volunteers to demonstrate their ideas for the class. 
They should be able to do 

this without hesitation ◄ Have students quickly list the four steps to saying no. Then display the poster 
by now. "'How to Resist Pressure.·· • 

Assign worksheet Refusal Detectives to reinforce knowledge of four steps. 
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Home and Community Connedions 

-- ✓---

Evaluation 

• Send a letter to families explaining refusal techniques and 
inviting them to a celebration of student learnings. You 
may want to invite a friend from another class if a family 
member is unable to attend. 

• Examples of studerit learnings which could be included in 
the celebration: display of illustrations for sun protection 
slogans (Lesson I), smoking experiment (Lesson 3), chart 
of hypotheses about reasons for smoking (Lesson 4), per
formance of Choose to Refuse Rap (Lesson 5), taped or 
live demonstrations of refusal role-plays (Lessons 6 and 
7). If possible, coordinate this celebration with another 
school event that involves families. 

Objective I: Students identify the use of the four steps to saying no on the 
Refusal Detectives worksheet. 

Objective 2: Students demonstrate refusal steps in at least two verbal and two 
non-verbal ways during small group simulations. Students think of at least two 
alternatives that they could sell to another person instead of smoking. 

Vocabulary Challenge Words 

Peer: Someone who is part of the same group 

Pressure: A sense of being expected or forced to act a certain way 

Resis_t: To stand firm against 

Refuse: To say no; similar to resist 

Gesture: Movement of hands or other body parts 

Facial expressio11: Communication using parts of the face 

Enrichment Ideas 

Have students imagine themselves resisting pressure successfully. Suggest that 
they close their eyes to concentrate. 

Have students use body position, movement and/or sound to express the con
cept of pressure. Shape or Hsculpt" machines which produce or represent pres
sure. If students enjoy this activity, suggest sculpting resistance machines. 
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Practice refusal before Lesson 7 using the techniques. from this lesson or the 
following variation: Students stand in two lines facing each other. Those on one 
line are to apply pressure and those on the opposite line are to resist (try to put 
students who are good at resisting on that line). 

All students practice with partners from the opposite line simultaneously. Then 
willing students at the head of each line act out their roles while others listen. 
After a pair has dei:nonstrated saying no they move to the back of the line. 

Resources and Materials 

Scripts for "Yes, Lets Not!" are available from the American Cancer Society 
and can be obtained by contacting a local Unit, Division, or the National Home 
Office. 

Its Your Choice series. Santa Cruz, CA: ETR Associates, 1987. Three sets of 
three booklets on refusing smoking, alcohol, and marijuana. Each set has a 
teacher's guide, fact book and a "choose-your-own-adventure" type of story
book. (800) 321-4407. 

Just Say I Know How. Spring Valley, ·CA: Innerchoice Publishing, 1990. 
Includes refusal activities as well as-other types of skill-building and drug pre
vention activities. (619) 698-2437. Also available from ETR Associates: (800) 
321-4407. 

"Your Choice, Our Chance. " Bloomington, IN: Agency for Instructional -
Television, 1989. These videos are part of the Best Video Series. A set of 10 
15-minute videos for grades 5 and 6. Titles of videos on refusal and peer 
pressure: "Thanks ... but No Thanks" and "Good Practice Today." Teacher's 
guide has discussion and activity ideas.· (800) 421-5055. 

Here's Looking at You 2000. Seattle. WA: Comprehensive Health Education 
Founaation. (800) 323-CHEF. A nationally distributed comprehensive K-12 
drug prevention curriculum. One of the first curricula to promote refusal skills. 
Has a major refusal skills component, including videos, teacher training etc. 

Discover Skills for Life. San Diego, CA: Educational Assessment Publishing 
Co., 1989. A nationally distributed comprehensive K-6 drug prevention cur
riculum. Includes refusal and other skill-building activities. Textbook comes 

. with teacher ·s guide. 

Cessatio11 or Quittilig 

Contact local or national offices of the American Cancer Society (800) 227-
2345, the American Lung Association (212) 315-8700, or the American Heart 
Association (800) 242-8721 about resources for quitting. 
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Let's · Not!" Overview of Video on 
How to Refuse 

he video "Yes, Let's Not!" was developed as a tool to help teachers teach refusal skills and 
> motivate students to use those skills. 

earning refusal techniques helps young people to 

• avoid smoking and other harmful behaviors; 
• negotiate smoke-free ways of having fun _ 
• say no in a way which minimizes the chances of losing friends. 

1e explanation and demonstration of new steps on the video can be alternated with the 
aciice of and feedback on those steps in the classroom. The seven parts are as follows: 

1: Introduction to Miranda and the need for refusal skills. (This includes three trig
ger scenarios depicting temptation to smoke, to accept a dare and to use smokeless 
tobacco.) 

2: Miranda says no to Heather (step 1, Say no) 

3: Mir~nda tells Heather why ( step 2, Tell why) 
- . ✓---

-4: --Miranda sells a new idea ( step 3, Sell another idea) 

5: Miranda leaves (step 4, Leave) 

. . 6: Eric and Andy discuss crossing the highway ( review of steps) 

7: Henry refuses smokeless tobacco from Richie and Dominic (this is a more 
qdvanced use of refusal skills while under pressure) 

~ first six parts are designed for the 4th grade level of this curriculum. Parts 1-5 are to be 
:d with Lesson 6 and part 6 goes with Lesson 7. Video viewing is to be alternated with 
isroom activities as described in the lesson procedure. Refusal skills and video parts 1-6 
reviewed in Lesson 5, Grade 5. Part 7 belongs with Lesson 3, Grade 6. 

4th or 5th grade teacher wants to have students learn more advanced refusal strategies 
. view the video segment designed for Grade 6, it is recommended that he or she coordi
! this with 6th grade teachers and read over Lesson 3 at that level. 
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. _. For the Student 

w to Refuse 

• Say no. 

• Tell why. 

• Sell another idea. 

• Leave. 

0 

-. -

---- ... ~ ~~ . ?-------~ - 0 
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For the Student 

lirections: Write the four steps to refusal below. Then read 
le foUowing dialogue. Circle the sentences or groups of 
:ntences which illustrate a refusal step. Write the number of 
1ch refusal step on the line next to the part of the dialogue 
·here it fits. 

!fusal Steps: 

ruation: Tony is sitting in his kitchen vdth his friend Matt. They are playing a video game one evening when 
ny s mother is out. 

Matt: Your tum Tony. 

Tony: OK, what was your score? 

Matt: Thirteen hundred. 

T9ny: Pretty~good for a beginner. Here I've got something special for you. ( He holds out a beer 
-~ to Matt) 

Matt: Where did you get this? 

Tony: From the refrigerator .. Where else? Here, have one. 

..... Matt: No thanks, I don't drink. 

Tony: You mean you haven't ·yet. Tonight is the big night. 

Matt: We 'II get in trouble if your mom find.s out. 

Tony: She won't find out. There's so much beer left from my uncle's birthday party that she won't 
miss a few cans. ' 

Matt: What if she comes home early? 

Tony: She's at a movie that doesn't get out until 9:30. 

Matt: I just don't want to Tony. Maybe some other time. 

Tony: Aw, come on. It'll be fun. 

Matt: Tell you what. Let's go to the corner to the video\.arcade instead. 

Tony: I'm kinda short on change. 

Matt: I just got my allowance today so I could loan you. some money. 

Tony: Oh, all right. 

