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Abstract 

There is a dearth of smoking research involving young children despite the 
knowledge that the developmental process begins in early childhood. This paucity 
hinders the development of effective smoking prevention strategies, which need to 
be based on an accurate understanding of the perspectives of the target group. 
Therefore basic research is required, to discover where primary schoolchildren are 

at in their thinking about smoking before any potent anti-smoking initiatives can 
be devised. Such an endeavour however, is exacerbated by the lack of appropriate 
methods of data collection for this particular age group. 

The aim of this research study was to explore the perspectives that Liverpool 

primary schoolchildren in their early years (four to eight years of age) have about 

smoking by examfift the beliefs, knowledge, perceptions and behavioural 

intentions that inform their attitudes about the habit and subsequently, to assess 

any changes in these fiwtors over time. This work not only provides the 

understanding and insight fimdamental to the development of proactive health 

promotion programmes aimed at tackling the increasing prevalence of smoking 

among local children but also the empirical evidence needed to fdl the significant 

gap in the existing literature on smoking as well. 

To achieve these ai ,a multi-method, child-centred participatory approach was 

used. This between-methods triangulation included questionnaffes, The Draw and 
Write Technique, semi-structured interviews and focus group interviews. For the 

cross-sectional study, a representative sample of primary schoolchildren in their 

early years from wards of varying socio-economic status participated. All were 
involved in the quantitative method and a subsample partook in the qualitative 

methods. For the longitudinal study, the same research design was used to track 

one birth cohort - the ch&lmn from Reception for a period of three yeam to 

document any changes in perspectivq over time. 
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The research findings from both studies demonstrated that the children in this 

investigation had considerable understanding about the nature of tobacco smoke, 
had as yet to take up the habit and generally expressed little intention to smoke in 

the future. Their perspectives were predominantly negative, very stable and 

relatively homogenous. They were grounded in a broad knowledge base that was 

primarily influenced by cognitive development and socio-cultural experiences. 
They acknowledged the importance of the fianily and perceived parents to be both 

preventers and promoters of the habit. The children also harboured some 

misconceptions, believing that the health implications from smoking were far 

greater for children than adults. This belief has cultivated a widespread notion 

that king is an intrinsic part of adulthood. 

The study findings have substantive implications for the development of proactive 

smoking interventions in primary schools. The results suggest that any prevention 

strategy devised must be impkmxmW as early as possible in the school 

curriculum, that it should be developmental in nature and more than knowWW 

based. A gmss roots approach, one that fosters empowerment tbrough the active 

involvement of the children in both the development and implementation of the 

strategy, in collaboration with the school, the home and the community is 

recommended, as this work has confirmed that children in their early Yew can be 

reliable and valid participants in the research process. 
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One hundred yeam from now 
It will not matter 
What kind of car I drove, 
What kind of houce I lived in, 
How much money I had in my bank account, 
Not what my clotheg looked like, 
But the world may be a little better 
Recau-qe I wag important in the life of a child. 
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CHAPTER ONE 

ITYMODUCTION AND REVIEW OF LY]rERATURE 

1.1 Introduction 

The overall purpose of this research study was to generate a comprehensive 

overview of the perspectives that Liverpool schoolchildren in their early years 
(four to eight years of age) had Aout smoking by examining the beliefs, 

knowledge, perceptions and behavioural intentions that informed their attitude 

about the habit and subsequently, to assess any changes in these factors over time. 

Ultimately, this work will fill a significant gap in the smoking literature and 

provide knowledge and understanding essential for the development of proactive 
health promotion initiatives aimed at combating the increasing prevalence of 

sd0king among local young children. 

1.2 Chapter Overview 

This first chapter outlines the rationale for conducting this research. It describes 

the contextual background within which the fiumework of the study is set and it 

and reviews the literature relevant to understanding the nature of the 

research in question. Further, it presents diverse models, approaches and concepts 

of importance in the realm. of smoking, health education and children's 

perspectives ýas well as citing examples of good practice. It documents the 

significant gaps in the literature that the resultant find s of this study will aim to 

rectify and lastly, it delineates the overall structure of the thesis. 

13 Contextual Background 

Since the 1950's, there has been a heightened. awareness of the adverse effects of 

tobacco and this has led to the development of a global view that smoking is the 

single most important causal fitctor of premature adult death (Crofton and Don, 
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1996). Tobacco, heeded as a growing epideinic is responsible for about 3 million 
deaths per year (Wald and Hackshaw, 1996) and 'unless tough actions are taken 

immediately, [it] will prematurely claim the lives of about 250 million children 

andyoungpeople alive today' (W. H. O., 1998: 1). 

Whilst compelling scientific evidence linking tobacco smoke to lung cancer has 

resulted in a decline in the prevalence of smoking among adults, there has been 

little change evident in the patterns of young smokers in developed countries over 

the last decade (OPCS, 1994; Reid, 1996). According to recently released official 
figures, it would seem that there has actually been a dramatic increase in the 

number of children who smoke. Almost 70*/o more children are smoking today as 

compared to 10 years ago (Warden, 1998). This gives rise to considerable cause 
for concern, in view of the fiict that the continued initiation into smoking by 

young people is occurring in the midst of a prolikTation of pervasive anti-smDking 

campaigns aimed specifically at them. Smoking, now considered to be 'a 

paeditwic epidemic'(Perry et al., 1994), is a major dilemma for the public health 

movement and their challenge, in essence, has become the development of 

effective means to deter children from starting to smoke. 

1.4 Government Initiatives 

A concerted effort to address the scourge of tobacco, by the prevention of 

smoking and the reduction of its prevalence has progressed into one of the most 

studied areas in the field of health (McGuffin, 1982). In &ct, the issue of tobacco 

has become so important that it can be found on the political agenda at all levels 

of government. 

In The Hath of the Nation White Paper (Deparfinett of Health, 1992), smoking 

targets (to reduce smDking prevalence of 11-15 year olds. by at least 33% by 

1994) were clearly delineated but unfortunately not nwt. In the current 

Government's Green Paper, Our Healthier Nation: A cono-act for Health, their 

new broad-based philosophical approach to heakh targets four priority am for 
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improvement, two of which are smoking related: heart disease (to reduce death 

rate of under 65's by one third) and cancer (to reduce death rate amongst under 
65's by one fifth). In addition, the healthy school, with its focus on children, has 

been earmarked as one of three settings for action (Department of Health, 1998). 

At present, we await the release of the Government's 9%ite Paper on Tobacco 

Control in which one of the key priorities for action will be '.. to prevent the 

youngfirom starting to smoke(Baroness Jay of Paddington, 1998: 239). 

Endorsement for the Government's commitment to smoking prevention in the 

young was promulgated by Baroness Blackstone, the Minister of State, 
Department for Education and Employment in her statement that education is to 
be 'a key component of the overall strategy to reduce smoking' (ASH, 1998a: 11). 
Education is also the vehicle of action through which the Government is 

i to combat drug misuse. According to the recently released 
Government's White Paper on Tackling Drugs to Build a Better Britain (1998), 

one objective is to increase levels of knowledge of children as young as 5 about 
the risks and consequences of drug misuse. '77se move into primary classrooms is 

part of a 10 yvar anti-drug strategy... ' (Craig, 1999: 1) that applies to tobacco as 
well. Called a 'gateway' drug, smoking cigarettes is often considered to be a 
precursor to other substance misuse (DWIL 1996). 

1.5 Load Initiatives 

At the local leveL smoking and its consequences to health has become an item of 

priority as well. Lung cancer has now become a key health issue for the city of 
Liverpool (Liverpool City Health PhA 1995) and the unique post of Smoking 

Prevention Co-or&iator, to oversee the strategic approach to smoking prevention 

across the city, has been iI nented. . Furthermore, the Roy Castle Foundation 

bternational Czntre for Lung Cancer Research, the &A centre of excellence of its 

kind concentrating research efforts on lung cancer, tobacco control and health 

promotion in primary schoolchildren is situated in the city of Liverpool. 



1.6 Prevalence Of Smoldng 

It is widely accepted that few people commence smoking in adulthood. Children 

and young people are being targeted for recruitment by the tobacco companies, to 

replace the 120,000 UK smoking-related deaths that occur yearly (Roy Castle 

Foundation, 1998). Current research has concluded that 450 children start to 

smoke M Great Britain, each day (Royal College of Physicians, 1994). About 390 

000 young people aged II- 15 were regular smokers in 1996 (Warden, 1998) and 

at least half of them will ultimately die as a result of the habit (Zatonski et al., 
1997). 

Tbe rates of smDking among Britain's teenagers are at the highest ever with 40% 

of boys and 50% of girls having tried smoking by age thirteen (ASH, 1996). 
According to national data compiled by the Health Education Authority, 23% of 
children have tried to smoke by age II (Walters and Whent, 1995) and by age 15, 
30% are regular smokers (Jarvis, 1997). 

Locally, in the city of Liverpool, where both the prevalence of adult smoldn and 
the king cancer rates are some of the worst in the country (Mersey Regional 
Can= Registry, 1993), a recent survey entitled Healthy Lifestyles in Liverpool 
1994-95 found that the percentage of 10 and II year olds smoicing is 20/6 higher 
than the national average which is 17% for boys and 3% higher than the national 
average which is 13% for girls (Dawson, 1995). 

The age of onset also contimies to decline (Baugh et al., 1982; Meier, 1991). 
Although studies Ax)w that few chilcbren younger than nine years of age are 
regular smokers (Oei et al., 1990), emerging research seems to indicate that initial 

expez with cigarettes is, at times occurring between the ages of five mid 
eigbt years (Tucker, 1997). OPCS stostics reved that 20A of children have tried 
to smoke before the age of six (Royal College of Physicians, 1992). 

This propensky towards tryi% cqprettes at an earfier age (OcL Fae and Sflva, 
1990; Van Kammen et aL, 1991; Flay, 1993) is significant because it can 

4 



jeopardise health in later life (Gillies et al., 1987; Jurs, 1990; Chassin et al., 1991; 

W. H. O. and Chollet-Traquet, 1992; Young, 1992), as the younger individuals 

become regular smokers, the earlier the emergence of smoking-related diseases 

(Royal College of Physicians, 1992). 

In a recently released bulletin, the Health Education Authority cites medical 

research that illustrates conclusively that damage to the lungs and heart begins 

with the initial cigarette smoked (HEA NEWS, 23 July 1998). It also potentially 

predisposes children to acquiring a Iffelong habit (Wilkinson, 1986), as early use 
increases the likelihood of continual use (Murray et al., 1988; Armstrong et al., 
1990; Chassin et al., 1990). Moreover, it would seem that these individuals tend 

to be heavier smokers (Factsheet, nd. ) and find it more difficult to give up the 

habit (Department of Health, 1996). 

1.7 The Development of Smoldng 

Smoking is a habit generally associated with adolescence or adulthood, but the 

process of becoming a smoker originates in childhood via the mechanism of 

primary .iiin. 
Both Bewley (1977) and (1995) contend that 

chikhvn show a very early interest in smoking, a premise supported by Baric and 
Fisher (1979) in their innovative study on smoking and primary socialisation in 

children under 5 years of age. Their research revealed that 3 out of 4 children 

were aware of cigarettes before their fifkh birthday regardless of parental smoking 

habits. Many had handled cigarettes, played games with them mid on occasion, 

had experimented with them, 

The initiation of smoking behaviour has been described as a developmental, multi. 

stage procm (Leventhal and Cleary, 1980; Flay et al. 1983). Them appears to be 

much agreement in the literature (Stem et al., 1997; Murray et al., 1988; Swan et 

al., 1999; Royal College of Physicians, 1992; Flay, 1993) that this complex 

process, Afich takes several years to evolve, does so through several stages. 
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Endorsement for this premise is provided by the theoretical causal model of the 

major influences on stages of smoking behaviour depicted below. 

Figure 1: A Model For the Major Influences and Their Relative Strengths, On 

Smoking Behaviour (Flay et al., 1983) 

1.7.1 Stages of Smoking 

As delineaW in the mo&L the suiges of smoking that kad to laduk' smoking 

behaviDiur inchide the fbHowing: 

ftUNEgM Or f trgalemidaft where attitudes, befieft and intentions to mmke 

are fortned and modified. At this point cWkhvm who are generally in their efflY 

yvars, have not reaffy stated to think about smoking and as M are unawwe of 

the positive aspects of pstaking in the habit. Tbrough vWsure to cigarettes, they 

learn the nuances of smokin and are asshnilating the numagm filom signfficant 

6 



others who smoke. This enables them to become informed about the nature of the 
habit and ultimately, cultivate their attitudes and beliefs about smoking (Leventhal 
& Cleary, 1980). 

The second phase of this initial stage is known as Antic&-tion or CouLcm-plation 

where children start to think about smoking, perceive some positive aspects to the 

habit and become aware of the pressure to experiment. The key fitctors of 

persuasion at this pre-smoking stage are primarily demographic and social. 
Demographic variables like socio-economic status influence social environment, 

namely the fiunily and fiiends with whom the children interact, and they in turn, 

influence the children. The Royal College of Physicians (1992) also suggests that 

the media, in the form of advertisements, television and films can be cogent at this 

point of the developmental process. 

In n when children try the first cigarette. For many children, this is the 
finthest extent to which they are involved m the smoking process although they 

may try it again, on diverse occasions. Little is understood about the triggers that 
impel some to go on to become regular smokers whilst others cease to continue. 
It has been suggested that failure to move beyond this stage may be due to a 
distaste for cigarettes or the lack of perceived benefits from continuation Major 

hifluences include peers, availability, curiosity and fim*. 

FdUKdmmgIUo where children begin to experiment with cigarettes; the peak 

ages being 9 to 12 for boys and 10 to 13 for girls, although it can start earlier. It 

would appear that young people receive minimal pleasure from smoking at this 

stage and are as yet, not My conitnitted to the habit but do contemplate the 

positive aspects of smoldng. The major influences are mainly those from the 

previous stage, as well as i11-i ersonal. &ctors, such as personality and self-image. 

Reak Sma&= where adolescents are committed to simking, find much 

lification in the process and expressing little desire to stop smoking. Uptake of 

habit is Wkwnced. by such variables as peers, rebelHousness, poor selfmwncept 

and addiction. 
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Much is known about the complexities involved in gW-erimentation and 

sm because the major focus of smoking research over the years has 

concentrated on these latter stages of the developmental process. Less however, is 

known about the nature of pLWaration and anticipation, and the variables within 
that first stage which, according to Flay (1993: 371) are the most ýproximal 

determinants to actual tobacco use. ' All potentially dictate behaviour therefore, 

all must be considered when developing an intervention strategy (Flay, 1993). It is 

ironic then, that this initial stage of smoking, so crucial to future smoking 

behaviour is that least explored, least researched and least understood. This 

paucity in itself, should precipitate the need to study the variables within this 

critical stage, to acquire a comprehensive understanding of the interactions that 

are transpiring in the onset process. 