9 
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Date ______ _ 

Dear Families: 

The class is using a video, "Yes, Lets Not!" during the next two health lessons to 
help young people 

• Resist pressure to smoke or do other harmful things; 
• Have fun without doing things that are harmful; 
• Say no in a way which minimizes their chances of losing friends. 

Students will- learn and practice four steps which they can use together or separately, 
depending on the situation and the amount of pressure. 

• Say no. 
• Tell why. 
• Sell another idea. 
• Leave. 

We invite you to attend a celebration of student learnings about refusal and other 
lessons from Do It Yourself: Making Healthy Choices. Students will display and per-
form examples of their work on ____________ _ 

Thanks for your cooperation with the recent interview assignment. We hope to see 
y9u at the celebration. Please return the slip below. · 

Sincerely, 

Student's name ------------------------
I will be able to attend the health celebration -----
I will not be able to attend the health celebration -----

Signed _________________________ _ 



Choose· to Refuse! 
Objective Skill-building 
Students wilJ demonstrate the use of four refusal steps. Refusal techniques, resisting peer pressure 

Overview 
Students watch part 6 of the video, which reviews all four 
refusal steps. They then practice the steps while role-playing 
sample scenarios. The class evaluates how well the steps are 
being used. 

Teacher Preparation and Materials . 
Review 
• Tips for Role-playing in the Classroom 

• Powerful Points About How to Refuse (summary of Lesson 
6) . 

Time • Teacher version of Smoking is Not for Me 

45 minutes Copy 

Connections Across the Curriculum 
Language Arts: Refusal is an advanced form. of 
communication 

• Smoking is Not for Me, one for every two students 

Have 
• Videocassette recorder and monitor. 

• Videotape "Yes, Let's Not!" 
Social Studies: Discussion of possible cultural differences 
in manners and acceptable ways to refuse 

• Poster Hmi· to Refuse included in kit 

- ./...:.._ .. 

Procedure 

Review Lesson 6 and introduce this lesson 

Go over the Refusal Detectives worksheet from the previous lesson. 

Explain that during the next section of "Yes, Lets Not!", the scene freezes peri
odically when the question "What would you do?". appears on the screen. 
Students are to say the appropriate refusal step as fast as they can out loud (or 
to the person next to them). 

View the video, part 6: Andy and Eric discuss crossing the 
highway (review of all steps) 

Key Co11cept 

Practice helps people refuse in a real situations. 

Discussion/Activities 

Discuss the highway scene. What do students think of the way Andy got Eric 
to change his mind about crossing the highway? Discuss the ideas they thought 
about during the pauses. Do they have ideas that they like better than those 
Andy used to resist Eric? 
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Include this activity ◄ 
about Jenna and Carla if 

you feel students need 
more practice before 

doing the pair role-plays 
belo»: 

Example: Carla just ◄ 
ignored my saying no, so 

what do I say now 
(step 2)? 

Describe another non-smoking-related pressure scenario which involves girls: 

Jenna and Carla are hanging out at the mall or downtown on a Saturday after
noon in December. The stores are really busy with Christmas shoppers. Carla 
sees a CD she has been wanting but doesn't have enough money left to buy it. 
She wants Jenna to stand between the rack and the clerk so she can slip it into 
her bag. 

Have one student be Carla while you get help being Jenna from a different stu
dent for each step in the refusal process. 

Divide the class into pairs. Assign or have each pair select a scenario to use for 
practicing refusal steps. Students could refer to the list brainstormed by the 
class during Lesson 6 or could make up their own. Tell students they can refer 
to the poster if they forget a step along the way. 

Ask for volunteers to do role-plays for the class. To emphasize the fact that stu
dents are acting out roles and to connect this exercise more closely to the video
tape you could ask for a volunteer to be stage manager before each role-play 
begins. The stage manager could say "Lights, camera, action." 

After each role-play check for the presence of refusal steps. Ask what parts of 
the role-plays were convincing, which could be improved and how. End by 
complimenting students on the quality of their thought and involvement in a 
challenging lesson. 

Brain Teaser 

Smoking is easy to quit. 
I have done it 1,000 times! 

(Mark Twain) 

Use the Brain Teaser to rel'ieu· the 
concept of addiction from Lesson 4. 



Apply refusal skills to other health-related situations 

Talk about ways in which students could apply what they have learned to situ
ations involving food choices and protection from the sun. 

Do they feel any pressure to eat certain foods or not bother to.put on sunscreen 
when they an~ with their friends? 

Example: You know sunscreen protects your skin from the sun rays, but your 
friends are in a hurry to get in the pool or walk the beach. Do they sense con
flict within themselves about what they should do? 

Point out that sometimes it is necessary to use refusal skills with ourselves. 

Example: You want to have a banana split, but you have been eating a lot of 
junk food recently and you know it would be better to eat something healthy. 

Assign homework 

Have individual students fill in refusal responses on Smoking is Not for Me 
worksheet. 

Evaluation 

Students include at least three refusal steps in their role-plays. 

Students use all refusal steps when completing the blanks on Smoking is Not 
for Me worksheet. 

Home and Conimunity Connedions 

Celebration of student learnings from Do It Yourself: Making Healthy Choices. 

Vocabulary Challenge Words 

Review vocabulary as needed from Lesson 6. 
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Enrichment Ideas 

Videotape students who volunteer to role-play in front of class. 

Try another variation for role-playing pressure situations. Group students into 
teams of three or four. Have half the teams represent the person being pres
sured and half the teams represent the resister. The teams confer at each point 
in the dialogue. One team member acts as the spokesperson for the group. 
Teams can face off simultaneously or take turns acting out the dialogue in front 
of the class. 

Select one or two pairs of students to talk about the importance of refusal and 
to role-play their scenarios for a third grade classroom(s). 

Obtain "Choose to Refuse" poster from the Grade 5 Smoke-free Class 2000 
packet in your school or from the nearest American Cancer Society office. This 
clever and humorous poster is a good reinforcement of the refusal process. 

Resources and Materials 
Preve11ti.on: 

Scripts for "Yes, Lets Not!" are available from the National Home 
Office of the American Cancer Society and can be obtained by con
tacting a local Unit or Division office. 

It's Your Choice series . Santa Cruz, CA: ETR Associates, 1987. 
Three sets of three booklets on refusing smoking, alcohol, and mar
ijuana. Each set has a teacher's guide, fact book and a "choose
your-own-adventure" type of storybook. (800) 321-4407. 

Your Choice, Our Chance. Bloomington, IN: Agency for Instructional Television, 1989. A set of IO 
15-minute videos for grades 5 and 6. Titles of videos on refusal and peer pressure: "Thanks ... but No 
Thanks" and "Good Practice Today." Teacher's guide has discussion and activity ideas. (800) 421-5055. 

Just Say I Know How. Spring Valley, CA: Innerchoice Publishing, 1990. Includes refusal activities as 
well as other types of skill-building and drug prevention activities. (619) 698-2437. Also available from 
ETR Associates: (800) 321-4407. r 

Here's Looking at You 2000. Seattle, WA: Comprehensive Health Education Foundation. (800) 323-
CHEF. A nationally distributed comprehensive K-12 drug prevention curriculum. One of the first curric
ula to promote refusal skills. Has a major refusal skills component, including videos. teacher training. etc. 

Discover Skills for Life. San Diego, CA: Educational Assessment Publishing Co .• 1989. A nationally. 
distributed comprehensive K-6 drug prevention curriculum. Includes refusal and other skill-building 
activities. Textbook comes with teacher's guide. 

Cessatio11 or Quitti11g: 

Contact the local or national offices of the American Cancer Society (800) 227-2345, the American 
Lung Association (212) 315-8700 or the American Heart Association (214) 373-6300 about resources on 
quitting. 



Powe,ful Poilll~'i ... co111i1111ed 

The idea(s) suggested must fit the individual(s) involved. Otherwise it (they) will seem like 
an unconvincing distraction. 

It is likely that at least some convincing will be ,needed to get a friend(s) to go along with 
your idea. Example: "Come on; it will be really fun." · 

Step 4: Leave. 

Concepts: 

This step is often not necessary. Leaving is a good strategy when. none of the other steps 
works or when a person can't think what to say. Leaving is better than doing something 
unhealthy which an individual will regret later. 

It is important to leave in a way that minimizes the chance of losing friends. If your 
friend(s) doesn't want to come, stay positive. Say where you will be in case they change 
their mind. Let them know that you like them, but you don't like what they are doing. 

In some cases you may decide that it is OK to risk losing a friend. A person that wants you 
to do something which is· harmful or that you don't want to do ~ay not really be a friend. 
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For the Teacher 

.ole-playing is a useful technique for helping students practice refusal or other new social 
dlls. It also helps students gain insight into their own behavior or views and to learn how a 
tuation looks from another person's perspective. 

he most important thing for students to understand is that during a rol~-play, students are 
:ting; they are not behaving as they necessarily would themselves. This helps them to relax 
1d encourages nonjudgmental discussion. 

[elping students who are new to role-playing 

• Role-play with teachers/adults, or a teacher and a student who has agreed in advance. 

• Use a script(s). 

• Use simple masks, hats, or props to help students get i~to their roles. It may also help to 
have a student move to a particular spot while in a role. 

• Limit .the length of the role-play(s). 

• Begin with relatively simple, low-pressure situations. 

• Have all students role-play simultaneously. Then ask for volunteers to perform in front 
of class: . 

troducing the role-play 

, .. Define the situation, giving the time, place, and background. 

, Define the roles to be played and name the characters. Ask for volunteers for specific 
roles. 

, Agree on a signal such as "freeze," "skiddly~acks," or a clap which can be used to 
interrupt the role-plays if necessary. 

Have someone be a stage manager and say "Lights, camera, action" to define the begin
ning of a role-play. 
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Tips on Role-Playing ... continued 

Helping to keep the role-play moving 

• If students get stuck, ask them leading questions. Examples: What is the next step on 
the poster, "How to Refuse?" How else could you say it? 

• Use the agreed-upon signal to stop the role-play(s) temporarily to get it back on the 
track, get a student back in character or make comments. 

Processing a role-play after it's over 

• Make a clear break between the role-play and the discussion of role-plays. 

• Go over how the players felt in their roles. Thank them for participating. 

• Discuss what observers thought about the characters' use of refusal skills, pressure etc. 

10 



For the Student 

~irections: Fill in what JT would say. Use the refusal steps. 
1. Say no. 
2. Tell why. 
3. Sell another idea. 
4. Leave. 

r had noticed Becky since the beginning of the year. She usually sat in the back of English 
1.ass _near him and was in the same discussion group. She had long dark hair and some
mes would flash him a quick smile. One day he saw Becky on the way home from school. 

ecky: Hey there JT. How are you doing? 
f: Oh, hi Becky. 

~cky: Wasn't that story in English class a gas? 
r: It really cracked me up. I wish more of the stories we read were funny. 

~cky: Yeah. Say, I'm going to have a smoke. Want to keep me company? 
~: (step I) 

!Cky: My cousin gave me a pack of 1:ights. There are plenty to go around. 
': (step /J · 

Becky: Come on. We can go down to 
the abandoned lot. 
JT: (step 2) 

. Becky: Just try one. It's more fun to 
smoke with someone else. 
JT: (step 2) 

Becky: Come on, just one. 
JT: (step 3i 

Becky: Well, maybe some other time. 
JT: (step 3J 

Becky: I guess so. 
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Appendix B 

School-Age Smoking Questionnaire 



School-Age Smoking Questionnaire 

Please circle the number that best describes your agreement 
or disagreement for. each of the _following. 

Strongly Agree= 1 
Mildly Agree= 2 
Mildly Disagree= 3 
Strongly Disagree= 4 

1. By the end of the fifth 
grade, I think I will be 
smoking cigarettes at 
least once a day. 

2. By the end of the fifth 
grade, I will smoke 
cigarettes at least once 
a week, but not every day. 

3. By the end of the fifth 
grade, I think I will be 
smoking cigarettes some, 
but not every day. 

4. I will smoke cigarettes 
just to try it, but will 
never smoke regularly. 

5. I never plan to smoke 
even one cigarette ever. 

6. Smoking cigarettes would 
not be good for my health. 

7. Cigarette smoking could 
cause me to get cancer. 

8. Smoking cigarettes would 
help me to relax. 

9. Cigarette smoking might 
cause me to have 
breathing problems. 

10. Cigarette smoking would 
help me look cool to kids 
my age. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 



Strongly Agree= 1 
Mildly Agree= 2 
Disagree= 3 
Strongly Disagree= 4 

11. Smoke from my cigarettes 
would bother other people. 

12. Smoking cigaretfes would 
hurt my ability to play sports. 

13. Smoking cigarettes would 
make me feel guilty. 

14. Smoking would give me bad 
breath. 

15. Cigarette smoking gives 
me something to do with 
my hands. 

16. Smoking cigarettes may 
cost a lot_of money. 

17. Cigarette smoking would 
help me keep my weight 
down. 

18. If I smoke, it would 
make my clothes smell 
bad. 

19. Cigarette smoking would 
taste good. 

20. Cigarette smoking would 
help me be more popular. 

21. It is important that I 
not do things that are 
bad for my health. 

22. It is important that I 
not do things that might 
cause me to get cancer. 

23. I think being able to 
relax is i_mportan:t. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

3 4 



Strongly Agree= 1 
Mildly Agree= 2 
Disagree= 3 
Strongly Disagree= 4 

24. I think it is important 
that I avoid having 
breathing problems. 

25. Looking cool to kids my 
age is important to me. 

26. It is important to me to 
not bother other people. 

27. Being able to play in sports 
is important to me. 

28. It is important to me not 
to do things that make me 
feel .guilty. 

29. It is important to me not 
to have bad breath. 

30. It is important to me to 
have something to do with 
my hands. · 

31. I try to avoid unnecessary 
costs. 

32. I think it is important 
to keep my weight down. 

33. It is important to me not 
to have a bad smell on my 
clothes. 

34. I like having-a nice taste 
in my mouth often. 

35. It is important to me to 
be more popular. 

36. Most people who are 
important to me think I 
should not smoke. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 



Strongly Agree= 1 
Mildly Agree= 2 
Disagree= 3 
Strongly Disagree= 4 

37. My close friends think I 
should smoke. 

38. My parents think I should 
never smoke. 

39. My older brothers and 
sisters think I should 
smoke. 

40. The popular kids in my 
class think I should 
smoke. 

41. My doctor or nurse thinks 
I should never smdke. 

42. I usually want·to do what 
~eople who are important· 
to me think I should. 

43. I usually want to do what 
my clo~~ friends think .I 
should. 

44. I usually want to do what 
my parents think I should. 

45. I- usually want to do wha~ 
my older brothers and 
sisters think I should. 

46. I usually want to do what 
the popular kids in my class 
think I should. 

4 7. · I usually want to do what 
· my doctor or nurse thinks 

r· should do. 