1.7.2 Determinants of Smoking Behaviour 

A plethora, of research has been accumulated with respect to the onset of smoking 

(for reviews, see Tucker, 1987; Royal College of Physicians, 1992; Conrad at al., 

1992; Stead et al., 1996); much of it attempts to ascertain what the major 
influencing fiictors on smoking behaviour are. Because smoking is multifictoral, 

(Chariton, 1984; Oakley et al., 1992), there is no single explanation for why 

cbiklren start to smoke (Goddard, 1990). However, a range of personal, socio- 

cultural and environmmstal have been established as predictive 

fiwtors in the uptake of the habit. 

Personal found to affect smoking behaviour range from personality 

characteristics such as risk taking, rebelliousness and low self esteem, to gender, 

knowledge of health risks, miention, to smoke, attitudes and beliefs about smoking 

and poor level of academic. achieveme-ni. Some of the cont*Wng social fiwtors 

involve parental smoking habits, sibling smoking behaviour, poor hdkw=, and 

leisure activities. Key V determinants are fiun*, socio-economic 

Aatt'L% availability and price of cigarettes and nxxHa inIhiences (Flay et al., 1993; 

Murray et AL, 1983; Royal College of Physicians, 1992; Walters and Whent, 

1995; Stead et al., 19%). 
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The above mentioned antecedents are by no means inclusive of all correlates that 
impel children to smoke nor is there agreement that all are considered to be 

predictors of onset, as divergent results from the myriad of studies undertaken on 
the aetiology of smoking exist (Stead et al., 1996). Parental smoking habits for 

example, are found to be highly influential in some studies (Charlton and Blair, 

1989; Oei and Burton, 1990), but less so in others (Conrad et al., 1992). Equally, 

socio-economic status, highly predictive of adult smoking behaviour (Marsh and 
McCay, 1994; Glendinning et al., 1994) has been found to have varied or even no 
impact on the uptake of smoking by adolescents (Warburton et al., 1991; Conrad 

et al., 1992; Oakley et al., 1992). Best et al. (1988) suggests that the relative 
influence of these determinants alters according to the different stages of smoking 
behaviour outlined in Figure 1. 

1.8 Youn Cbildren and Smoldug 

Although the allusion to the necessity and importance of looking at young 

children 'in view of the recognised injUence of the early years on attitude and 
habitformation' (Schneider and Vanmasu*t 1979: 72) has been advocated by 

researchers in current smoking studies (LevendW and Cleary, 1980; 

Shute et al., 1981; Oei and Burton 1990; Stanton and Silva, 1991; Bowen et al., 
1991; Chassin et al., 1991; Young, 1992; Bbatia et aL, 1993; OPCS 1993; Fidler 

and lAimbert, 1994; Greenlund et A, 1997), a paucity of pertinent research 

prevails- 

To date, the principal focus of most investigations on young smokers has 

primarily been on children nine years of age and older, when thic-n-tc-d-ion with 

cigarettes is often already underway Thus, children. in their early years are largely, 

a much neglected cobcort in smoking studies despite the widely known tenet 

postulated by Leventhal and Cleary (1980), that smoking patterns begin prior to 

experhnentation, with the development of attitudes and belieh that in turn, can 
influence behaviour. 
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1.8.1 Awareness and Knowledge of Smoking 

Tucker (1987) in a review of the literature pertaining to elementary school 

children and cigarette smDking, identified two studies as the only research that 

focused exclusively on children under 8 years of age. One was by Tennant (1979) 

on a sample of pre-school children which demonstrated that five and six year olds 

were aware of cigarette smoking and bad some knowledge of the consequences of 

the habit. The other was by Shute et aL (1981) which illustrated that youngsters 
between the ages of 3 and 8 were clearly aware of smoking in their environment, 

with many expressing aftTest in future use of tobacco based products. 

Other studies included children who were 7 or 8 years old but that was the 

minimum age for participation. Schneider and Vanmastrigh: t (1974) for example, 

used three age groups of children: 7-8,10-11 and 13-14, to explore adolescent- 

preadolescent differences in beliefs and attitudes about cigarette smoking. 
Although their findings showed that most children of di%rent ages recognised the 

harmfulness of smoking and had a negative disposition about the haW the 

differenca were not examined in relation to cognitive development. 

The assertion that children we aware of the hazards of smokin (Bynner, 1969; 

Bewley iind Bland, 1979) and generally do not condone the habit is well 
in the scat research that does exist. For instance, the findin of 

Parcel et al. (1994) are consistent with those of Baric and Fisher (1979), Tennant 

(1979) and Shute et al. (1991), in that pre-school children are very cognisant of 

smoking bftviour in their environment. Equally, Young and FoWk (1985) Who 

investigated the correlates of expected tobacco and alcohol use among primary 

schoolch&lren, found significant recognition of tobacco products and a 

ga&qkwly signuicant relationship between exposure to smokin at home and 

intention to smoke in the future. 

FkUtr and Lambert (1994), in a seminal project on the fidluence, of the adult role 

model of on cbiW= aged 3 to 5 years found that sul*ts as young as 

three assinvilate, and take on board the adult role model of smDking. Moreover, the 
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findings from this Oxfordshire research also demonstrated that children of this 

young age were ffirly well versed about the nature of smoking. Fifty percent of 

girls and 64% of boys demonstrated apparent understanding of smoking, the 

majority (99.6%) knew smoking was bad for health. More than half (57%) the 

sample had played at 'pretend' smoking and some were aware of advertising in 

their environment. 

An exploration of 5 to 13 year old children's changing perceptions of cigarette 

smoke, cigarette smokers and cigarette smoking by the Somerset Health 

Education Authority and Somerset Education Consultants with the Best of Health 

Project (1994) also illustrated clearly that primary schoolchildren were 
knowledgeable about smoking mid generally tended. to express negative views 

about the habit. Age-related changes in perceptions of smoking were also noted. 

1.8.2 Age Related Differewes 

Age related changes in childreWs understanding of smoking were explored by 

Meltzer, Bibace and Walsh (1984). They examined the developmetit of cbildren! s 
ideas about king, its causes and consequences from a Piagetian theoretical 

perspective, using three different age groups: four, seven and elem year olds. 
This study, based on structured interviews, is one of few conducted in the reahn 

of smoking to briestigate the manaer in which chiklm of diverse levels of 

cognitive development think about smoking. Their major finding was that the 

meaning and sigrifficance of cigarette smoking is largely dependent upon 

cbildreif s level of cognitive deevelopment. 

In their research on the social and physiologiW knowiedge about smDking of 7 

and II years olds, Eiser and colleagues (1986: 122) also found 'an encouraging 
level ofawareness' and understanding of smoking that increases and changes with 
age. The* results suggest that beliefs about smoking are inihmeed by much 
social rather than purely cognitive learning. 
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1.8.3 Attitudes and Beliefs About Smoking 

In a large-scale study of 8-19 year olds, Chariton (1984) who explored children's 
beliefs about smoking in relation to sex, age and behaviour to gain insight into 

why children smoke, surmised that programme development needed to consider 

age related differences. 

Oei and Burton (1990), when looking at the attitudes toward smoking of 7 to 9 

year old children, found that perspectives were principally negative and that there 

was an association between attitude toward smoking and subsequent smoking 
behaviour. Additionally, parental habits and attitude on children's decision to 

smoke was seen to be significant. They postulate that their findin s reflect the 
importance of finplementing anti-smoking interventions for children as young as 
seven and probably younger. 

Correspondhigly, Bhatia et al. (1993) in their examination of the attitudes toward, 

and beliefs about, smoking in children ranging from 7 to 15 years of age 
discovered that children as young as age 7 were knowledgeable about the health 

consequences of smoking and likely to express negative attitudes concerning 
smoking. They concluded that smoking prevention programmes need to offer 
more than just information about the health hazards of smoking but rather, need 
to take on board the developmental process in conjunction with PersOnal, 
. -I and social expectation. Recently, in a longitudinal birth to ten study 
being conducted by De Wet et aL (1997), it was also concluded that adult 

smoking behaviour and advertisements have a substantial impact on the 

perceptions, attitudes and expressed intentions regarding cigarette use of 5 Year 

old South Affican dHdren. 

Although Bewley at aL (1974), found that childreWs aftitudes toward smoking 

were complex and somewhat confusing, much of the smoking research involving 
children's perceptions about the habit has shown that generally, they have quite 

negative attitudes (Michell 1989; Goddard, 1990). It does appear however, that as 

children grow older, their attitudes and befich toward tobacco become 
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increasingly favourable (Schneider and Vannastright, 1974; Botvin et al., 1983; 

Chassin et al., 1987). 

In light of this age-related attitudinal change and aimed with the knowledge that 
there is greater facility in establishing positive health attitudes than changing 

negative ones (Jurs, 1990), it would seem logical to introduce health promotion 

measures prior to this 'transition'. Such an initiative would ideally maintain and 
build upon the prevailing anti-smoking outlook and subsequentlY enable primary 

schoolchildren to resist taking up the habit as they enter the age of 

experimentation. This postulation is corroborated by Young and Foulk (1985: 17) 

who contend 'that most children start out with a non-use orientation. It may be 

that lack of positive reinforcement of this attitude allows them to alter their 

Perspective as they are exposed to the substances ' 

1.9 Smoking Education in the National CwTiculun 

Unfortunately the reality of the situation is such that presently, in the United 
Kingdom, there is no mandatory forum to address the issue of smoking in Key 
Stage I of the National Curriculum. Guidance 5: Health document 

(National Curriculum Council, 1990) and no smoking specific intervention 

available for children under eight years of age. In Liverpool for example, few 

schools approach the topic until Year 6 (Ord and Ashton, 1991) by which time, 

almost one quarter of children have already hied to smoke (Walters mmi Whent, 

1995). 

At the iocal je-vel, this deticiency of formal smoking education is further 

exacerbated by the prevailing socio-demographic varkNes present in the region, 
in view of the widely accepted association between social deprivation and 

prevaience of smoldng (Marsh and McCay, 1994 ). According to the latest 
figures pubfished by the Health Education Authority (Wafters and Whent, 1995), 
individuals in the uwkdkd mamisk' socio-economic group are three times more 
likely to smoke then those in the professional group. Traditional occupations such 
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as dock working which are characteristic to Liverpool have been linked to 

smoking. 

Locally, the rate of unemployment for the city of Liverpool is twice that of the 

national average (Shepton, 1994) which makes it hardly surprising that the 

prevalence of adult smoking (30% in the North West Region) is high in the area 
(Walters and Whent, 1995). This can have profound fiMlications on children in 

the area as previous research has verified the fact that parental smoking habits can 
inflwace the fidure smoking behaviour of children (OeL Fae and Silva, 1990; 

Charlton, 1996). 

1.10 Health Education 

Health education, in conjunction with prevention and policy development, is 

considered to be an integral element of all health promotion initiatives (Tones et 

al., 1990; Naidoo, and Wills, 1994). Its primary fimction - 'to promote heaW, is 

based on the assumption that the health status of individuals or co, can 
be influenced. purposefidly (Kiger, 1995). Generally, this is accomplished by 

means of raising awareness to generate self-empowerment; providing knowledge 

mid skills to capachate individuals to make their health decisions (Tolley, 1994). 

There are many definitions for the term but one of the most is 

given by Tones (1997: 37): 

Health education is any intentional activity which is designed to 

achieve health. or illmss-related learning i. e. some relatively 

permanent change in an imh*Ws capability or Asposition. 

Effective health ealiciation may therefore produce changes in 

knowledge and understanding or wws of thinking, It may inj7uence 

or clarify values; U may bring about some shift in belief or allltude; 
it mayfacilitate the acquisition of skills; it may even effect changes 
in behaviour or lifestyle. 
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1.11 Health Promotion 

Health promotion is the process of enabling people to increase control over, and 

to improve, their health according to the WHO (Gallagher and Burden, 1993) and 
health education is considered to be an important dimension within this larger 

field. In a like manner to health education, there are a myriad of definitions for this 

conceptualisation but the quintessential explanation, in the opinion of this author 

is Raeburn and Rootman's (1998: 11): 

... health promotion is an enterprise involving the development over 

time, in indbiduals and communities, of basic and positive states of 

and conditions for physical, mental, social and spiritual health. The 

control of and resources for this enterprise need to be primarily in 

the hands of the people themselves, but mth the back-up and support 

of professionals, policy-makers and the overall political systenL At 

the heart of this enterprise are two key concepts. one of development 

(personal and community), and the other of empowerment. 

1.11.1 Approaches to Health Promotion 

Because health is multi-dimwsional and necessitates the use of diverse strategies 

to advance the concept in society, a range of divergent approaches have emerged. 

A fimnework of five models (Naidoo and Wills, 1994; Kiger, 1995; Ewles and 

Sinnwm 1995) is identified mid discussed in briet below- 

> The nux" where the prevention of ill health and premature death is 

attained by medical interiention. This model encourages reliance on medical 

knowledge and expertise by means of primary health care. 

> The behaAM 61M where health is considered, a commodity and 

people have to be man4mlated to value and subsequently adopt it. Experts 

emourage, bdividuals by means of motwation or persuasion to take rewnslibility 

for their own health and adopt healthier lifedyles. 
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> The educational model which provides knowledge and information thus 

clarifying values and beliefs about health and health behaviours, and skill 
development to enable individuals to make their own informed choices about 

adopting healthier Iffestyles. 

> The gMwerment model whereby individuals, facilitated by experts, identify 

their perceived needs and subsequently gain the skills and confidence to act upon 
them Self-empowerment pertains to non-directive, person-centred health 

promotion approaches aimed at increasing control over their own fives Whilst 

community empowerment refers to a manner of working which fosters active 

participation within that setting thus enabling them to challenge and change their 

social world. 

> The social chaM model also known as radical health promotion, addresses 
inequalities in health and consklers the importance of the socio-economic 

VHU in determining health. The focus of this modeL to bring about 

changes which have the effect of promoting health is at the policy or 

environmental level and is based on the adage 'to make the healthier choice the 

easier choice9. 

Each of the approaches listed above has its own inherent strengths and 

weaknesses. They are not totally distinct, nor do they operate in isolation from 

each other They do however, differ significantly m their alms and assumptions 

about health, society and behavioural, change and which approach one adheres to 

is generally determined by a multiplicity of fitctors inchWing the afin of the health 

promotion activity itsel& the pbilosophical orknu&n of those involved and the 

needs of the target group. 

1.12 The School as a Key Setting For Hadth Promotion 

The school has been touted by many as one of several iniportant contexts for 

effactive bealth promotion practises (Johnson, 1991; Bndm arkd Nader, 1982; 
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Iverson and Kolbe, 1983; Oei and Fea 1987; Tones and Tilford, 1994; Naidoo and 
Wills, 1994; Kaplin 1996; Green 1998). There are numerous reasons given for 

this accolade. 

Schools are comprised of defined, easily accessible populations that have a 

mandate to provide education, including health education. Professional identities 

are linked to the school setting which make it both a credible and accountable 

institution in society; its effectiveness proven by research studies. Schools are also 

existing social structures thus making the dispersal of health education both cost 

effective and convenient and the implementation of policies feasible. Because of 

the existing infiashucture in schools, there is ongoing interaction between 

providers (teaching staft) and users (schoolchildren), which acts as a channel and 

a mechanism of influence that facilitates the dissemination of information. 