48. I am very sure that if 
my best friend gave me a 
~igarette, I w6uld refuse 
it. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
\ 

2 3 4 



Strongly Agree = 1 
Mil~ly Agree= 2 
Disagree = 3 
Strongly Disagree = 4 

49. I am very sure that if 1 2 3 4 
brother or sister gave me 
a cigarette, I would refuse 
it. 

50. I am very sure that if a 1 2 3 4 
popular school mate gave me 
a cigarette, I would refuse it. 

51. I might smoke because it is 1 2 3 4 
hard to say no. 

52. I can find fun things to do 1 2 3 4 
without smoking. 

53. To keep my friends, I may do 1 2 3 4 
things that are not good for 
me. 

54. It is hard to say no to people 1 2 3 4 
who are important to me. 

55. I would smoke in order to make 1 2 3 4 
or keep friends. 

56. I can say no to cigarettes and 1 2 3 4 
still keep my friends. 

57. I think about the consequences 1 2 3 4 
before I decide to do 
something. 

*Adapted from Vallone (1992) 
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Scoring Guidelines for the 

School-Age Smoking Questionnaire 

To score the School-Age Smoking Questionnaire there are 

four primary subscales: 

Items 1~5 measure child's intent to smoke by the end of 

fifth grade. 

Items 6-35 measure child's attitudes toward smoking. 

Items 36-47 measure child's subjective norm toward 

smoking. 

Items 48-57 measure the child's perceptions of his/her 

refusal skills related to smoking. 

Intention to Smoke Subscale (Items 1-5) 

Subjects rate each item from one to five based upon a 

four-point scale where "strongly agree" has a value of "1" 

and "strongly disagree" has a value of "4." Based on their 

ratings of these five items,· subjects are given an intent to 

smoke scale score. This scale had a maximum score of 20, 

indicating a high intention to smoke, ·and a minimum score of 

5. An expression of agreement or a response of "1" or "2" 

to items one through three indicates an expectation of 

future smoking. A response of "3" or "4" to items four and 

five also indicates an intention to smoke in the future. 

For items 1, 2, and 3, scoring was reversed with "strongly 

agree" receiving a score of "4" and "strongly disagree" 



receiving a score of "1." This was necessary because these 

items indicate an intention to smoke. 

Item scores were summed to obtain the total score on 

the intention to smoke scale. 

Attitude Toward Smoking Subscale (Items 6-35) 

According to the Theory of Reasoned Action, attitude. 

toward a behavior is a function of a person's beliefs 

concerning outcomes of the behavior and his or her 

evaluation of- those outcomes. The subjects' attitude toward 

smoking was assessed according to their responses to item 

pairs pertaining to behavioral outcome beliefs and outcome 

evaluations. Items 6 and 21 were paired because item 6 

inquired about the subject's belief concerning the harmful 

effects of smoking on health, while item ·21 inquired as to 

how the stibject eval~ated the outcome of harmful effects on 

health. For the same reason, items 7_and 22 were paired as 

were items 8 and 23 through items 20 and 35. For each item 

pair, the product of responss~, which had a minimum·-score of 

1 and a max~mum score of 16, was computed. A low score 

indicates that the subject's attitude is opposed to smoking. 

The sum of the products of the responses on- each item pair 

was obtained for ·ea6h subject. The po~sible range of scores 

for this subscale is 15-240. 

Behavioral outcome beliefs. According to the Theory of 

Reasoned Action, behavioral outcome beliefs are a factor in 



an individual's attitude toward the behavior. In the 

present study, the subjects' behavioral outcome beliefs were 

assessed according to their responses to items 6 through 20 

on the questionnaire. A low score indicates beliefs that 

smoking leads to negative outcomes. For items 6, 7, 9, 11, 

12, 13, 14, ~6, and 18 the subjects' responses were rated on 

a four-point scale where a response of "strongly agree" 

received a score of "1" and "strongly disagree" received a 

score of "4." These items presented statements expressing 

negative outcomes of smoking. For items 8, 10, 15, 17·, 19,· 

and 20 the scoring was reversed with "strongly agree" 

receiving a score of "4" and "strongly disagree" receiving a 

score of "l." The reversal of scoring was necessary because 

these items included statements expressing the belief that 

smoking leads to positive outcomes. 

Outcome evaluations. According to the Theory of 

Reasoned Action, an individual's evaluation of the outcomes 

of smoking should be a factor in his or her attitude toward 

smoking. Outcome evaluations were assessed according to 

subjects' responses to items 21 through 35 on the 

questionnaire. The responses were from "1, strongly agree" 

to "4, strongly disagree," with low scores contributing 

toward a negative attitude concerning smoking. For items 

23, 25, 30, 32, 34, and 35 the scoring was reversed. The 

reversal of scoring. was necessary'because these items are 



paired with behavioral belief items which express perceived 

positive outcomes of smoking. 

r 
Normative Beliefs (Items 36-47) 

To determine each person's normative beliefs, items 36. 

and 42 were paired as were items~37 .and 43, items 38 and 44, 

items 39 and 45, items 40 _and ·46, and items 41 ~nd 47. The 

pairing of items was done because in· each case, the[first_ 

item of the pair inquired as to wh~ther the subject believ~s 

that a significant other approve~ of the subject's smoking. 

The second i tern of the pair inquires as to th~: su_bj ect' s 
,· - . ' .. 

motivation to comply with their perceived wish. The first 

item in each pair concerns a child's belief about whethe~ or 

not people think he/she should smoke, while th·e second item 

of the pair concerns motivation to comply with the perceived 

wishes of a ref~rent. The product of responses to each item 

pair, which had a minimum score of 1 and a maximum score of 

16 was computed. The sum of the products of responses was 

obtained for each subject. A low score means the normative 

beliefs are opposed to smoking, and a high score means the 

normative beliefs are in favor of smoking. The possible · 

range of scores for this subscale is 6-96. 

Beliefs about what others think. According to. ·the 

Theory of Reasoned Action, beliefs about what others think 

are a factor in an individual's subjective norm. these 

beliefs were assessed according to the subjects' responses 



to items 36 through 41. These items were rated on a four

point scale~ For items 36, 38, and 41, a response of 

" "strongly agr·ee" received a score of," 1" and "strongly 

disagree" received a score of "4." These i_tems express the 

belief that significant others are opposed to the subjects' 

smoking. For items 37, 39, and 40, the scoring was reversed 

with "strongly agree-" receiving a score of "4," and 

"strongly disagree" receiving a score of "1" since these 

items express the belief that significant others are in 

favor· of the subjects' smoking. 

Motivation to comply. According to the Theory of 

Reasoned Action, mot_i vation to comply with the perceived 

wishes of signif~cant others is also a factor in the 

individual's subjective norm. The motivation was assessed 

according to the subjects' responses to items 42 through 47. 

For items 42, 44, and 47 a response of "strongly agree" 

received a score of "1," while-"strongly disagree" received 

a score oj "4," since a low score constitutes motivation to 

comply with the wishes of a-. -referent who. does not believe 

that the person should smoke. For ite~s. 43, 4_5,_ ~nd 46, the 

scoring was reversed as these i tein:s present .:a. statement in 

which~- spe~ified referent is in .favor of smoking by the 

subject. 



Perception of Refusal Skills Subscale (Items 48-57) 

Items 48-57 indicate the child's perception of his/her 

refusal skills related to smoking. A low score indicates a 

perception of strong refusal skills, while a high score 

indicates a perception of weak refusal skills. Item 

responses are totaled for a minimum subscale value of 10 and 

maximum of 40. 

Total Instrument Score 

A total instrument score is obtained by adding the four 

subscale scores. The range of possible scores is 36-396. A 

low ~core indicates the child is generally negative about 

smoking, while a high score indicates the child is generally 

positive about smoking. 

*Adapted·from Vallone (1992) 
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Student Sociodemographic Questionnaire 

I. Please answer the following questions: 

1. What is your age? 

2 . What is your gender? Male Female 

3. What grade are you •. ? in. 

4 . What. is your race? White Black 

Hispanic · Other 

Asian 

II .. Please aris~er the follow~ng questions i~ the space 
provided. 

L Does your father smoke c_igarettes? Yes No 
.-

2. Does your mother smoke cigarettes? Yes No 

3. How many_ olde·-r brothers do _you.have? 

Of these, how many smoke cigarettes? 

4. How many older sisters do youi have? 

Of these, how many smoke cigarettes?- -------
5. Does your best friend smoke cigarettes? Yes· 

6. oi your four best fri~nds, how many smoke 
cigarettes? 

7 • 

8 . 

9. 

Do ·you smoke cigarettes? Yes No 

I 

Does anyone living in your house smoke? ,Yes 

If so, who does? 

Do many of your parents' friends smoke? Yes 

If so, about how many of them smoke? 

No 

No 

No 

Most of the_m, just a few of 
them. 



10. How often do you see your parents friends who 
smoke? ______ everyday, ______ every 
week, ______ every month, ______ less than 
every month. 

11. Circle the letter of the one brest answer that 
describes you the best. 

a. I smoke cigarettes just about every day, 
about ______ cigarettes per day. 

b. I smoke cigarettes at least once per week, 
but not every day. 

c. I smoke cigarettes occasionally, but less 
than once per week. 

d. I used to smoke cigarettes at least once per 
week, but I quit. 

e. I have smoked-cigarettes just to try it, but 
never regularly. 

f. I have never smoked even one cigarette. 
you choose this answer, you may skip 
questions 12-14.) 

12. How many cigarettes did you smoke yesterday? 

( If 

13. How many cigarettes have you smoked in the past 
week? 

14. How old were you when you smoked your first 
cigarette? 

15. How many students in your grade would you guess 
smoke cigarettes? 

16. Do you think most kids in your school think 
smoking is ok? Yes No 



17. How often have any of the following people ever 
offered you a cigarette? 
N = Never; 0 = Once; M. = More than once; 5 = More 
than 5 times 

a. your best frie·nd N 0 M 5 

b. other classmates N 0 M 5 

c. older children N· 0 M s· 

d. your brothers or sisters N 0 M 5 

e. your parents N 0 M 5 

f. other adults N 0 M 5 
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Parent Sociodemographic Questionnaire 

Please complete this as it relat~s to your fi.fth-grade child 
who has been asked to_. be a p·art of this study.· 

1. Per~on completing this questionnaire: 

child's mother, child's father~ other 

2. Child's date of .birth: 

Gender of child: Male Female 3. 

4 . Ethnic backgr·ound· of'. child: Wh.i te: -

Hispanic Other 

5. Age of child's mother: 

6. Age of child's father: 

Black Asian 

7. Marital status of child's parents: Single Married 

Separated Divorced Widowed/Widowered 

8 • Highest grade child's mother completed in school: 

1 2 3 4 5 6 7 8 9 10 i1 12 

After _high school: 1 2 3 4 5 

9. Highest grad~ child's father complete in s.chool: 

1 2 3 4 5 6 7 8 9 10 11 12 

After high school: 1 2 3 4 5 

10. Present occupation of child's mother: 

11. Present occupation of child's f~ther: 

12. Is your current household a two-parent household or a 

single-parent household? (Circle answer) 

13. Wh6 all currently lives in the house with ydur child: 



14. Income of family: 0-$9,999 $10,000-$19,999 

$20,000-$29,999 $30,-000-$49,999 $50,000 or more 

15. Do you smoke? Yes No 

If so, how many packs per day or week? 

If answered no· to this-question, skip questions 16-18. 

16. Do you smoke in front 'of iour child? Y~s No 

17. Have you ever tried to stop smoking? Yes No 

18. Do you wish you had never started smoking? Yes No 

19. Does anyone else living in your house smoke? Yes No 

If so, who does? 

20. Does yo~r fifth-grade child have any known 

developmental disabilities? Yes No 

If so, what kind? 

r 
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Smoking Attit~de Scale 

(Gordon & Haynes, 1982) 

Please circle the number that best describes your agreement 
or disagreement with each of the following. 

Strongly Agree= 1 
Agree= 2 
Disagree= 3 
Strongly Disagree= 4 

1 . 

2. 

I prefer that people 
do not smoke when I am 
with them. 

Cigarett~ sales should 
be restricted by law in 
the same way drug sales 
are. 

3. American citizens should 
have the right to smoke 
where and when they want 
to. 

4. Cigarette smoking helps 
people to think more 
clearly. -

5. Breathing other 1 p~opl~s-'
smoke can cause certairi 
health.proble~s. 

6. The jssue of cigarette 
smoking and its health 
efiects is really a·very 
minor one. 

7. 

8 • 

9. 

Taxes on cigarettes should 
be raised considerably to 
discourag~ smokitjg. 

Cigarette.smoking should 
not be allowed on public 
transportation. 

Cigarette smoking should 
not be allowed in public 
places .. 

1 

1 

1 

1 

1 

1 

1 

i 

1 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 



10. Cigarette smoking is a 1 2 3 4 
dirty habit. 

"How do you feel about your child smoking at the age when 
children usually start?" 

Strongly Agree = 1 
Agree = 2 
Disagree = 3 
Strongly Disagree = 4 

1. I would not want my 1 2 3 4 
child to start 
smoking. 

2 . Itl' s all right.if my 1 2 3 .4 
child doesn't smoke 
too·much. 

3. Smoking cigarettes is 1 2 3 4 
just part of growing 
up. 

4 . It's up to the child, 1 ·2 3 4 
not the parent to 
.decide. 

5. I would not allow my 1 2 3 4 
child to smoke. 
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Scoring for the Parents' ~rooking Attitude Scale 

Questions· 1, 2, 5,· 7, 8, 9, and 10 on Part A reflect 

negative attitudes toward smoking. Questions 3, 4, and 6 

on Part B reflect positi~e .attitudes. To score this 

subscale, reverse scores on questions 3, 4, and· 6, then sum 

response scor~s and divide by 10. The range of possible 

scores is 10-40. 

The secon'd group of five questions comprises Part B. 

Questions 1 and 5 reflect negative· attitudes toward smoking 

and questions 2, 3, an~ 4. reflect positi~e attitudes. To 

score this subsriale, re~ers~·scor~s_ on 4~estlons 2, 3, 4, 

sum all five responses and divided by 5. Th~·range 9f 

possi~le scores is 5-20 .. · 
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P·age 1 of 2 

Parental Consent Form 

The Effectiveness of a Smoking ·Prevention 
Curriculum in Fifth-Grade Children 

. · Thayer, W. McGahe~, RN,.-. PhD(.c). 
Medical College of Georgia 

I have· been invited to participate and allow my child 
to participate in a research study. This study is designed 
to examin~ the effectiveness of a smoking prevention 
curriculum developed by the American Cancer Society for 
fifth~gr~de childr~n. I understand that my child and I have 
been asked to pirticipate because my child is in fifth grade 
at School. I understand my child and 
r·are one of 200 families to voluntarily participate in this 
study. Thayer McGahee, a PhD candidate at the Medical 
College of Georgia will be conducting this study. 

I will be asked to complete two ·(2) forms. These will 
be (1) questions about my age, education, income, and 
smoking behaviors; (2) questions about my attitudes towards 
smoking in general and towards my.child smoking~ My 
participation in this will require approximately 15 minutes 
of my time. 