The school setting, according to Johnson (1981), also affords the opportunity to 

counter balance the vk"us learning of health risk behaviours that chikiren 

experience, through social interaction. Although school-based health education has 

been espoused as one of the most effective king prevention strategies to deter 

children from starting to smoke, the evaluation of such programmes would 

suggest otherwise (Oci and Fea, 1987). 

1.13 The Efficacy of School-Band Smoking Prevention Interventions 

School-based smoking prevention interventions, iný cam about in the 

1960's, in response to research bighligbting the long term health risks of cigarette 

smoking and the addictive nature of the habit. Attention thus, was focused on 

prevention and as a consequence, many campaigns wen instigated, in attempts to 

prevent the onset of smoking in young people. Most scho&based initiatives were 

of limited success (Swan 1987). Ile ham has largely been attributed to the Set 

that those interventions, based on the 'medical model' were fictual, non directive 

approaches whereby the deleterious effects of tobacco were discussed 

occasionally, with the aid of some educational resources. At best, such 
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knowledge-oriented strategies only resulted in changes in attitude but not changes 
in smoking behaviour (Oei and Fea, 1987). 

A shift from this traditional approach, to an emphasis on programmes that took 
into account psycho-social influences and looked to improving personal and social 

skills appears to have garnered the most consistent degree of success in the battle 

to delay onset and reduce prevalence (Nutbeam and Aaro, 1991). There are a 
myriad of examples available world-wide, of such interventions and several 
comprehensive reviews of smoking prevention programmes have been undertaken 
(Flay et al., 1983; Oei and Fea, 1987; Best et al., 1988; Stead et al., 1996; Little, 

1997), all with similar conclusions. Although there is a place for school-based 
interventions, because of an acknowledged consistently positive effect (Glynn, 

1993), it is only marginal and confined. to delaying but not preventing the onset of 

adolescent smoking (Reid et al., 1995; Stead et al., 1996). 

There is a consensus amongst researchers however that delaying onset is useful, 
albeit limited in finpact (Reid, 1996). According to Breslau et al. (1993) 

postponement is worthwhile because individuals who take up the habit later in ffe 

are more likely to be successfW at cessation than those who began smoking at an 

early age. Furthermore, the emergence of smoking-related illnesses am likely to 

occur lata In'lifie if onset of smoking is delayed (Royal College of PhysiciaM 

1992). 

The thmin of school-based smoking i ter ventaipsis appears to be a crucial 

(Clwkon at al., 1985; Jackson et al., 1994) but contentious issue and at present, 

there is little consensus of opinion as to when the optimal period for 

--xmtation is. For exampie, Reid (1996) suggests programmes, should be 

at ages 12-14 years, before teenagers become established smokers 

whft Bellow et al. (1991), who three phem in which to adminWa 

antoking education: pre-onset, typical age of onset and post-typical age of onset, 

rec Iý 17 years as the ii age- 
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The age which one considers appropriate for intervention generally ranges in 

accordance with one's philosophical convictions. Some believe that educating 

young children about smoking may induce them to smoke whilst others are of the 

opinion that smoking is a risk behaviour inherent to adolescence and that efforts 

should be concentrated on cessation. Few seem to consider early intervention as 

a viable option despite the fact that research demonstrates that knowledge and 

attitudes about smoking are well developed by the time children start primary 

school (Baric and Fisher, 1979). 

ChildhDod today is not a tobacco-free zone and children themselves are not empty 

vessels. They come to school equipped with the wisdom and uMerstanding of the 

many varied experiences in their social world. Williams et al. (1989) contend that 

teachers often underestimate this wealth of information that children bring with 
them and it is principally because of this disregard, that Johnson et al. (1981) 

believe that health education should start earlier than is currently accepted. 

1.14 Early Interventiom 

The proactive approach to smoking prevention, that is in-lementing programmes 

early, before the habit nvm&; ts itseK has many advocates (Baric and Fisher, 

1979; Flay et aL 1983; Schinke and Gilchrist, 1983; Tucker, 1987; MicheU, 1989; 

jurs, 1990; OeL Fae mid Silva, 1990; Cohen et al 1990; Amos 1992). It is 

endorsed by drug educators (Ives and Clements, 1996; Jackson, 1996) and young 

people themselves (Kaplan, 1997; Jones, 1998) and sanctioned by the 

Government in their new anti-drugs strategy in which they advocate the education 

of children from age five. 

The premise that ---- * the causes of probk= is better than ftvaft the 

consequences, is further supported by the research efforts of Botvin and Eng 

(1982) and Flay et al. (1983) who are of the opinion that prevention strategies 

with chikhvn who have yet to start are preferable to lawr efforts and 

Glynn et al. (1991: 285) who surmise that early intervention 'even if it predates 
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expected onset by several years' is imperative, to ensure that early school 
leavers, those most likely to be early initiators are privy to some preventative 

measures. 

There is firther concordance amongst a significant group of researchers that 

primary prevention strategies need to be implemented early in the school 

curriculum. Both Tennant (1979) and Shute et al. (1981) argue that pre-school 

children are a suitable target population for anti-smoking interventions based on 

the fie that they already possess significant awareness of smoking in their 

environment. Furthermore, Schwartz and Scherr Trenk (1978) demonstrated that 

. ificant gains in knowledge and attitude change about health and smoking are 

possiNe with young chikhen as a result of an innovative health education 

curricultim. 'iI- nented in their school district. McCormick (1976) argues that 

because health behaviours are formulated at an early age, educational institutions 

like day care and pre-schools are prune candidates to teach youngsters about 
heaW before deviant behaviour patterns are established. Moreover, regular 

contact with parents affords these educators the opportunity to reinforce what is 

Warned in the school environment. 

in an evaluation of a smoking prevention strategy for four and five year old 

diens, Kishchuk and coffeagues; (1990) felt that the positive attitudes toward 

smoking expressed by almost half the subjects justified the W-lementation. of 

early intervention but they caution that the lack of appropriate methods to 

evaluate the attitudes of young children makes it difficult to assess whether these 

programmes do in fiwt, fiddU the onset of smoking. Such a caveat highlights the 

fitct that ism= of methodology not only dictate how research is done but what 

assunVdons can be made from the nature of the finding . 

Johnson (1991), in a comprehensive discussion. of health education in the prhmy 

schools, extols the vim= of early ktervention. He contends that schools need to 

recognise the early k&mces on the developmental process of smokin by 

- ;ki- neing a prevention strategy befi)re attitudes have become entrenched in 

chWreWs belief rfstems. He alleges that, in hp progrananes when 
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habituation has already occurred, schools leave themselves little time to educate 

and support children and little opportunity to affect any change on the health 

behaviours of those who might be inclined to take up the habit. 

Natapoff (1982) also maintains that any health promotion initiatives should be 

started during the pre-school years, prior to the crucial period in children's lives 

when health beliefs and health behaviour alter, usually around age nine. She 

recommends that any interventions developed, to be effective should be set in the 

context of the present, that is, what they see, what they understand and what they 
know to be true, as a result of experiences in everyday fife. For example, because 

young children find the future Abstract and thus difficult to conceptualise, 
informing them about the potential of developing king cancer as a result of 

smoking would be a pointless exercise. However, concentrating on the visible 
ramifications of smoking such as yellow fingers, wrinkly skin and black teeth 

which are more perceptible and thus more famifin would probably be more 
effectual.. 

Correspondingly, Schinke and Gilchrist (1983) believe that primary prevention 
whilst both useful and cost-effective needs to be executed before smoking is 

habituated. In agreement is Oei and Fea, (1997: 23) who stipulate that 'Health 

education directed at children before the onset of adfiction has been advocated 

as the most potentially effective method ofpreventing smoking6related disease. ' 

Michell (1989) is also of the opinion that school-based ns, to be 

effective must be *---- early into the curriculum because anti-smDking 

antagonism, at this stage is naturally strong and subsequent strategies need to 

build on these beliefs to ensure children remain non smokers as the mature. 

Similarly, Meier (1991), in a study on the impact of role models on children's 

attitudes toward smoking, recormnended that programmes addreWng 

addictiveness of nicotine and cessation dilficulties be integral to comprehensive 

Kindergarten to Grade 12 programmes. In addition, the behavioural tracking 

study by Kelder and colleagues (1994) highli ing the early consolidation of 

health activities like smoking provides justiiication for early intervention and may 
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help to inform the development of future health promotion strategies. Greenlund 

et A (1997: 1345) also advocate that smoking prevention programmes begin as 

early as possible' because health behaviours which are established early are 

resistant to change once adopted. 

Whilst many espouse the view that young children afford an unprecedented 

opportunity for effective intervention, there are some who challenge the premise, 
in the belief that such strategies might act as a catalyst that could encourage 

children to try out smoking. Support for such an argument can be found in 

Berberian and colleague's review (in Bartlett, 1981) of a drug education 

programme that may have led to some increased drug experimentation. Swan 

(1987) although not completely dismissive of the concept, cautions that observed 

outcomes in smoking behaviour as a consequence of early intervention may be 

deceptive. In his estinzWn, the rationale for very early experimentation is 

different from regular smoking and in effect, ----2 n with cigarettes is 

inevitable, regardless of mediating fictors like health education that are meant to 
discourage it. 

Attempts to reffite the claim that too early an hitroduction of smoidng education 
leads to ir=eased experimen n can be found in the rationale of The Hampshire 

Education Committee Worldng Party's Guidelines, Health. Learning to Cam 

(1972 as quoted in johnson, Health Education in Primary Schools, 1981: 96) 

77sere are stages of emotional development at %Mch a pgpil can 

accept and integrate information relating directly to himsey, to his 

mm development, and to his relationships x4th others... 7hese stages 

of development vwy greatly between individuals, and information 

often requires repetition, and weds to be readdy available at many 
levels ... it %w felt that there is probably less danger in giving 

information to pqpils too early than In being too kite. 

Furthermore, in the Unhwsal Declaration of Childrens Ri (Unked Nations, 

1989 in Tones and Tftrd, 1994), children have been accorded the right to 
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knowledge about health. The results of this research and that of others (Baric and 
Fisher, 1979; Tennant, 1979; Shute et al., 1981; Parcel et al., 1984; Fidler and 
Lainbert, 1994) demonstrates that primary schoolchildren have a significant 

understanding of the implications of smoking by the time they start school, thus it 

would seem appropriate that further provision of health education commence 
from Reception. 

1.15 The Effectiveness of Early Interventions 

The effectiveness of early interventions for the most part are unknown, as most 
interventions target older children (Glynn, et al., 1991). In their review of school- 
based smoking interventions, Oei and Fea (1987) maintain that most efforts have 

been directed at child= in the 12 to 13 age range but report that some 

recommend introducing prevention programmes at an earlier age, as established 

smokers were not receptive to the programmes. 

Certainly such findin are indicative of the need for prospective school 
prevention. In agreement are Jackson et al. (1994: 104) who contend that 'the 

lack of long-term effectiveness of current programmes may be due in part to the 

age and pre-intervention smoking experience of the target group. ' Ilus, one 

explanation for the limited success of smoking intervention mimsures could 

perhaps be attributed to flict that anti-smoking strategies tend to be reactive; that 

is *II wnted into the school curriculum at a stage when attitudes and beliefs 

toward smoking have long been established mid n with cigarettes is 

already underway. 

An extensive review undertaken by Best et al. (1989) highlighted the fikct that 

none of the smoking hftrvention Wo examined were aimed at school 

children Iess, than 9 yews of age. Although in their overview, Stead et al. (1996) 

do not incorporate age levels in their evaluation of different smoking prevention 

progmmmes, a compadson with the other reviews fixficates that educational 

q tv %- !F gi Fs we still being delivered to older chUdren. In &ct, there is only evklence 
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in the literature on smoking of the three programmes, two of which are grounded 
in health education as opposed to smoking education aimed specifically at children 
under eight years of age. These are outlined below. 

1.15.1 The Pre-school Health Editcation Programme 

The Pre-school Health Education Programme (PHEP), was an American project 
designed to study the development of health and safety behaviour of children 2 to 
4 years of age in which smoking was a targeted health behaviour in the 

curriculum. The affects of PHEP on the smoking intentions of pre-school children 

were assessed by Parcel et al. (1984) and results showed that significantly fewer 

of the children who had participated in the programme intended to smoke in the 
fifture. Those who expressed interest in smoking when older appear to have been 

iiffluenced by adult models. Unfortunately, school-based interventions cannot 
modify such external fiwtors, which limits the impact of this intervention. Parcel 

and colleagues (1984) also admit that it is not possible to predict if pre-school 

smokin interventions could prevent onset of smoking but they do confirm that 
knowledge and expectations of mmking are developed at a very early age and 
therefore some children could potentially be hAkienced by early intervention. They 

advocate the conduction of longitudinal studies with children from pre-school 
level onward, to investigate the origins of smoking intention accurately. 

1.15.2 77se School Health Cwrkulwn Project 

I"be second health based approach to primary prevention is the School Health 
Curriculum, Project (SHCP), an American programme that uses diverse methods 
from Kindergarten through to Grade Seven and is one of few grounded in the 

theoretical conceptualisation of child development. Flay and colkagues (1983) 

regarded it as 'promising' because in assessing effectiveness, it was found that 

programme participants smoked significantly less then those not involved in the 
into ventiDn. Although they do contend that the intervention alone was probably 
not responsilile for all the diffirences, they felt the results were encouraging. 
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1.15.3 The 'Generation Pre-school Programme' 

The 'Generation Pre-school Programme', a Canadian smoking prevention 

education tool for children ages 3 to 6 years is the third proactive strategy. 
Evaluation of the effectiveness and appropriateness of the intervention (Ekos 

Research Associates, 1987) demonstrated that this age group had very high levels 

of awareness about smoking and tobacco products, in conjunction with an 

apparent short-term reduction in the percentage of pre-schoolers who intend to 

smoke. As such, widespread dispersal of the tool and continued monitoring of 

programme impact was recommended. 

In recent years, interest in and support for early intervention has surfaced on the 
European and Asian front as well. Several countries have developed and 
implemented anti-smoking interventions for very young children with significant 

success. Hungary has initiated a 'Smoking Prevention Model Experiment', 

apparently the first of its kind and findings indicate that efforts with children age 6 

are worthwhile as the programme can effectively form the opinion of children 

about king (Demjen, 1995). Poland has also designed an educational 

programme for 6 year old children entitled 'Clean Air Around Us' (Szymborski et 

al., 1997) and the 'Care for Kids' Campaign has been introduced by ASH 

Thailand, in attempts to safeguard children from birth to 12 years of age from 

smoking, through school-based sessions (Ritthiphakee et al., 1997). Most 

recently, a European TaskfDrce on Smoking Prevention in Childhood under the 

auspices of the European Network for Young People and Tobacco has been 

formulated, with a mandate to address tobacco related issues specific to Young 

children at a European level. 

1.16 Cbikhvn9s Concepts of Heaft 

Although health is a salient value (Bboder, 1990), it means dffkTent things to 

difkent people. As a consequence, health needs to be understood in the context 
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of how it is defined by children. Therefore, a review of research investigating 

children's perceptions of health merits consideration. 

Little is known about how children perceive health. This area of study, like 

smoking and young children, is plagued by a privation of relevant research. 
However, a body of literature examining the general conceptions of health in this 

age group is mounting, in attempts to understand the causes and determinants of 
it. Such investigative efforts are an imperative prerequisite to the creation of 

relevant and effiective health promotion strategies (Green and Bird, 1986; 

Nutbeam. et al., 1989). 

There is evidence to suggest that concepts of health originate in childhood and are 

correlated to the different stages of cognitive development (Farrand and Cox, 

1993). Conceptualisations; appear to change with cognitive maturity. As children 

get older, they are able to think more rationally and the resultant effects are subtle 
but meaningfid differences in their perceptions of health (Heaven, 1996). For 

some however, children's understanding of health concepts is not only the 

consequence of maturation but a product of their personal experiences; as well 
(Eiser, 1989). 

1.16.1 A Review of The Literature 

The emphasis on the need to ground effective health promotion initiaives in the 

aftitudes, and beliefs that inform children's perspectives has reverberated 

throughout the literature on childrens concepts of health. In a pioneering study 

of children's understanding of heafth, RashIds (1965) discovered that children's 

conceptualisation of health is age-related whit Hester (19n found that school- 

age chodren view health holistically, from a multi-&nensional perspective. Others 

have noted that children defiried health pragmatically, in terms of kars, dangers 

and the absence of leisure facilities (Kalnins et al., 1992). 

Pahner and Iewis (1976) studied how chikiren, in the Iatency period (5 to 12 

years) defined health and Mness. Their findinjM consistent with theories on 
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Palmer and Lewis (1976) studied how children, in the latency period (5 to 12 

years) defined health and illness. Their findings, consistent with theories on 

children's cognitive and behavioural development suggest that health promotion 

strategies need to be developmentally appropriate. This postulation is upheld by 

Bruhn and Parcel (1982), who assert that children are 'inherently motivated' to 

learn health behaviours and that the promotion of positive ones, is most likely to 

occur when children's stages of development are considered. 

A developmental study of children's views of health was conducted by Natapoff 

(1978) on children of varying ages. I'he results illustrated that children view 
health positively, as something that allows them to partake in desired activities. 
She noted differences in the quality and quantity of ideas about health, based on 

age and deduced that theories of concept development have much bearing on 

health education, as concepts of health change over time. Moreover, she also 

advocated the utilisation of children's ideas as a fivmework for health promotion 

stridegies- 

Children from four different age groups were interviewed by Eiser et al. (1983), 

to assess their knowledge on health and illness. From their results, they confinned 

that attitudes about health are shaped in childhood and the lack of early 
intervention at this stage in life means that prune opportunities to educate children 

are being ignored. Interestingly, they propose that health promotion interventions 

would be most effective if based on aspects of interest to children rather than 

correlated to cognitive de-velopment. 

Cohen et al. (1990) however, felt that it was iinperative to focus on sex and age 

differences in the health habits and beliefs of schoolchikIren (grade 3 to 12) as the 

findings would foster the development of interventions within a developmental 

fimnework and subsequently, programmes could then be in the most 

appropriate stage of development for the habit. 
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1.16.2 The Conceptual Framewwrk 

The research on children's concepts of health has been primarily dominated by 

two distinct conceptual fizmeworks: the cognitive-developmental approach from 

a Piagetain perspective and expectancy theory from social psychology (KaInins et 

el., 1992). In recent years, there has been a philosophical shift in the current 

thinking about children's views to suggest that results from these studies do not 

provide a valid account of children's actual perspectives on health (Kalnins et al., 
1982). In the view of Kalnins and colleagues (1992: 54), 'Tofilly understand 

children's perceptions we must search out the principles according to which they 

interpret their wrld rather than measure the extent to which they have 

incorporated adult standards. ' 

Examples of this practise are rare and Kalnins et al. (1992) call on researchers to 

develop new and knovative techniques to facilitate the study of chikiren! s 

concepts of health and he4dth behaviour from their own perspective. One such 

example is a methDdologkaUy unique study of young children's health-related 

befiefs and behaviours in which Backett and Alexander (1991: 37) found that 

children gave both ýpWic' and ýp*ate' accounts of health and illness, had the 

capacity to hold inconsistent views about health concurrently and displayed 

limited awareness of parental health-related behaviours. They also advocated the 

construction of approaches which are 'meaningful Mthin the chilk*en's ON" 
firame of reference'. 

1.17 The Importance of ChHdren's Perspectives 

The marginal success of many school-based anti-smoking invention Strategies can 

perhaps be attributed to the fiict that many me developed without the foundation 

of basic research to inform thek conceptualisation. The US Surgeon General 

(1979) observed that 'most of the programmes are not based on any sound 

theoretkal model, but rather on what people think might wrk - or what seem 

reasonable to them at the time' (as qwted in Swan, 1997: 20). 
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Health promotion specialists, under the auspices of their own expertise, tend to 
develop and impose strategies from the 'top down', often without any input from 

the individuals to whom the intervention is targeted. This is problematic because 

'Health professionals' views of the likely appeal of health education messages 
firequently differfirom those of their intended audiences' (Baggaley in Chapman, 

1994 : 890). The ramifications of this are consequential in fight of the fact that the 

efficacy of health promotion strategies appears to be correlated to the perceived 

significawe it has on hidividuals in the context of their own lives (Bendelow et al., 
1996a). 

'Top down approaches' and little, if any contribution on the part of children is the 

status quo in childhood health promotion. This failure to involve children, to 

accept them as collaborators in the process of addressing the problem of tobacco 

is perhaps another explanation for the increasing prevalence in the rates of 

smoking a ng the young. If there is to be any hope of reversing this trend, 

researchers need to recognise that they are only 'process experts', that those 

most qualified to address the issue of tobacco mid children are in reality, the 

6content experts', the children themselves. 

Backett and Alexander (1991: 37) sunnise that children's perspectives about 

health are largely disregarded, in favour of those 'legithnised' by health experts 

when in fie, because 

good health and healthy practices have their roots in chil&en, it is 

crucially important for health educators to increase their 

understanifing not only of the ground in which they saw their seed 

but also of the processes which might help or himkr germination and 

growk 

In conrA)rda= am Williams, Wetton and Moon (1989: 8), who declare that it is 

cn=W to know 'the extent of each child's knoWedge and understanding... [or] 

... the work may be irrelevant and the important health messages may have little 
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impact. ' Bendelow and colleagues (I 996b: 3 1), when looking at the views that 

young people have about health and cancer prevention, also stressed the necessity 

of building onto baseline knowledge and emphasised that need to heed the 

perspectives of children and young people, ' to respect their own views and 

opinions as legitimate and valid sources of knowledge. ' This is further endorsed 

by Wetton and McWhirter (1998: 282) who state that 'Curriculum development 

strategies which start where children are, value the children's knowledge and 

understanding; and the sense they make of the wor&4 providing a firm 

foundationfor constructing more sophisticated meaning in a complex world'. 

The need to base health promotion strategies on children's own starting point is 

historically rooted in the early theories of child development. Rousseau's notion 

that it was necessary to 'educate the child according to his nature' laid the 

groundwork for today's 'child-centred' education. T'his ideology, that effective 

health promotion must be grounded in one's own perspectives, as delineated by 

each individual's cognitive development although paramount to the success of any 

health promotion, is not widely accepted (Weare, 1992). 

Because of the dearth of research involving young children, especially those in the 

early years, in conjunction with an apparent absence of appropriate methods to 

accommodate these young sutjects, a lack of awareness has resulted in relation to 

where children are at in their thbiking about king and to what extent they 

partake in the habit. Tbs deficiency fiustrates the development of effective 

smoking prevention strategies which need to be based on an accurate 

understanding of the beliefs and knowledge of the target group (Oakley et al. 

1995; Bendelow et al., 1996b). 'Understanift how this Infomiation and beliefs 

are structured and how that infomwtion-befief-behaviour structure changes u4th 

age is also relevant' (Green and Bird, 1986: 325). In light of this presupposition, 

research efforts involving primary school children are thmfi)rc essential before 

health educators and health promoters can put into practice their general belief 

that the elimination of smoking related diseases can only be achieved via primary 

prevention; Le. deterring children from starting to smoke. 
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Stead et al. (1996) believe that improved rates of success for school-based 

smoking education programmes are unlikely to transpire, noting that other 

researchers perceive current interventions to be of high standards and thus beyond 

reproach. It can be argued however, that developing relevant interventions based 

on the personal perspectives that are products of children's attitudes and beliefs 

about smoking and implementing them early in the school curriculum could 

potentially culminate in greater advances in the effectiveness of school-based 

smoking health promotion strategies. 

1.18 Aim Of The Study 

This research study was devised to address the issue of smoking in local children 

in their early years, specifica. 11y before the habit manifi: sts itself Tbrough the 

investigation of children's beliefs, knowledge, perceptions mid behavioural 

intentions that inform their attitudes about smoking, this study aimed to yield 
insight into the perspectives that children in their early years have on the subject. 
By adopting an unorthodox approach to data collection, namely from - the 

children's own perspectives, this work will provide the needed to 

develop an effective intervention model for health promotion. 

1.19 Objecdves 

The aim was attained by fiffift the Mowing objectives: 

A) Cross-sectional StudY 

0 To develop an appropriate, child-centred methodolOgY to investigate the 

perspectives that Livupool primary schoolchildren (4-9 years of age) in wards 

of varying socio-econonuc status had aboxt smoking 
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To identify the attitudes, beliefs, knowledge, perceptions and smoking 
behaviour that informed these children's perspectives 

B) Longitudinal cohort study 

0 To assess changes in perspectives on smoking of one birth cohort over time 

9 To provide the understanding needed to develop an effective smoking 
prevention model for health promotion in local primary schools 

1.20 Structure of the Thesis 

An exploration of the perspectives on smoking of Liverpool primary 

schoolchildren in their early years was achieved through the conduction of a 
muki-methDd triangulated study. Tbs was necessitated by the dearth of available 
information on this particular population, as summarised by the overview of 
literature in this first chapter. 

Chapter Two details the theoretical fiwnework of this study by outlining some the 
paradigms that have hifluenced the research design. Specifically the concepts of 
attitudes and belieb will be discussed and the major theories of child development 

that inform these notions will also be explored. The third chapter focuses on 
research design. Discussion centres; around the methodological fiwnework that 

underpins the entire study Particular attention is gwen to the rationale for 

adopting a multi-method approach, the tools selected, the Procedure and Protocol 

of the study and an account of the pilot work. Chapter Four presents the results 

of the cross sectional study. 1lie findin for each method are outlined and the 
discussion is a cuhmhwAion of the salient ideas that emerged from the triangulated 

study. 

Chapter Five figroduces the longitudinal cobort study. It oudines the justification 

for conducting the study and addresses issues of methodology. Variables of 
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particular interest are defiried and the research protocol is documented. The 
following two chapters provide the longitudinal cohort study results and the 

subsequent discussion of the findings. Chapter Six supplies an in-depth analysis of 

results whilst Chapter Seven is dedicated to a comprehensive discussion of these 
findings and attempts to draw together pertinent issues from both the cross 

sectional and longitudinal studies in the context of children's perspectives about 

smoking. 

Finally, Chapter Eight explores the impact and importance of the completed work 

with regards to the understanding gained and implications on the development of 

health promotion inýitiatives for children in their early years. Overall conclusions 

and directions for future research will conclude the main textual component of the 

thesis. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK 

2.1 Chapter Overview 

The following chapter will outline the theoretical fnanework of the study by 

discussing some of the paradigms that have strongly influenced the development 

of the research design. The concept of attitude will be examined in detail, with 

reference to composition, formation, development and its relationship with the 

notion of beliefs and behaviour. Tbeoretical perspectives from the field of child 
development are also presented. Emphasis is given to cognitive-development and 

social learning theories, as both are of particular relevance to attitudes. 

21 Introduction 

To understand how children perceive smoking, there is a need to delve into the 

underlying principles that sustain their perspectives. Perspectives are defined as 

oness personal point of view, a manner of viewing things or in essence, an auitude 
(Universal Dictionary, 1997). Thus, an exploration of the attitudes that local 

primary schoolchildren in their early years have about smoking is the first crucud 

step to understanding smoking from their own fmme of reference. 

2.3 Attftdes 

TIle importance of attituides to the undemanding and prediction of smoking 

behaviour is well documented in research on smoking (Sutton, 1989). Tbese 

consftwts are developed in early childhood (Jurs, 1990) via the mechanisms of 

primary socialisation (McDavid and Cwwood, 1978). Attitudes are not innate but 

34 



rather learned (Halloran, 1967; Fishbein and Ajzen, 1975; Gagne, 1977; Cothern 

et A, 1992) often incidentally; fiLshioned and altered constantly from birth 

onwards and generally dictated by primary group influences: parents, siblings, 

peers and teachers. Attitudes can be learned in many ways, from single events, to 

experiences of success and fidlure and imitation of others. Because both positive 

and negative dispositions are assimilated, the postulation that it is much easier to 

establish positive attitudes than to change engrained ones (Cohen et aL, 1990), 

gives justification to this study's emphasis on the need to introduce smoking 
intervention programs to young children as a proactive measure. 

Definitions of Attitu&s 

There is no ubiquitous definition for the cA)ncept of attitude despite extensive 
investigation (Olson and ZAnna., 1993). Of the volun*wus ones in existence in 

the literature, perhaps the most reiteMed explanation of the concept is Gordon 

Allport's (1967: 8) assertion that an attitude is 'a mental and neural state of 
readiness, organised through experience, exerting a directive or dynamic 

influence mpon the individual's response to all objects and situations with which 
it is related'. Krech et al. (1948 in Halloran, 1967: 21) contend that an attitude is 

$an endiving system ofpositive and negative evaluations, emotionalfeelings and 

pro and con action tendencies with respect to a social object'. RDefter et al. 
(1984 in Downie et al., 1996: 120) cDnceptualise an attitude as 'a relatively 

stable tendency to respond consistently to particular people, objects or 

situations' whilst Cothern et al. (1992: 84) consider an attitude to be 'a 

behavioural by-product of individuals' experiences with certain situations and 

within certain cultural gromps' 

in iay terminology, attitudes which are eiduring in nature bec=se tbey are based 

on beliefs (Aizen and Fishbein, 1980) are the Principles that prima* govern our 

actions. Although they are relatively stable, they are not fiwd and thus can be 

changed (Downie et al., 1996). In essence, they are learned predispositions to 

respond in a consistently favourable or unfimourable way towards a given object, 

person or event (Fishbein and Ajze% 1975). Attitudes are shaped by the 
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information to which people are exposed (Krech et al., 1962) and as products of 
their experience, provide indicators to future behaviour (Deaux and Wrightsman, 

1988). 