My chi!d will be asked to complete two (2) forms also. 
These wil)./be (1) questions about his/her smoking behaviors 
and the.,,.--smoking behaviors of older people; and ( 2) questions 
about.~is/her atti~udes towards smoking, people who think 
he/spe should smoke or not, and intentions to smoke in the 
future. My child will also be asked to attend five, 1-hour 
dlasses design~d to prevent smoking. These classes will be 
taught by Thayer McGahee in my child's cl~ssroom at school. 
Approximately four weeks after these classes, my child will 
be asked to complete the second form again~ 

My child and my participation in this study is 
voluntary. My child and I may, at any time, decide to stop 
participation-in this study. My child's grades at school 
will in no way be affected by whether or not we participat~. 
I understand that there will be ne'i ther payment made to me 
for participation in this study, rior payment made to the 
researcher. 

There are no known physical, financial, or legal risks 
involved in this study. I understand the potential benefits 
of this study are the:prevention 6f smoking behaviors in 
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children. Another· benefit is that children who already 
smoke may decide to stop. 

I understand that what my child and I say and how we 
respond on the questionnaires and all other aspects of our 
involvement in the study will be strictly confidential. Our 
names will not be used on any papers and we will be 
identified by a number only. ~y. consent and child's ·assent 
forms will be kept iri a locked file cabinet. If results of 
this study are published, my child and I· will not _be 
personally identified. There will be no disclosure of an 
individual's results of .the study unless required by state 
or federal law. 

I understand that Mrs. McGahee_ may contact me at a 
later date for possible follow-up information from this 
study or a new study related to this one. 

I understand that Thayer'McGahee can be reached at 731-
0133 and will answer any questions I have at any time about 
the study or the forms. I understand that I may call Dr. 
George Schuster at 721-2991 if I have any questions about my 
rights as a research subject. The principal 0£ my child's 
school will be available as my child's advocate related to 
th.1.s study. 

The risks and benefits ~o me if· I participate in this 
study have been ~xplai~ed~ I have had the chance to ~sk 
questions and~these have been answered. I her~by consent 
for my child and me to participate in this study_. 

Parent or Guardian's Signa~ure*. 

Witness' Signattire 

Signature of Investigator Obtaining 
Consent 

Date 

Date.· 

Date 

*The individual above verifies that he/she is the natural 
parent and/or legal guardian of 
and as such has the legal authority to consent to the study 
outlined above. 
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Parental Consent Form 

The Effectiveness of a Smoking Prevention 
Curriculum in Fifth-Grade Children· 

Thayer W. MdGahe~, -R~; ~hb(c) 
Medical College of Georgia 

I have been invited to participate and allow·~y child 
to participat~ iri a research study. This study is designed 
to examine the effectiveness-of-a ~rooking prevention 
curriculum developed by the Ameri~an Cancer Society for_ 
fifth-grade children. I ~nder~tand that my child and I have 
been asked to participate because ~Y child is in fifth grade 
at Elementary Schoo.:J... I u_nderstand my .child and I 
are one of 200 fa-miLi.es to volunta~,iiy: p:art_icipate: in this. 
study. Tfiayer McGahee; a PhD candidate at the Medical 
College of Georgia will be conducting this study. 

I will be asked to complete two (2) forms. These will 
be (1) questions about ~y age, education, income, and 
smoking behaviors; (2) questions about my attitudes towards
smoking in general and towards my child smoking. My 
participation in this will requi~e approximately 15 minutes . 
of my time. 

My child will be asked ~o cbmpiete two (2) forms also. 
These will be (1} qtiestions about his/her smoking behaviors 
and the smoking behaviors of older people; an~ {2} questions 
about his/her attitudes towards smoking, people who think 
he/she should smoke or not, and intentions to smoke in the 
future. My child will also be asked to attend five, 1-hour 
classes designed to prevent smokirig. These classes will be 
taught by Thayer McGahee ·in my child's classroom at school. 
Approximately four weeks after these classes, my child will 
be· asked to complete the second form again. 

My child and my participation in this study is 
voluntary. My child and I may, at any time, decide to stop 
participation in this study~ My child1 s grades at school 
will in no way be affected by whether or not- we participate. 
I understand that there will be neither payment made to me 
for participation in this study, nor payment made to the 
researcher. 

There are no known physical, financial, or legal risks 
involved in this study. I understand the potential benefits 
of this study are·the prevention of smoking behaviors in 
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children. Another benefit i~ that children who already 
smoke may decide to stop. 

I understand th~~ what my child and I say and how we 
respond on the questionnaires aqd. all other aspects of our 
involvement in the study will be _strictly confidential. Our 
names will not··be used 6n ariy papeis and we will·be 
identified by -·a number only. _My consent' and child's assent 
forms will be kept in a locked file cabinet. If results of 
t~is study are publishe~,- ~y ·child and I will not be 
personally identified. "There ·will be no disclosure of an 
individual's results of the~study unless required by state 
or federal law. 

I understand that.Mrs~ McGahe~ m~y corttact me at a 
later date for, poss,:ible:· follOW"':'."Up ,information from this 
study or a n·ew study related to this one. 

I understand that Thayer McGahee can be reached at 731-
0133 and will answer any questions I have at any time about 
the study or the forms. I understand that I may call Dr. 
George Schuster at 721-2991 if I have any questions about my 
rights as~ research subject. The p~incipal of my child's 
school will be available as my child's advocate related to 
this study. 

The risks and benefits to me if I participate in this 
study have been explained. I have had t~e chance to· ask 
questions and these have been answered~ I hereby consent 
for my child and me_ to participate in this study. 

Paren~ or Guardian's Signature* 

Witness' Signature 

Signature of Investigator Obtaining 
Consent 

Date 

Date 

Date 

*The individual above verifies that he/she is the natural 
parent and/or legal guardian of 
and as such has the legal authority to consent to the study 
outlined above. 
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Parental Consent Form 

The Effectiveness of a Smoking Prevention 
Curriculum in Fifth-Grade Children 

Thayer W. McGahee., RN, PhD ( c) 
Medical College of Georgia-

. , 

I have been.invited ·to participate and allow my child 
to participate in a research study. This study is designed 
to examine the effectiveness of a smoking prevention 
curriculum developed by the American Cancer Society for 
fifth-grade children. I understand that my child·and i have 
been asked to participate because my child is in fifth grade 
at 

Elementary School. I understand my child and I are 
one of 200 families to voluntarily participate in this· 
study. Thayer McGahee, a PhD candidate at the Medical 
College of Georgia ~ill be conducting this study. 

I will be asked to complete· two (2) forms. These will 
be (1) questions about my age, education, income, and 
smoking behaviors;· (2) questions about my attitudes towards 
smoking in general and towards my child smoking. My 
participation in this will require approximately 15 minutes 
of my time. 

My child will be asked to complete two ( 2) forms ·a1s9. 
These will be (1) questions about his/her smoking behaviors 
and the smoking behaviors of older people; and (2) questions 
about his/her attitudes towards smoking, people who think 
he/she should smoke or not, and intentions to smoke in the 
future. Approximately four weeks later, my child will again 
be asked some questions about smoking. My child will 
complete these forms at school. 

My child and my participation in this stµdy is 
voluntary. _My child and I may, at any. tiine, decide to stop 
participation jn this study. My child's grades at school 
will in n6 way· b~ affected by whether·or not we participate. 
I understand that there will be neither payment made ·to_rrie 
for participation in this stu_dy, nor payment made to the. 
researcher. . 