Despite the absence of universal agreement on a definition, there is significant 

consensus among researchers that attitudes are coniplex, multi-dimensional 

concepts, encompassing three main components: the cognitive, the affective and 

the conative (Krech et al., 1962; Reith and Adcock, 1976; Gape, 1977; Deaux 

and Wrightsman, 1989) as demonstrated below. This model provided the guiding 

principles for the assessment of children's attitudes toward smoking. 

Figure 2. Three Con43onent View of Atthudes (Rosenberg and HovWA 1960 

as Rhatrated in Ajzen and Fishbein, 1980) 
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The cognitive element refers to the beliefs and ideas an individual has about some 

attitude object and includes their evaluative beliefs that it is good or bad, 

appropriate or inappropriate. The affective element concerns the emotional 
feelings an individual has about the attitude object, in effect, evaluative feelings of 
like or dislikes. The conative or behavioural element pertains to an individual's 

action tendencies in regard to the object, their readiness to behave in a particular 

way that is associated with their attitude but not related to actual behaviour itselý 

as attitude-related behaviour is also caused by external social and physical 
determinants. 

A difference of opinion as to which component is most important has led to 

divergent philosophies on attitudes. Some have continued to employ the 

multidimensional model Whilst others have adopted a dual or unidimensional 

perspective: focusing only on one or two aspects. However, because the majority 

define attitudes in terms of evaluation, this dimension is thought to be central to 

the structure of the concept (Olson and Zama, 1993). 

The evaluative aspect is considered most important in view of the fict that 

attitudes refer to the enduring positive and negative feelings about some object, 

person or issue, that is the amount of 'affect' for or against an attitude object 

(open University, 1975). In recent years however, attitude theorists have come 

to recognise that not all attitudes have cognitive, affective or conative 

manifestations to them but acknowledge rather, that these elements are correlates 

of attitudes which can be i. - as both antecedents and consequences of 

attitudes (Olson and Zama, 1993). 

2.4 BeHeft 

It can be said that all anitudes include beliefs but not all beliefs are attitudes. The 

conceptual distýon between attitudes and beliefs has been greatly debated but 

to date, there has been no definitive resolution. In some cases, both terms are used 

. -I interchiangeably. The lack of Mý Ii ý I')n is based on the premise that attitudes 
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and beliefs both refer to personal opinions of contentious public issues (Holloran, 

1967). 

Definitions of Beliefs 

Many however, do feel the need to distinguish between attitudes and beliefs and 
this has spawned a myriad of definitions. They range from the view that beliefs are 
knowledge that has no basis in personal experience but exercises some control 

over perceptions, thoughts and feelings (Claxton, 1984), that they are 

predispositions to action (Rokeach, 1972) or conversely, that they are not 

predispositions to act, in the view of McGillicuddymDe Lisi et al. (1979). 

Stahlberg and Frey (1988) stipulate that the term belief refers to the opinion based 

on the knowledge, information or thoughts people have about an object. 

For Fishbein and Ajzen (1975) the difference between attitudes and beliefs fies in 

the emotional dimension; beliefs are neutral whilst attitudes are evaluative. They 

contend that there are tbree levels of beliefs: awareness, acceptance and 

personalised, acceptance and that attitudes develop from befieft about the Wely 

outcome. For example, People are aware that king causes cancer, they believe 

that smoking is dangerous but unless they come to accept that their own smoking 
habit is self-fi*uious, anti-smoking campaigns will be ineffective at nuklifying the 

behaviour. 

According to the literature, beliefs, those things we know to be true (Blaxter, 

1990), are wAluired ideas and thoughts which may be descriptive, evahudive and 

prescriptive in nature (Rokeach, 1972). Me attitudes, they tend to develop very 

early in childhood, from diverse sources, including personal eiqperiences, learning 

situations, mass media and information from significant others (Glover, 1998). 

Be" am constantly &fmed and ramed, by experiences (Cothern. and Collins 

1992) and are not held in isolation but rather comprise part of a system (Glover, 

1988). Attitudes are in effbct, applications of thew systems. 
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2.5 Attitudes and Behaviour 

The question of whether attitudes govern behaviour is pervasive in the literature, 

but answers are rather evasive. Traditionally, it was assumed that attitudes could 

predict behaviour but research has demonstrated that attitudes and behaviour are 

not always directly related. It would appear that attitudes do not determine certain 

action but make it more or less likely to happen (Gagne, 1977). 

17he lack of correlation between attitudes and behaviour my be due in part, to the 

fict that there is no one-to-one correspondence between an attitude and any given 
behaviour (Ajzen and Fishbein, 1980). Having an attitude about someone or 

something may have some effect on behaviour but mediating fiwtors such as direct 

experience with the attitude object or the situational context exert influence on 
behaviour as well (Gape, 1977). According to Stahlberg and Frey (1988 : 162), ' 

... attitudes mll be wak predicators of behaviour when the situational 

constraints are so strong that no individual behaviour is possible. ' In essence, 
knowing an individual's attitude sheds some light on the overall pattern of 

behaviour and perhaps allows for the predication of how one may react but does 

not necessarily dictate how the individual will behave. 

Another reason for die weak empirical relationship between attitudes and 

behaviour possibly stems from the research methodology utilised in previous 

studies. Deaux mid WdIft-9man (1988) noted that researchers often use a general 

measure of attitude and then look at very specific measures of behaviour. This 

lack of correspondence contributes to the poor correlation between attitudes and 

subsequent behaviour (Staidberg and Frey, 1998). 

Additionally, whilst many reseambers advocate the multi-component view of 

attitudes, most research is conducted at the imidimensional leveL in particular on 

the affective element as evaluative statements are aW to measure. This in itself is 

not problematic when the cognitive and affective elements of the attitude we 

consistent with each other, but if they do not coincide, it can result in unstable 

attitudes which are poor predictors of mibsequent behaviour As such, the 
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adoption of a holistic approach to attitude measurement is prescribed. Bemuse 

attitudes are complex, multi-fitceted and multi-dimension in nature, it follows then 
that the measurement of this concept should be multi-method as well. 

2.6 Measurement of Attitudes 

Attitudes are hypothetical constructs; such abstractness is difficult to measure. In 

actuality, attitudes as underlying constructs (Deaux and Wrightsn=4 1988) 

cannot be measured directly only deduced or inferred from other observable data 

(Krech et al., 1962; Halloran, 1967; Downie et al., 1996). Further, it is based on 
the assumption that attitudes can be measured by the opinions or beliefs 

individuals hold about the attitude object. Research tools used to nmsure 

attitudes mclude open- ended questions, self reported techniques ble 

questionnaires and rating scales, physiological ns and behaviour 

observation. 

The task of assessing children's attitudes in particular is complicawd by the fict 

that 'Chil&en do not generally express their beliefs because they think that 

everyone believes as they do, because they are a . 
fraid of making mistakes or, 

finally, because the ideas are not sufflciently systematised to be formulated' 

(MbeWer et al., 1960: 434). Thus, an appropriate methodology must attempt to 

chronicle belieft that are already formed, as well as clarify implicit beliefs that 

guide children's reasoning. 

2.7 Formadon of Attkudes 

People's perceptions of reality, their view of the world manifests itself through the 

anitudes and beliefs they have come to assimilate, as a function of early 

experiences and social learning, shaped by cognitive &-mlopment and the cultural 

nonns of their social world. The origin of auitudes therefore have their roots in 

primary sDcWisation and as a consequence, forms an important dimension of child 
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development (Yarrow, 1960; Open University, 1975; Cohen 1976). The 

theoretical fiamework that shapes the measurement of children's attitudes and 
beliefs toward smoking in this research study is grounded in the ideologies that 

inform the field of child development. 

CHILD DEVELOPMENT 

2.8 Theoretical Perspectives 

Several divergent theoretical perspectives have been constructed to explain child 
development (Shaffier, 1988; Bee, 1992; Crain, 1992; Papalia et al., 1992; 

Santrock and Yussen, 1992). The most influential are discussed below. Although 

Santrock and Yussen (1992: 75) recommend the adoption of an 'eclectic 

theoretical orientation' to best understand the complexity and multi-fitcetedness, 

of child development, particular attention will be given to the philosophical 

principles purported by the cognitive theorist Piaget, who emphasises the 
developing child's rational thinking and stages of thought, and the social learning 

theorist Bandur4, who accentuates behaviour, environment and cognition as the 

key variables in development (Crain, 1992) as the underlying process of attitudinal 

acquisition specifically involves these mechanisms. 

2.8.1 PsychoanalOic Theories 

TIw basic premise of psychoanalytic theories is that development is primarily 

unconscious mid to understand it, an analysis of the underlying process of the 

mind and the pergonality is required. Further they emphasise that development 

occurs m dL4; tind sequential stages and success at meating the demands of each 

stage is dependent upon interactions with people and objects in the child's world. 

They also assert that behaviour is governed by both conscious and unconscious 

processm and that the fiternal processes are as important as the external 
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experiences in shaping behaviour. Significant contributions to this theory were 

made by Sigmund Freud, Carl Jung and Erik Erikson. 

2.8.2 Phenomenological Theories 

According to the proponents of this approach, the importance of children's 
perceptions of themselves and their environment hs central to their development. 
Development is not based on stages but experience, in particular immediate 

experience. Of all the phenomenological theories, the humanistic ones are the 

most recognised. They emphasise the potential for positive, healthy development, 

the fivedom of choice, creativity and self-actualisation. Leading humanists are 
Carl Rogers, who believes that the self is the core of development and defim self 

concept as an individual's ovemll perceptions of their ability, behaviour and 
personality and Abraham Maslow who contends that people have the ability to 
take charge of their lives and foster their own development. 

2.8.3 Behavioural Learning Theories 

This theoretical perspective emphasises behaviour, the environment and cognition 

as vital elemxnts to development. Traditional learning theorists like Ivan Pavlov 

mid Skinner are behaviourists who believe that the environment shapes chililren. 
They maintain that development, which is observable behaviour, learned through 

experie= with the environment can be changed by altering those experienices. 
For these behaviourists, the process of learning is not contingent upon cognition 
but rather based on such concepts as chtssical conditioning whereby a neutral 

stimulus acquires the ability to produce an automatic response originally produced 
by another stimulus, mid operant conditioning whereby the probability of a 
behaviour occurring is dependent upon the consequences of reinforcements or 

rewards, which would increase the Mwblood of occurrewe or that of punishment 

which would decease it. 
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Classical Conditio 

Attitude development by means of classical conditioning can occur when attitude 

objects are paired with favourable or unfitvourable characteristics. In subsequent 

circumstances, when the object is associated with a positive attribute, a positive 

attitude can form and inversely, when linked with a negative trait, a negative 

attitude can arise. 

Qw-mt ConditioWu 

operant conditioning dictates that attitudes are affected by positive or negative 

reinforcements and that the reinforced attitude will probably reoccur in similar 

situations. For example, individuals who hold strong anti-smoking attitudes will 

have them strengthened each time the see a 'No Smoking' sign or receive social 

approval for not partaking in the habit. Clearly, verbal rewards such as praise aM 

approval from others can effectively mould aftitudes (Gape, 1977). 

2.8.4 Swial Leaming 77wory 

Social learning theorists contend that rCi is not necessary to learning an 

attitude. Learning can occur as a result of observing a human model: 

einforcement just mcreases the probability that the acquired action or attitude 

will be repeatedL In fitct, the majority of habits and attitudes acquired me learned 

via observation and imitation, most fi-equently in childhood. Gagne (1977) 

postulates that human modelling Ls essential1y the most effective approach to 

attitude lemming. 

2.8.4.1 Bandura's Cognitive Social Learning Theory 

Tbe most irfiiential social learning tbeorist is Albert Bandura. He acknowledged 

that the environment is an significant ffictor in development but be recognised, the 

of cognitive processes as well. According to Bandure, cb0dren bave 

the capacity, througb beliefs, vahms, thougbts and social skilis to control their 
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own behaviour. They develop a range of new behaviours, ideas and attitudes 
mainly through observing parents, peers, siblings, teachers and television 

personalities to name a few, and subsequently imitating their behaviour. 

Via Imitation 

Imitative learning occurs when the child's acquisition of a symbolic representation 

of the model's action is stored in the memory and retrieved at a later date, to 

guide attempts to imitate (Shaffer, 1988). However, 'chil&en of different ages 

notice different things and analyse or process observations differently, [thus] 

learning is going to vwy systematically %ith age' (Bee, 1992: 23). 

The ability to mutate emerges early m child development. There is conclusive 
evidence in the literature that indicates that children are capable of imitative 

responses as young as eight months of age (Meltzoff, 1988). Indeed, by eighteen 
months, Piaget surmises that most infimts are capable of deferred imitation, 

reproducing the actions of an absent model (McDavid and Garwood, 1978). 
Moreover, as children are rewarded for whative behaviour in various situations 
and as their capacity for abstraction increases, it seems reasonable to assume that 
imitative proclivities continue to develop (Rokimch, 1972). 

This imitative ability has tremendous repercussions fbr the learning of attitudes 
because 9 Verifies the fitct that attitudes which are learned incidentally rather than 

a rmh of preplanned instruction, can be learned even if individuals are not aware 

04 nor able to verbalise, the principle upon which the attitude is based (Rhine, 

1967). Ultimately, just by keeping their eyes mid ears open, children Learn many 

attitudes, both positive and negative in context. 

L&AE" Via 

Because observational learning is not automatic, its suiccess is contingent upon 
four interrelated cognitive elements: attention, retention, motor reproduction and 

motivation (Shaffer, 1988). In lay terms, this means that what children learn from 
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observing others is influenced by what they pay attention to, by their ability to 

make sense of what they see, and to remember and repeat the observed action. 

Children are exposed to a variety of models but to learn by observation, they must 

attend careffilly to the modeL which is often selected on the basis of their 
fiffluence, power, distinction and value. Because the fiunfly is the central focus of 

a young child's life, parents generally assume this primary role. As models, the 

parents have the capacity to shape most aspects of the child's behaviour. They 

determine what is right and what is wrong (Pik-unas, 1976) and this cultivates a 
blind obedience to authority (absolutism). As children mature, their model 

preferences change. Parental imitation tends to give way to imitation of peers. 
Parents at this point, can potentially become 'negative shapers' of attitudes as 

adolescents often intentionally adopt attitudes diametric to those of their parents 
(Open University, 1975). 

To learn via human modelling, a child must commit the model's actions to 

niemory. This is accomplished by means of symbolic coding through the imaginal 

representational system, whereby observers form retrievable sensory images of 

what they have seen and the verbal representational systern, whereby observers 
translate what they have seen into labels that are easy to retneve (Olson and 
Zanna, 1993). These symbolic representations need to be translated, into action 
before the child can imitate the behaviour. The rate at which this transpires 

depends upon the obwrver's ability to complete all the component responses and 

upon the availability of the necessary motor skills. A child cannot smoke a 

cigarette without the manipulative skills required nor can a child develop strong 

attitudes about smoking without prior knowledge about tobacco. 

Lastly, what often determines whether a child re-emicts, the responses they have 

kamed rests not only upon the actual consequences received for perfonning the 

action but rather upon the consequences expected (Shaffer, 1988). Furdwmre, 

the approval or disapproval of significant others can profoundly effect 

performance of an observed action. 
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2.8.5 Cognitive- Developmental Theories 

Theorists from the cognitive-developmental school of thought attempt to explain 
common patterns of development. They believe that the child is an active 
participant in the process of development and that the source of developmental 

change comes from within. Their basic assumption is that the environment does 

not shape the child but rather the child seeks to undeimtand the enviromnant. 
Central figures in the realm of cognitive development are Lev Vygotsky, Heinz 

Werner and most importantly, Jean Piaget. 

2.8.5.1 Piaget's Cognitive Stage Tbeory 

Piaget, the distinguished Swiss psychologist was instrumental in radically 

changing people's perceptions about the development of cWldreWs minds. He 

asserted that children are active agents in their own self developmmtý that they 

learn largely on their own, from an intrinsic interest in the world. He believed that 

in constructing their own cognitive world, they organise, experiences wid 

observations into coherent systems and adapt their thfi*in by way of 

assimilation: the incorporation of new ideas into emsting knowledge and 

accommodation: the adjustment to the new information. Ilds process allows for a 

greater understanding of the world and accounts for intellectual maturation, 

whereby children's perceptions become more accurate and sophisficated as they 

progress through a series of stages (Donaklson, 1978; Crain, 1992). 

Four SMW of C090IMM 

These developmental stages, of which there are four, occur in invariant sequeoce 

that build upon each other 

> The sensorimotor stage (birth to 2 years) whereby infiuft organise their 

physical actions in conjunction with sensory experiences. 
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> The preoperational stage (2-7 years) whereby children learn to think, albeit 

unsystematically and illogically and to symbolically represent the world with 
words, images and drawings. 

> nw stage of concrete operations (7-11 years) whereby children develop the 

capacity to think systematically and perform operations but only in reference to 

concrete experiences. 

> The stage of formal operations (I I years onward) whereby individuals have the 

capacity to think in abstract and idealistic ways. 

Piaget's stages of development, in light of its enduring and proven validity and 

the reality of the five-to-seven' transition, a period of time when children in this 

age range undergo major psychological and behavioural changes, best explained 
by the shift from preoperational thought to that of concrete operations (Crain, 

1992) provides a good theoretical fiamework in which to examme age-related 
differences in children's perspectives of smoking. 

Piagetian theory underpinned a study by Meltzer et al. (1984), who explored 

children's concepts of smoking, as a function of cognitive development. They 

interviewed children. of three different ages (4,7 and II years) and, in attempts to 

account for their understanding of the habit, coded and categorised responses to 

beliefs about smoking into a Piagetian cognitive-developmental fizmework. They 

discovered that at the least mature level, children perceived the consequences of 

smoking to be catastrophic and universal, and at the next level, their perceptions, 

based primarily on externally visible consequences such as stained teeth rather 

than internal problem were nDt considered to be drastic. These generalisations 

typified preoperational thinking. At the stage of concrete operational thinking, 

children could discriminate between external and internal damage, describing in 

diffuse terns, the process by which smoking affected the body. The effects of 

smoking were seen to be multi-consequential and the causes multi-causational. 
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Much research on children's understanding of health and health behaviour has 

been rooted in Piaget's 'stages model of development' but Eiser (1989) 

challenges the premise, based on the doctrine that children do not develop within 

a vacuum and that personal experience and socio-cultural factors are as much 
determinants of children's perceptions as the process of maturation. 
Consequently, this 'social learning' perspective, in conjunction with Piaget's 

cognitive stage theory underpinned the theoretical fiwwwork for the research 

study. 

2.9 Moral Development 

Because learning is a product of one's own development, it has implications for 

the kinds of attitudes individuals hold and the type of moral evaluations that they 

make. Moral development 'concerns rules and conventions about what people 

should do in their interactions %4th other people' (Santrock and Yussen, 1992: 

585). It is learned, primarily through the processes of reinforcement, punishment 

and imitation and is a function of a person's cognitive development and their 

cognitive capacity (Open University, 1975). 

Children's moral development has been studied at great length by the 

developmental theorists Piaget and Kohlbmg. A brief summation of their ideas is 

presented below. 

2.9.1 Piaget's Stages ofMoral Judgement 

HeAmwmous 

Piaget, by studying how children think about moral issues, concluded that they 

haw two moral attitudes which we contingent upon their developmental maturity 

Ille first is heteronomous moralify which occurs between 4 mid 7 years of age 

and is linked to their egocentrism; chiMren view rules from a single perspective, 

the grown ups 17bus, chikiren. have a blind obedience to then adult-unposed 
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rules. They believe that there is only one law which is fixed and absolute, and non 
compliance will result in immediate punishment. Moral judgement tends to be 
based on consequences of the action rather than the intention (Crain, 1992; 
Santrock and Yussen, 1992). 

Autommous Mo 

The second moral attitude, autonomous morality is displayed by children age 10 

and older. At this stage, chiklm are cognisant that rules and regulations are 

created by equals for the sake of co-operation and that both intentions and 

consequences need to be considered when judging action. According to Piaget, 

this view is more relativistic, as children understand that consensual rule changes 

are possil3le (Crain, 1992; Santrock and Yussen, 1992). 

2.9.2 Kohlberg's Stages of Moral Development 

Kohlberg's philosophy is centred around moral reasoning. He believes that as 

children develop, their moral thoughts are subjected to i n, 'the 

developmental change fi-om behaviour that is externally controlled to behaviour 

that is controlled by internal, self-generated standards and principles' (Santrock 

mid Yussen, 1992: 597). Kohlbe-rg's notion of moral development is 

chwactensed by six stages, subdivided into three levels of development - 

preconventional, conventional and postconventional (Lerner, 1976; Crain, 1992; 

Santrock and Yussen, 1992). 

Precommulkad Reason' -, 

Preconventional, reasoning is the lowest level of moral development where 

. -. F slisation does not exist. It bears strildng resemblance to Piaget's first moral 

attitude. Virthin this level is Stage I- Pwdshment and Obe&ewe Opientation 

where moral reasoning is based on punWiment. Children believe that obeying 

authority and avoiding punisbment is the best course of action. Stage 2- 

Indtviduafism and Popose where moral reasoning is based on rewards mid self- 
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interest. Children see that things are relative, different people have different points 
of view. They often use the notion of 'fair exchange' in their pursuit of personal 
interests. 

Conventional Reason Lng 

The second level of development is conventional reasoning. Internalisation is 

intermediate, children generally abide by societal norms and expectations. Stage 3 

- Interpersonal norms where children bow moral judgement on value, trust, 

caring and loyalty and often take on parent's standards. The emphasis is on trying 

to be good and helpful to sigifficant others. Stage 4- Social System Morality 

centres around obedience to the law, with moral judgement grounded in an 

understanding of social order, law, justice and duty. 

Postcon-ventional Reasoning 

Level three, postconventional reasoning is the highest Level in Kohlberg's theory 

of moral develDpnient. Individuals adopt a moral code that is not based on others' 

standards but completely internalised. Stage 5- Community rights versus 
Individual Rights is when individuals realise the standards vary and values and 

laws are rektive. The focus is on basic rights and the democratic process. Stage 6 

- Universal Ethical IWAciples where the conscious prevails and moral standards 

we based on universal human rights. 

Chikiren's moral development, how they perceive, behave mid feel about the 

rules and regulations that govem social fiteraction has implications for the 

manner in which their attitudes about smoking develop. 

2.10 Sunwnry of Concepikud Fnunework 

it is apparent that the acquisition of attitudes is a complex process embedded in 

the mechamsms, of cognove development and social learmag. Thus, the 
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embodiment of these theories of development is crucial to this study because as 
Yarrow (1960) contends, the developmental fimnework in which one 

conceptualises attitudes and beliefs, prescribes to some extent, the research design 

that is ultimately adopted. Furthermore, consideration must be given to these 

theories when conducting research on children because cognitive ability, in 

essence dictates the choice of research tool (Ausubel et al., 1980; Mahon et al., 
1996). An understanding of developmental concepts allows for informed choices 

about methodology; a developmentally inappropriate selection can threaten the 

validity of the study. With this in mind, the methodology chosen for this study is 

outlined in the next section. 
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CHAPTER THREE 

RESEARCH DESIGN 

3.1 Chapter Overview 

This chapter presents the methodology used to explore children's perspectives on 

smoking. Firstly, it outlines the methodological and ethical considerations that 

need to be taken into account when conducting research with children and details 

the contextual background of research with young children in general. Secondly, 

it offers an overview of the difibrent tools selected for inclusion in the research 
design and the rationale behind the utilisation of a multi-method approach. Lastly, 

the chapter describes the research protocol; the practical manner in which the 

study was conducted and the tools adinmistered and culminates, with a brief 

sutninary of the pilot study. 

32 Methodobnocal and Ethical Considerations 

young children, as subjects under investigation raise distinctive dilemmas for 

research design, Tbese difficulties, to naime a few can range from the diverse 

levels of competence and comprehension between and within 89C groups, the 

short attention spans brief but vuiant measures to the lack of 

stability in responses thus nuking interpretation of meaning difficult (Vasta, 1979; 

Nadehnan, I gg2). Moreover, cWldrens eagerness to please and provide responses 

they believe the resember wants to bear and their inherent egocenuism; the 

fivibft to take on another's point of view (Wall=, 1973) poses further 

difficulty. 

52 



The ethical implications of conducting research with children must also be taken 

into account. Some of the issues that need to be addressed are those involving 

privacy, confidentiality and consent, selection, inclusion and exclusion, risks, costs 

and benefits and the overall impact on the children themselves (Alderson, 1995). 

It is imperative that the children be accorded the rights that are inherently theirs 

by law and that ultimately, the research process embarked upon is in ' ... the best 

interests of the child' (UN Convention Of the Rights of the Child as stated in 

Alderson, 1995). 

The methodological obstacles associated with researching children are further 

exacerbated by the scarcity of viable methods for this population (Wetton, 1987). 

Despite the myriad of available instruments, of mrasurement for adults, there are 
few suitable tools for children. Such paucity, which has significant implications on 
the research design of the present study has led to a demand for the creation of 

new methods to obtain data from young children (Parcel et al., 1984). 

The research design, to lend credence to the results, must encompass the most 

appropriate metliods of data collection for chiklm aged four to eight years of 

age. As there is a dearth of research in the literature on smoldng for this particular 

age group, appropriate methods were not readily available. Consequently, a 

unique methodology for the research in question needed to be developed. The 

final outcome was based on diverse sources including the studies of older children 
in the smoking literature aW the modes of assessment generally administered to 

young subjects ia other disciples. It was also facilitated by the models of good 

practices from key contacts cunctly conducting research in the field of child 

studies. 

3.3 Contextug BackgrOmd 

Historically, children have been accorded little value in society. The expectation 

owe was that they were to be seen but not heard. Timm have cbanged and in the 
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wake of a paradigm shift in contemporary political and social thinking, children 
have been legitimately recognised and their views have been acknowledged as 

valuable sources of information and thus, it is assumed that they should play an 

active role in the research process (Lewis and Lewis, 1982; Widliams et al., 1989; 

Hill et al. 1996). A platform for such participation is ratified by the Convention 

on the Rights of the Child which espouses the creation of a society inclusive of 

young citizens (Pridmore, 1996). 

Unfortunately, Victorian notions of childhood have left a lasting legacy. Although 

children have long been the subjects of research, it generally has been conducted 

46on' rather than 'with' them (Alderson, 1995). As a consequence, children's 

perspectives as a rich source of data, have remained largely unexplained 

(Moloney, 1994). There are few research studies based on data collected from 

children themselves and few if any, resources that document the undertaking of 

social research with children in the United Kingdom (Morrow and Richards, 

1996). 

in the field of heakh-related research, only a small but significant core of 

researchers such as Wetton (1987), Williams and colleagues (1999), Oakley 

(1995) mid Pridmore and Bendelow (1995) to name a few, have conducted 

studies that have been truly participatory in nature, that involved children in the 

research process thereby grong them a voice to contribute their own ideas, their 

own views and their own perspectim. However, within the realm, of smoking, 

children for the most part, have not been gwm this opportunity; to define the 

issues of smoking that am important to tbem, to be consulted on how they feel the 

current trends could be best tackled, or on what intervention strategy they think is 

best suited to their needs. 
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3.4 Research Tools 

To facilitate a 'child-centred' participatory approach to data collection, a variety 
of techniques were reviewed and derivatives of the following were subsequently 
adopted in methodological triangulation. 

3.4.1 Questionnaires 

In reviewing the literature, it is apparent that the dominant research tools of 

choice for the investigation of attitudes and beliefs are generally quantitative in 

nature. Wifthin the realm of smoking, scbool-based. surveys are used with 

systematic regularity for their cost effectiveness, ease of administration and 

proven reliability and validity (Bjamason, 1995). The h** structured format of 

this self reported measure, it is suggested, allows for greater objectivity, but 

inevitably limits the likelihood of personal expression and can lead to 

predetermined answers by the way the questions are construaed. 

As questionnaires are not particularly effective in yielding valuable insight into 

childreWs perceptions (Williams et aL, 1999), in particular, CWWrWs Cbanging 

perceptions (Wetton and McWhirter, 1998) researchers I ... interested in the 

fornodon of affitudes or value, in the Processes of change over tinte or as the 

result of identifiable erperiences... I(Yarrow 1960: 676) need to utilise more 

qualitative measui=. TIwre is still however, notable justification for the utilisation 

of questionnaires for this particular study. Because there is a sigrifficant absence of 

information on the attitudes and beliefs of primary schoolchildren, a baseline of 

information is needed and aptly provided for by the miministration of a 

questionnaire to a large sample size. Furthermore, since questionnaires are the 

method of preference for many smoking studies on older children, the adoption of 

an analogous tool will facilitate a comparison of results across the diverse age 

groups. 
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3.4.2 Interviews 

There is agreement among researchers that the interview process is an optimal 
way of obtaining research-relevant information on the underlying thoughts and 
knowledge of individuals. 'Valid accounts of children's anitudes and experiences 
could-be obtained by engaging directly with the children ... ' (Mahon et al., 
1996: 148) as they '... are acknowledged to be the best describersIdefiners of 
their experiences' (Deatrick and Faux, 1991: 207). Although the interaction 
between researcher and interviewee can be prone to bias and subjectivity, mid 
widespread use is often thwarted by time limitations and financial constraints, 
interviews are suitable for collecting data on children's perceptions (Yarrow, 
1960; Bee, 1992; Ireland et al., 1996) because the format enables children to 
'contribute their own concerns' (Hill et al., 1996: 13 1). 