There are no-known physical, financial, or legal risks· 
involved in this study .. I Qnder$tand the potential benefits 
of this study are the prev~ntio~ of· smokipg behaviors in 
children. Another benefit ~s that children ~ho already 
smoke ~ay decide to· stop. 
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I understand that what my child and I say and how we 
respond on the questionnaires and all other aspects ·of our 
involvement in the study will be strictly confidential. Our 
names will not be used _on any papers and we·will be 
identified by a number only. My consent and child's assent 
forms will be kept in a locked file cabinet. If results of 
this study are published, my child and I wtll ·not be 
personally identified. There will be no disclosure of an 
individual's results of the study unless required by state 
or federal law. 

I understand that Mrs. McGahee may contact-me at a 
later date for- possible follow-up information from this 
study or a new study related to this one. 

I understand that Thayer McGahee can be reached at 731-
01j3 and will answer any questions I have at any time about 
the study or the forms. I understand that I may call Di. 
George Schuster at 721-2991 if I have any questions about my 
rights as a research subject. The principal of my child's 
school will be available as my child's advocate related to 
this study. 

The risks and benefits to me if I participate in this 
study have been explained. · I have had the chance to ask 
questions and these have been answered. I hereby consent· 
for my child and me to participate in this study. 

Parent or Guardian's Signature* 

Witness' Signature 

si·gnatu·re of Investigator Obtaining 
Consent 

Date 

Date 

Date 

*The individual above verifies that he/she i~ the natural 
parent and/or legal guardian of 
and as such ·has · the legal au tho.ti ty to co·nsent to the study 
outlined above.· 
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Parental Consent Form· 

The Effectivehess of a Smoking Pr~~ention 
Curriculum in Fifth-Grade Children 

Thayer W. McGahee, RN,. PhD(c) 
Medical College of Georgia 

I have been invited to participate and allow my child 
to participate in a research study. This study is designed 
to examine the effectiveness of a smoking prevention 
curriculum. developed by the American Cancer Society .for 
fifth-grade children. I understand that my child and I have 
been asked to participate -b~cause my_child is ~h fifth grade 
at _ Elementary School. I· unders·tand my child 
and I are one of'200 families~to v6luntarily participate in. 
this study. Thayer McGahee~ a PhD ~andidate ~t -the-Medical 
College ~f Georgia will be conducting this study. 

I wi11 ·:6e asked to complete two (2) forms. These will 
be (1) questions about my age, education, income, and· 
smokirig behaviors; (2) questions ab6ut my attitudes towards 
smoking in general and towards my child smoking. My 
participation in this wiil require approx~m~teiy 15 minutes 
o·f my time. · · · · 

My child will be asked to complete two (2) forms also. 
These will be '(1) questions about his/her smoking b~ha~iors. 
and the s~oking beh~viors of older people; and· (2) questions 
about his/her attitudes towa~ds smoking, people who think 
he/she should smoke or not, and intentions to -smoke in the 
future. Approximately four weeks later, my child will again 
be asked some questions about smoking. My child will 
complete these forms at school. 

My child and my participation in this study is 
voluntary. My child and I may, at any time, decide to stop 
participation in this study. My child's grades at school 
will in no way be affected by whether or not we participate. 
I understand t:hat there will be neither payment made to me 
for participation in this study, nor payment made to the 
researcher. 

There are no known physical, financial, or legal risks 
involved in this study. I understand the potential benefits 
of this study are the prevention of smoking behaviors in 
children. Another benefit is that children who already 
smoke' may decide to stop. 
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I understand that what my child and I say and how we 
respond on the questionnaires and all other aspects of our 
involvement in the study will be strictly confidential. Our 
names will not be used on any papers and we will be 
identified by a number only. My consent and child's assent 
forms will be kept in a locked file cabinet. If results of 
this study are published, my child and I will not be 
personally identified. There will be no disclosure of an 
individual's results of the study unless required by state 
or federal law. 

I underitand that Mrs. McGahee may contact me at a 
later date for possible follow-up information from this 
study or a new ~tudY:···related to this one. 

I understand thai Thayer McGahee can b~ reached at 731-
0133 and.will. ans~er any questions I have at ~ny time about 
the study or the forms. I-understand that I may call Dr. 

- George·s6huster at 721-2991 if·I have any qciestions_about my 
~ights as a research subjet~. The principal of·m~-child's 
school ~ill be available as my child'~ advo~ate related to 
this study. 

The risks and benefits to me if I participate in this 
study have been explained. I have had the chance to ask 
questions and.these have been answer~d~ I hereby consent 
for my child and me to participate in this study. 

Parent or Guardian's Signature* 

Witness' Signature 

Signature of Investigator Obtaining 
Consent 

Date 

Date 

·Date 

*The individual above verifies that he/she is the natural 
parent and/or legal guardian of 
and as such has the legal authority to consent to the study 
outlined above. 
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Child Assent Form 

The Effectiveness.of a Smoking:Prevention 
Curriculum in· Fifth-Grade Children .. 

r 

Thayer W. McGahee, RN, PhD(c} 
Medical College of Georgia 

I am being asked to be in a research study, but before 
I decide to be in it, I·am being given information and a 
chance to ask any questions I may have about it~ 

The person in charge of_ this study is Thayer McGahee. 
She is a nurse who would like to teach me about what 
cigarette smoking does to my body~ and help me learn ways to 
not smoke. 

The reason I am being asked to be in this study is 
because I am in the fifth grade, and Mrs. McGahee would like 
to teach these things to all the fifth-graders at my school. 

If I am in this study, I will be asked to fill out 2 
forms. One will be questions about my smoking behaviors and 
the smoking behaviors of other people. The second one will 
be about my attitudes toward smoking, people who do and do 
not think I should smoke, and my intentions to smoke in the 
future. I will also be asked to attend 5 classes about 
cigaret~e smoking in my classroom at school. 

I understand that my participation in .this study is·, 
voluntary. My written.answers to questions and things I say_ 
in these classes will be strictly confidential, unless 
required to be disclosed by state or federal law. 

My parents and my teacher will not even see my answers 
to the questions on the forms. My grades in sch~ol will not 
be affected by my participation _in thts study, and there 
will not be a gra~e given for being in this study. 

My parent/guardian knows about this ·study and agrees 
that I may be in it. 

I have read this document and it has been explained to 
me. I have had an opportunity to ask questions and they 
have been answered tQ.my satisfaction. If I have ·any 
further qu.estions, I may qall Thay.er McGahee at 731-0133. 
With .this understanding,-. I hereby con·sent to- participate in 
this study. 



Subject's Signature 

Parent or Guardian's Signature* 

Signature of Investigator Obtaining 
Consent 

Witness' Signature 
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Date 

*The above individual verifies:that he/she is the natural 
parent and/or guardian_.of 
and as such has legal authority to consent to the,study 
outlined above. 



Subject's Sigriature 

Parent or Guardian's Signature* 

Signature of Investigat~r Obtaining 
Consent 

Witness' Signature 
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Date 

*The above individual verifies that· he/she is the natural· 
parent and/or guardian of 
and as such has legal authority to con~ent to the study 
outlined above. 
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Dear Thayer, 

JOSEPH VALLONE 
56 s. Howell Avenue 
Farmingville> NY 

. 11738-1141 . 

Thank you for your recent telephone call and request 
for information on my dissertation. I apologize for the 
delay in responding, but I received your call on Friday 
and weekends are very busy for me as I am employed at a 
local Country club. During the school year 1 am an Adjunct 
Assistant Professor at two community colleges, but my 
weekends continue to be taken up at the club. This should. 
explain why I would be more than willing to relocate to 
your area for a fulltime position. 