3.4.3 Draudng 

An alternative qualitative measure that has proven to be effective in the collection 
of data in terms of children's attitudes, beliefs and perceptions, is drawing (Henry 
1960; Porter, 1974; Eiser et al., 1986; Williams et al., 1989; Shaver, et al., 1993; 
Oakley et al., 1995; Wetton and McWhirter, 1998). This premise is strongly 
supported by Pridmore and Bendelow (1995: 473) who maintain that 'Using 

chil&en's drawings, in co? yunction with witing or dialogue can be a powrfid 

method of exploring the beliefs of young chih*en Aich in 
. 
form health 

behaviours and influence health status ' The inherent value of this approach lies 

in the active participation of the subjects under study in the resemb, process, 
thereby enabling personal perspective to come to light in a self defined manner. 
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3.5 The Draw and Wite Investigative Technique 

The 'Draw and Write' Technique' is a research technique pioneered by Noreen 

Wetton in 1972 and adopted by William, Wetton and Moon (1989) in a national 

study of primary schoolchildren's changing perceptions of health It is an 
established method which has been widely used in health research (Shaver et al., 
1993; Occelstone and Case, 1994; Somerset Health Authority 1994; Oakley et al., 
1995; Pridmore, 1996) and proven to be effective in the collection of data on 

attitudes, beliefs and perceptions, in particular those of young children. The 
intrinsic value of this approach lies in following: 

> it is a child centred approach 
> it is non threatening because the whole class participates at once 
> it simulates day to day school activities 
> it meets the requirements of a large scale survey 
> it allows chikiren the opportunity to work at their own level of ability 
> it is non exclusionary 

The fact the all children can participate, regardless of ability or language skill is 

an advantage to using this technique. As a consequence, it is possible to access 
information from a range of children who may otherwise never be heard from. 

Additionally, it empowers children, it gives them ultimate control, to draw and 

write exactPj what they think and feel and this is difficult to attain in the interview 

process because of the dynamics in the aduk-child relationship. 

Another significant benefit inherent to 'Draw and Write' is the flict that it easily 

accommodates the diverse levels of competence and comprehension between and 

within age groups, something that other methods do not always achieve. Pridmore 

and Bendelow (1995) confirm that the technique enables the investigation of 
dffkrence and range but caution that ethical constrakft situational limitations, 

' For a compi kmsive overview of The 'Draw and Write' Technique, see Wetton 
mid McW1*ter (1999) in Images and Curriculum Development in Health 
Education. 
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cultural diversity, and interpretation issues need to be consideredý to ensure that 

the method is truly participatory in nature. For example, the very nature of the 

classroom set-up perpetuates the copying or sharing of responses and researchers 

utilising this tool need to be aware of this potential problem. Such methodological 
issues which are inherent in research with adults as well can be alleviated to some 
degree, by stressing the importance of 'doing your ~ %ork ' 

Draw and Write is fun, a novel way of capturing children's attention which is part 

of its appeal, as it must be remembered that children are a special subject group 

characterised by egocentrism and short attention spans. This methodology aptly 

suits the needs of children, and this fact alone makes it a worthwhile tool. It 

provides insight into concept formation and cognitive development that to a large 

degree is much more discernible mid perceptible than through the interview 

process. One can also speculate that the analysis of Draw mid Write is more 

objective than that of interviews, as often the drawings support what the children 

are saying thereby eliminating misinterpretation. 

The Draw and Write Technique is essentially, a well established qualitative 

nwthod. To facilitate interpretation of the remft written responses are coded and 

counted and the fivquencies are presented as percentages. This data . ilation 
is done to -clarify the overall results and although the fbmiat does present the 

opportunity to apply statistical tests, it is the opumon of this author that this would 
be inappropriate and potentially could result m inaccurate mid nwaninglm 
findings. 

Because pmuring information from children requires 'a special approach' 
(Oakley et al., 1995) involving diverse skills and diffirent research methods 
(Mahon et al., 1996), 'No one technique or method of child study %411fidfil all of 

[the] criteria for a good methodology' (Damn, 1979: 25). Therefore, a 

consolidation of the methods that best measure attitudes and belich with the tools 

that best accommodate children as subjects would seem to be a prudent 
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resolution. Further espousal for integration of methodologies is corroborated by 

the prevailing ethos currently permeating research in health. 

3.6 Triangulation 

One perspective underpinning health education and health promotion centres, 

around the belief that 'social interventions.. are complex phenomena which 

require the application of multiple methodologies in order to properly 

understand or evaluate them' (Steckler et al., 1992: 4). This study accepts this 

prevailing philosophy. The research thus, was designed to embody triangulation 

'the combination of methodologies in the study of the same phenomenon' 
(Denzin 1978: 291). This multi-mediod approach, according to Cohen and 
Manion (1994: 233) 'attempt[s] to map out, or explain more fully, the richness 

and complexity of human behaviour by studying it from more than one 

standpoint =4 in doing so, by making use of both quantitative and qualitative 
data ' 

3.6.1 Methodological Triangulation 

There are at least four types of triangulation, ranging from theoretical and 

investigator to data and methodological triangulation (Kimchi at al., 1991; Nolan 

and Bebi, 1995). In methodological triangulation, a variety of diverse techniques, 

usually quantitative and qualitative are employed in one project, to address the 

sa issue. The differing perspectives produced from the utilisation. of methods 

from divergent paradigm allows for a 'holistic' or 'complete' portrayal of the 

subjects under study and enables the weakness of one method to be counter 

balanced by the strength of the other. Triangulation should be considered 'as a 

strategy that adds ngour, breadth and depth to any investigation' (Denzin and 

Lincoln 1994: 2), one that enhances the wholeness of the research by allowing data 

that may otherwise have remained bidden, to surfitce (Nolan mid BeK 1995). 
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Methodological triangulation is subdivided into 2 approaches: within-method 

whereby 2 or more variants of the same technique are used and between-method 

in which differing but complementary methods are used. Relative to the study in 

question, a between-methods approach was adopted. 

11iis particular methodology has the ability to increase the range of data collected 
(Israel et al., 1995), to sensitise the researcher to subtle differences that could 

prove to be of importance (Breitmayer et al., 1993) and to enhance research 

validity since the individual results from each approach can be used to cross- 

validate the study findings. When separate analysis yields similar findings, it 

enhances the credibility ot and confidence in, the conclusions of the study. Such 

confirmation strengthens the belief that the conclusions are valid (Bouchard 1976; 

Kimchi et aL, 1991; Breitmayer et aL, 1993; Nolan and Behi, 1995). 

Although some social scientists argue that the methodological integration of 
divergent paradigms is infmible due to fimdamental philosophical dfferences, 

others ble Steckler et A (1992: 4) adopt a more pragmatic approach, subscribing 
to the premise that '.. each method is based on &fferent jvt complementary 

assumptions and each method has certain strengths that can be used to 

compensate for the limitations of the other. ' They contend that the current 
debate revolves around the issue of integrating both methods for effective 
development of strategies rather than the dominance of one paradigm over the 

other (Steckler et al., 1992). Moreover, Morse (1991) argues that the suggested 
, incompaul)ility, between qualitative and quantitative methodological 
triangulation Ls mane given the fikct that each method is * istered, and analysed 
independently of each other and that 'blending or merging' of data only happens 

in sumnawn, when conclusions are drawn and theories confirmed. 

3.6.1.1 Between-nxlhods TriangulatiDn 

For the purpose of this study, the multiple methods selected for the between- 

methods triangubtion consisted of a questionnaire, the Draw and Write 
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Investigative Technique (Williams et al., 1989) and semi-structured interviews as 
iflustrated in Figure 3a and 3b. 

Figure 3a. Between-methods Triangulation 

The Draw and Write Investigative Technique 
Qualitative Method 

Questionnaires 
Quantitative Method 

Interviews 
Qualitative Method 
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The research design attempted to integrate these various qualitative and 

quantitative methods in a parallel and equal fashion, essentially as a means of 

confirming the accuracy of the study results (Knafl and Breitmayer, 1991). Such 

methodological integration is best illustrated by the model below. 

Figure 4. A Model of Integrating Methodologies (Steckler et al., 1992) 

QUALITATIVE 
I 

QUANTITATIVE 

The use of these three techniques, mainly child-centred in nature, in triangulation 

is unprecedented with such young subjects in this field of study. Implementing 

each technique on its own has substantial merit but utilising them collectively 

increases their inherent value immensely. In the subsequent evaluation of the 

results, the rich, detailed 'process' information gathered from the qualitative 

methods of the Draw and Write Technique and semi-structured interviews not 

only substantiated the factual 'outcome' data of the questionnaires but also 

enriched them (Jick, 1983). 

3.7 Sampling Frame 

3.7.1 Recruitment and Selection of Schools 

Letters were sent to all primary schools in Liverpool via the office of the 

Liverpool City Council Education Directorate inviting Reception to Year Three 

classes (4 to 8 year olds) to participate in the project. Because of the nature of the 

research and the time commitment involved, it was hoped that 6 schools would 

volunteer to participate. However, the response was exceptional and eventually 

13 schools (I pilot, 12 for the main study) we re selected. Location of the 

participating schools, by ward, is fflustrated in Figure 5. 
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Figure 5 

Location of Study Schools By Ward Socio-economic Status 
Derived From A Variety of Socio-economic Indicators * 
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School selection was based on three social and economic indicators: 

> employment statistics from the 1991 Census 

> Liverpool Lung Cancer Standardised. Mortality Ratios (Mooney, 1994) 
> Index of Well-being: a range of variables (population change 1971 - 

1991, % households not owning a car, % population with 4finiting long 

term illness, % owner occupiers, % lone parents, unemployment rates, 

youth unemployment) enabling a comparison of socio-economic status 

across wards (Shepton, 1994). 

For each indictor, wards received a rank from I to 33 depending on their overall 

position within the indicator. The 3 ranked scores were totalled to give a 

composite score of ranks which was used to ensure that schools were 

representative of the various sock)-economic states in Liverpool (Figure 6). In 

addition, the subsidisation of meals was used as a further measure of school- 

specific, socio-economic conditions. Subsidies ranged from 5% to 95% thus 

confirming that selected schools chamcterised the gamut of socio-economic 

states. 

3.7.2 Ethical Considerations 

Meetings were arranged with each school to discuss the project in detaiL Given 

the nature of the researcb, the fouowing ethiad conMemtiow were addressed: 

> the necessity of codes to maintain school and pupil confidentiality 
> the finportance of - iarding children against any psychological harm 

> the provision of adequate counselling in the event of distress 

> the ownership of data collected 
> the necessity of informed consent 

Permission was initially obtained from head teachers, then parents and finally, the 

children themselves. Of the children who were grmn parMW consent, Control 
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over the decision to partake in the study rested with the subjects themselves and 

at each stage, consent to continue was requested. Of the minority of children who 
did not receive parental consent, most expressed a desire to participate. 

3.8 The Parental Questionnaire 

L, etters of introduction (Appendix 1), consent forms and parental questiomaires 

(Appendix 2) were sent home with each child, to be returned to the school prior 

to the co------ of the study. The parental questionnaire in essence, was 
designed to check the validity of the children's responses. A cross comparison of 

parental responses was made with the responses of their respective children, to 

assess if the responses were truthful in nature. Questionnaire format was based on 

the myriad of samples found in the literature and simplified to include the 

following: 

> demographic information (parental status, sex, occupation) 

> personal smoking behaviour 

> parhm's smoking behaviour (where applicable) 

> finnilial smoking behaviour 

> number of smokers in the house 

> comrnents section (often used to rationalise smoking behaviour) 

Parental response rates to school-based activities are in general, poor. Tbus, an 

approach commonly used in the educational system to surmount the inevitable 

problems of non-response was adopted. On the advice and approval of an head 

teachers, the letters of introduction sent honw to parents included an 'opt out' 

clam, working on the premise that children would be automatically included in 

the study if their respective consent forms were not returned to the school before 

commencement of the study. The rationale for adoption was based on the fact that 

high participation rates are essential for sound school health research (Belzer et 

al., 1993), that inclusion of such a clause is the norm in many schDol-based 

activities, that some of the methodology was designed as a whole class activity, 
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that smoking is a topic that can be discussed as part of the health education 

curriculum and ultimately, to avoid a sampling bias as previous research has 

illustrated that children without consent are more likely to originate from a family 

environment where smoking experiences are prolific (Best et al., 1988). The 

inclusion of this 'high risk group' is central to the core of this study. 

3.9 Application of Research Tools 

To maintain a high degree of reliability, the principle researcher organised, and 

conducted all the research involved in the study. Assistants were recruited and 

trained to help administer the questionnaires and to act as scribes for the Draw 

and Write Technique. After analysis of all the data, each school was given 

feedback on the results. 

3.9.1 A&ninistration O)rQuestionnaire 

A developmentally appropriate questionnaire (see Appendix 3) was created, based 

upon the review findings of previous research on older children as to the different 

filctors that appear to influence the smoking behaviour of children (Christie, 

1987; Charlton and Blair, 1989; Eiser et al., 1991; Goddard, 1992) and research 

methods in child development (Mussen, 1960; Walker, 1973). The aim of the 

questionnaire was to amass baseline information on children's experience of 

smoking and their belief about and intention to smoke, in the context of the 

smoking behaviour of significant others. Short dichotomous or tricotomous- 

response questions were used to collect the following information: 

> demographic variables (age, sex, geographic location) 

> personal smoking behaviour 

> parental, sibling and peer smoking behaviour 
> current and future intention to smoke 
> beliefs about smoking 
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The inclusion of questions about 'intention' to smoke and 'belief about smoking' 

were done so on the basis that each play a role in the concept of attitude. Of the 

three components that are said to make up an attitude (Figure 2), beliefs are part 

of the cognitive element and behavioural intentions, the conative element. Beliefs, 

as the base component of all attitudes (Halloran, 1967) and behavioural intention, 

as the single best predictor of future smoking behaviour (Eckhardt et al., 1994) 

merit consideration in the study of young children and smoking. These two 

concepts were revisited during the qualitative phase of the study, along with the 

third component of attitudes - the affective element, which was explored in great 

detail. 

The questionnaire was subjected to extensive piloting, to establish the existence of 

content validity. The revised version was administered to 1701 children in 12 

schools (all those present on the day of n). Each of the twelve 

questions on the questionnaire were read aloud to children in groups of two, who 

were asked to tick the box that best described what they believed to be the correct 

answer. Accuracy and confidentiality were stressed. All questionnaire responses 

were coded to allow for quantitative analysis. The data was entered onto a 

computer database, using SPSS (Statistical Package for the Social Sciences). As 

the data was nominal in nature, descriptive statistics (fi-equency distributions and 

crosstabulations with two dimensional tables) were generally used, in conjunction 

with chi square tests. 

3.9.2 Administration OjrDraw and Write Technique 

The Draw and Write Technique (William et al., 1989) which requires children to 

draw pictures and write a response in accordance to specific invitations read aloud 

in the classroom, by the researcher was conducted with 976 chikIren in half of the 

schools involved m the questionnaire administration. These 6 schools were 

selected on the basis of their socio-economic ranking in Figure 6., the type of 

school, the size of the school and overall suitability to the research de * 
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The smoking specific investigation used in the study (see Appendix 4) is a shorter 
version of the technique devised by Noreen Wetton (1990) from the Health 
Education Unit at the University of Southampton for the Somerset Health 

Authority and Somerset Education Consultants with the Best of Health Project 
(1994). Abridgement of the tool was necessary because the scope of the original 
format was not exclusively on attitudes, beliefs and perceptions of smoking. Four 

different invitations were employed. Scribes were provided to assist any children 

who had difficulty writing. 