To answer your question about items' 6 Re 7, as you know, 
a dissertation must be approved by a three member committee 
before the orals. It was thought that items 6 Re 7 as well 
as item so should be included in the questionnaire even 
though they were not part of the regression. analysis. Those 
items did not contribute to the attitude toward behavior 
or subjective norm. 

I hope this answers your question. You may·call any 
time. 

Sincerely, 

P. Vallone 
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RICHMOND COUNTY 

KENNETH J. ECHOLS, SR. 
President 

2083 Heckle Street 
· Augusta, Georgia 30904-4295 

(706) 737-7200 

CHARLES G. LARKE, Ed.D, 
Superintendent 

TO: Selected Elementary School Principals 

FROM: Virginia C. Brad'shaw .~ 

DATE: March 17, 1997 

SUBJECT: Non-Smoking Curriculum Research 

BOARD OF EDUCATION 

VIRGINIA C. BRADSHAW, Ph.D. 
Assistant Superintendent 
for Instructional Services 

Thayer McGahee, a student at the Medical College. of Georgia, has .been given permission 
. to conduct a study using a Non.;.Smokirig Curriculum for Fifth Grade which she has 
developed. In the near future; she will contact you to explain the procedures and schedule 
the classes. 

We thank you for your willingness to participate in this worthwhile project and are 
confident our students will benefit from the experience. 

cc: Thayer McGahee 
Medical College of Georgia 



1Qcli.mona County 

Curriculum/ 
Staff 'Development Center 

March 17, 1997 

Dear Elementary Principal: 

804 ~tlu.ri.ne Strut 
Jtugusta, gJil 30904 

.f)Lugusta, (jeorgia 

706-737-7270 
7t»C · 706-667-9374 

In cooperation with the a research project being conducted by a Ph. D .. candidate (Mrs. Thayer 
McGahee ) at the Medical College of Georgia, your assistance is being requested. The project will 
involve testing the efficacy of a smoking prevention curriculum developed by the American Cancer 
Society using fifth grade students in your school. The research will require the use of from 2 - 6 
class periods of instructional time with fifth grade students depending on the research group your 
school is assigned. The activities in this research are related to objectiveH17 in the Richmond 
County Curriculum Draft and objectives 25, 26 and 27 in the Georgia QCC. 

Mrs. McGahee has received approval from Dr. Virginia Bradshaw to conduct this research in 
Richmond County. If your permission is granted, please sign the enclosed agreement and return it 
to Mrs. McGahee in the self addressed stamped envelope by Tuesday, March 25, 1997. If you 
have any questions, please feel free to contact Mrs. McGahee at 706 - 731 - 0133. 

After receiving your permission, Mrs. Mcgahee will set an appointment with you to discuss the 
details of the research procedures and the timeline. 

Sincerely, 

Joe Moore 
Coordinator of Science, Health and .Physical Education 

cc: 
Dr. Virginia Bradshaw, Assistant Superintendent For Instruction 

· Mrs. Gale Sitton, Director of Curriculum and Staff Development 

Cliarus (j. Lar{(J,, 'Ll'D. 
Superintendent 

(jak 'D. Sitton 
'Director of Cu:rruulu.m/Staff 

'Der1ef.opnimt 

'lli.rgi.nia C. '.Bradsliaw, Pn.'D. 
Jlf.ssistant Superintentunt 

for Instruttilm 



ED J. GRISHAM 
Superintendent of Schools 

ROY J. YELTON 
Assistant Superintendent 

BETTY B. CULPEPPER 
Assistant Superintendent 

GWENDOLYN C. ROUNTREE 
Assistant Superintendent 

MEMO 

P.O. Box 957 • (706) 595-1918 • 
Thomson, Georgia 3~24 

716 N. Lee Street 

TO: Administrators - Norris Elementary and Dearing Elementary 

FROM: Betty Culpepper, Ed.D. 
Assistant Superintendent for Instruction 

Re: Drug-Free Schools Study 

Date: February 28, 1997 

DAVID L. RUEHLE, President 
LUTHER WILSON, Vice President 
BOB KEITH, JR. 
D. E. "SKEETTER" McCORKLE, JR. 
SAMMY McCORKLE 
BEA HART MOSS 
THOMAS J. NEAL, JR., D.M.D. 

A student at the Medical College of Georgia has contacted me about conducting a study 
on the implementation of a Non- Smoking ·Curriculum for Fifth Grade. I have given my 
permission for Thayer McGahee to distribute surveys and gather data on this project, 
entitled "The Efficacy of a Non-Smoking Curriculum for Fifth Grade". 

I think you are all aware that smoking, as well as the use of other addictive drugs and 
alcohol, is not only increasing, but the age of the students who are involved in these 
activities is getting younger each year. I believe this is a worthwhile project, and feel we 
should cooperate. 

Tha."lk you for your cooperation. 

cc Thayer McGahee 
Medical College of Georgia 
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Human Assurance Committee 
Institutional Review Board 

Ap:i:: il 3, 1997 

Thayer Wilson McGahee, PhD(c) 
234 East Vinel.and Road 
Augusta, GA 30904 

RE: The Efficacy of a Smoking Prevention Curriculum 
in Fifth-Grade Children 

APPROVAL DATE: April 2, 1997 
FILE NUMBER: 97-02-180 

Dear Ms. McGahee: 

The HUMAN ASSURANCE COMMITTEE has reviewed and approved ·the above referenced . 
project in accordance with the DHHS policy and the institutional assurance on 
file with the DHHS. 

The Committee would like to call your attention to the_ following obligations as 
Principal Investigator of this study.· Under the terms of our approved 
Institutional Assurance to the:De~artment of Health and Human Services, you 
must provide us with a progress report at the-termination of the-study, or at 
the annual anniversary date of this approval, whichever comes first. If the 
study -will b~ coritinue·d beyond the initial year, an annual:· re:vi.e~ by the HUMAN 
ASSURANCE COMMITTEF is re··~.,ired,· ,,d.th a progress report · coh.stituting an 
impoi:tant pai:t of the i:·eview. The Committee ·.-; ... .:.~:._ ·:::.otify you of the anniversary 
report by sending you an HAC-107 form for co~pletion. 

If patients are to be research subjects, as Principal Investigator, you must 
insure that all medical records contain appropriate indication of study 
participation, as specified: in. the Medical College '.of Georgia, s P'olicy and 
Procedures Guidelines (i.s;o, 3/17/95). 

If VA patients or facilities are involved in this study, you must also have a 
letter of approval from the VA Research & Development Comrni ttee prior to 
involvement of VA patients or facilities. 

Sincerely yours, 

0-------. 
Georges. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

Augusta, Georgia 30912-4810 (706) 721-3110 
An Affirmative Action/Equal Opportunity Educational Institution 
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To: Parents ofFifth Graders-
From: 
Re: Smoking Prevention Research 
Date: March 31, 1997 

Thayer McGahee, a student at the Medical college of Georgia, has been given permission to 
conduct a study intended to prevent smoking in children. She needs your permission in order for 
your child to participate. Your child's involvement will occur during school hours. 

If you agree to allow your child to participate, please sign and complete the enclosed forms and 
questionnaires. Your responses are important to her study. Please have your child return the 
consent form and questionnaire in the attached envelope to hislh~r teacher tomorrow. 

Thank you for your willingness to participate in this worthwhile project. We are confident ·our· 
students will benefit from this experience. 

'·· 

,.• 
, .. 

.. . · 