After administration, coding categories were developed for use in analysing the 

responses which were based on frequency of responses. Many of the initial coding 

categories were derived from the Health Education Unit at the University of 
Southampton for the Somerset Health Authority and Somerset Education 

Consultants with the Best of Health Project (1994) but others were added or 
deleted as was necessitated by the children's responses. 

3.9.3 Adminisoution O)rSemi-stmctured Interviews 

A subsample of 50 children, randomly selected from the 6 schools were asked to 

participate in semi-structured, confidential interviews which delved into the 

underlying attitudes and beliefs children have about smoking. Children were asked 
to comment on various pictures, respond to several questions and give their 

opinion on a multitude of smoking related statements. The foundation for the 
intervi came from previous smoking research on children of different ages 

with particular reliance on the seminal work of Fidler and Lambert (1994). The 

outcomes of the Draw and Write technique were also used to develop the 

protocol for the semi-structured interviews. In addition, the childrens own 
drawings from the 'Draw and Write' exercise were incorporated into the process, 

as part of the introduction, to establish rapport with the children and to facilitate 

ease, allowing them to deal with something they were Eirnitiar with and could 

easily comment on. The drawings in effect, were 'the way W (Williams et al., 
1989) to the underlying attitudes that the children had about smoking. 
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Each interview, approximately half an hour in length, was tape-recorded and 

subsequently transcribed by the researcher. Content analysis was conducted and 

themes indicating trends in the attitudes, beliefs and perceptions children of 

varying ages have about smoking were identified. 

3.10 Pilot Study 

The pilot study (N=100) was conducted in one school, representative of average 

socio-economic conditions and amenable to the idea of testing the suitability of 

the questionnaire, the feasibility of utilising the Draw and Write Technique with 

such a young, large sample and the appropriateness of the interview questions in 

the school. The study i1huninated some potential problems with the original de 

mid appropriate adjustments were made to the following: 

Otte tion format: 

In the original format, some questions were divided into subsections and although 

each subsection had its own large check box, it became evident that children' 

found this set-up very confusing. Hence, all subsections became questions in their 

own right and a number was assigned to each respectively, thereby giving children 

a point of reference for each inquiry. 

gmgknnaire a-&ninislra-fion: 
At the onset, the questionnaire was to be administered to the whole class but this 

proved to be unfeasible. Noise levels, discipline problems, and copying were rife 

in the classroom environment and threatened the validity of the results. 

Henceforth, the administration of the questionnaire was completed individually or 

at most, in groups of two. 
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Time allohnent: 
All three methods took much longer to administer than was expected. Moreover, 

the necessity of working around the time constraints of the school itself 

(scheduling of play time and lunch) needed to be taken into consideratiorL 

The number otscribes requiredfior the Draw and Write Technigue. 

During the pilot, it became evident that a tremendous amount of time and human 

resources are required to administer 'Draw and Write' properly. This was 
particularly noticeable in classes with younger children who all needed assistance 
in some form or another. In addition, the pilot study highlighted the necessity of 
having all the materials pre-coded and readily available to facilitate the 

administration process. 

0- IM. - 
The question regarding 'future intention to smoke' did not allow children who 
were interested in trying to smoke occasionally, for curiosity's sake to accurately 

express their view point. As such, a question addressing the issue of wanting to 

experiment with cigarettes was incorporated into the questionnaire. 

3.11 Summary of Research Design: 

The creation of an innovative research design for this study was necessitated by 

the lack of comparative work in the literature on smoking. In order to best attain 
the diverse aims of the research, a triangulated format was adopted. The 

convergence of three techniques is unique with this particular age group as the 

obstacles to overcome are monumental. As such, the construction of the research 
design for this study was very much experiential in nature and in essence, very 

much an integral part of the project's subliminal objective; the need to find viable 

research methods for the investigation of attitudes and beliefs in young children. 
Ridings from the triangulated methods will be presented in the next chapter. 
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CHAPTER FOUR 

ME CROSS SECTIONAL STUDY 

4.1 Chapter Overview 

This chapter describes in detail, the sample and the subsequent findings from the 

cross sectional study. The results from the questionnaire are subdivided into three 

sections: smoking behaviour, beliefs about smoking and intention to smoke. Both 

the 'Draw and Write' results and the findings from the semi-structured interviews 

are classified by thematic trends. A summary of the results of all three techniques 

are found in the discussion which aims to draw together pertinent and common 

conclusions from all the methods, as well as highlighting the important issues that 

need further investigation. 

4.2 Sample: The Children 

Tabk 1: Distribution of Sample By Research Methods 

Methods Schools Participating Subjects Involved 

Questionnaires 12 1701 

Draw and Write 6 of 12 976 

Interviews 6 of 12 50 

Table 1 outlines the number of children who were involved in the study. All of the 

children from the 12 participating schools who were present on the day the 

questionnaires were administered completed the questionnaire. Six of the twelve 
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schools, two from each of the three socio-economic conditions identified were 

subsequently selected to participate in the Draw and Write Technique which was 

conducted on a 'whole class' basis and a subsample of 50 children from these six 

schools were asked to partake in the semi-structured interviews. 

Details of the sample by gender and year group is shown in Table 2 below. The 

sample was fidrly evenly distributed; each year group comprised approximately 

one quarter of the total sample. There were more boys than girls. The subjects 

ranged in age from 4 to 8 years, with an average age for each year group: 

Reception (mean age =5 years; Year I (mean age =6 years); Year 2 (mean age = 

7 years) and Year 3 (mean age =8 years). The discrepancy of ages within each 

year group can be attributed to such factors as children celebrating a birthday 

after the conclusion of the study, and children detained or advanced to another 

year based on scholastic ability. 

Table 2. Distrilbution of Sample By Gender and Year Group 

YEAR GROUP 
I 

GENDER AGE 

GIRLS BOYS YEARS (N) 

RECEPTION N= 430 208 222 4 113 
5 317 

24%) 

YEAR ONE N= 438 214 224 5 109 
6 325 

25%) 74 

YEAR TWO N= 461 204 257 6 105 
7 355 

26%) 81 

YEAR THREE Nm 446 210 

1 

236 61 
7 95 

25%) 8 350 

TOTAL N= 1775 836 939 1775 

11000/8) 
- 
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43 Sample: The Parents 

Total Number of Parental Responses N= 823 

Parental Consent Given N= 806 

Parental Consent Declined N= 17 

4.4 The Matched Sample 

Both the children and the parents in the sample were asked similar questions 

about fiunilial smoking habits. The parental responses were subsequently matched 

with that of their children and this was used to test for congruency between the 

answers. 

Matched responses for mother's smoking habit 8 6% 

613 of 718 cases 

Matched responses for fitther's smoking habit 80% 

480 of 599 cases 

0 Overall congruence 83% 

An overall congruency of 83% implied a high degree of consistency between the 

responses of the chikIren and the parents in the study. This level of congruency 

allowed for the inference that the answers given by the children were relatively 

truthful in nature. Non congruence can be attribu: ted to several reasons 

from the fact that some parents hid their smoking habit from their children and 

some parents smoked before their children were born to the diversity of the fianily 

unit where children's mothers and fathers were not necessarily the partners or 

spouse of the parents who responded to the questionnaire. 
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Table 3. and Table 4. illustrate the employment details and smoking habits of 

parents who responded to the questionnaire sent home with each child. This 

infortnation was necessary to establish that the proven link between social class 

and rates of smoking existed within the swiple population. Some parents who 

returned the questionnaire did not answer the question pertaining to employment 

which accounts for the incomplete data section found on the tables. 

Table 3. Distribution Of Father's Smoking Behaviour By Social Class 

OCCUPATION 
BY 

SOCIAL CLASS* 

Dishibution, 
Of 

Employment 

N ('Ye) 

FATHER'S SMOKING HABIT 

Smokes Does Not Used to 

N ('/9) N (%) N (*/0) 

No Employment 74 9.7 42 24 24 10 8 14 

1 Professional 29 3.8 1 1 23 9 5 9 

11 Intermediate 89 11.7 26 15 45 18 18 32 

IH(N) SkMed 45 5.9 8 5 30 12 7 13 

HIM Skilled mamial 171 22.4 65 37 93 37 13 23 

IV Partly Skilled 52 6.8 
- 

25 14 24 10 3 5 

V Unskilled 13 1.7 5 3 8 3 0 0 

Homemaker 0 0 0 0 0 0, 0 0 

Student 6 .8 
2 1 2 1 2 4 

Inco e 284 37.2 

Total 763 100 174 100 249 100 M 100 

*Based on OPCS Standard Occupational Classification 

The parenW sample spanned the whole range of occupations, reflecting the 

current economic climate in the city of Liverpool. From Table 3., it is clear that 

the majority of fidbers worked in the lower end of the occupational hierarchy, 
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genemUyasnianuallabourers(N=171). Ten percent of fathers were unemployed 
(N=74) whilst fewer than 5% had professional lines of work. The percentage of 

nude smokers followed a pattern similar to the occupational distribution. The 

highest proportion of smokers was found among fathers who worked in low paid 
jobs or did not work at all whereas only 1% of smokers were from a professional 
background. No statistically significant associations were found between the 

children's smoking behaviour, their belief about smoking, their intention to smoke 

and paternal social class. 

Table 4. Distribution Of Mother's Smoking Behaviour By Social Class 

OCCUPATION 
BY 

SOCIAL CLASS* 

Distribution 
of 

Employment 

N (11/0) 

MOTHER'S SMOKING EbkBIT 
I 

Smokes Does Not Used To 

N (11/0) N (1/10) N (0/0) 1 

No Employment 37 4.9 22 11 12 4 3 5 

1 Professional 7 1 0 0 7 2 0 0 

H Intermediate 48 6.4 7 3.5 39 1 12 2 3 

111(N) Skikd 120 15.9 22 11 86 26 12 0 201 

111(M) SkUW manual 18 2.4 4 2 11 3 3 5 

TV PartlySicilled 37 4.9 6 3 26 8 5 8 

V UnskiQed 10 1.3 2 1 8 2 0 0 

Homemaker 306 40.7 132 65 140 42 34 57 

Student 14 2 7 3.5 6 1 1 2 

Incomplete 154 20.5 

TOTAL 751 100 202 100 335 100 100 

*Based on OPCS Standard Occupational Classification 
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Table 4. shows that the highest proportion of mothers in our sample were 
homemakers (40.7%) and these women comprised the majority of smokers in the 

group (65%) as well. There were no reported smokers among professional 

women who represented a mere one percent of the female population. Smoking 

rates were evenly distributed (11% respectively) between mothers without 

employment (4.9%) and those who worked in skilled occupations (15.9%). No 

statistically significant associations were found between the children's smoking 

behaviour, their belief about smoking, their intention to smoke and maternal social 

Class. 

4.5 Questionnaire Results 

The aim of this research was to uncover the perspectives that children hi their 

early years have about smoking; in essence to discover what their attitudes were 

about this particular subject. Rather than utilise traditional attitudinal measures 

such as scales or surveys, this study took an unorthodox approach and used 

multiple methods to assess attitudes, in the larger fimnework of triangulation, to 

gain a more holistic view of the perspectives that this sample had about smoking. 

Such a deviation from the 'methodological' norm was fostered by the age of the 

subjects involved in the study, the 'inappropriateness' of standard attitudinal 

measures for this population and the lack of any other alternatives, coupled with 

the philosophical underpinnings of the mwarch itself which needed to be 'child- 

centred, and participatory in nature. Although by definition, questionnaires are 

neither Ichild-centred' nor participatory, the administration of the tool, in a one- 

to-one or. two-to-one ratio emulated a structured interview and thus, did involve 

the children in the research process. Further, any additional comments that the 

children made whilst filling in the questionnWre were also documented. 

The questionnaire itself was not meant to 'stand only' as a complete measure of 

this sample's attitudes about smoking. lt*was designed to be used in cotgunction 

with the other methods. Its purpose, primarily, was to provide some baseline 
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information and to give an indication of what children's beliefs and intention that 

inform their attitudes about the habit were, in the context of the smoking habits of 

significant others. Such information provided ffirther direction for, and a 
foundation on which to structure, the interviews. Results from the questionnaire 

were the outcome of the analysis of the relationships highlighted in the model 

below. 

Figure 7. A Model of the Relationships Investigated In the Cross Sectional 

Study 

Dependent Variables 

Sample 
Smoking 
Behaviour Independent Variables 

4 

Sample's Belief 
About 

Smoking 

$ 
Sample's Future 

Intention 
To Smoke 

-, ý- Gender of Sample 

t 

/ 

-0- Parental Smoking Behaviour 

Sibling Smoking Behaviour 

Peer Smoking Behaviour 
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4.5.1 Sample Smoking Behaviour 

The subjects were asked if they had ever tried to smoke a cigarette, even just one 

puff. The responses from the total sample indicated that 1583 children (94%) had 

never tried to smoke a cigarette. These children were classified as non triers. One 

hundred and two of the children (60/6) had tried at least one puff of a cigarette 

and were labelled as triers. Table 5 shows that the non-triers were fitirly evenly 

distributed throughout each year group. The greatest proportion of children 

(32.4%) who had tried to smoke a cigarette were from Reception (N--33). 

Table 5. Sample SmDking Behaviour By Year Group 

YEAR GROUP NON TRIERS TRIM 

N% N% 

RECEPTION 375 23.7 33 32.4 
mean age 5 

YEAR ONE 3% 25 19 18.6 
mean age 6 

YEARTWO 417 26.3 25 24.5 
mean age 7 

YEAR THREE 395 25 25 24.5 

mean age 8 

TOTAL 1583 100 102 100 
N=1685 
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Sample Smoking Behaviour - Gender as a Variable 

Figure 8. illustrates the finding that a large number of triers (n=70) were boys 

(p<. 001). This statistical significance suggested a gender bias in the smoking 

experiences of the children in this sample. 

Figure 8. 
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This gender bias was even more pronounced when sample smoking behaviour was 
looked at in relation to parental smoking behaviour, as documented in Table 6 

below. A statistically significant association (p< . 05) was apparent in the smoking 
behaviour of the boys. Of those boys who reported trying to smoke a cigarette, 
70% had mothers who smoked and 71 % had fitthers who smoked. 

Table 6. Sample Smoking Behaviour By Gender and Parental Smoking 

Behaviour 

Mother's Behaviour Father9s Behaviour 

Smoker Non Smoker Smoker Non Smoker 

Girl Trien 16 14 15 14 
N= 30 Mother (53%) (47%) (52%) (48%) 
N- 29 Father 

Girl Non Triers 335 423 335 405 
N- 758 Mother (44%) (5 6%) (45%) (55%) 
N= 740 Father 

Boy Trien 50 21 47 19 
N= 71 Mother (700/6) (300/9) (7 11/6) (291/9) 
N= " Father 

Boy Non Triers 375 431 370 405 
N- 807 (47%) (53%) (48%) (52%) 
N- 775 
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Sample Smoking Behaviour - Belief About Smoking 

As can be seen in Figure 9, the majority of the children in the sample, both non 

triers and triers reported that smoking was bad for people. A small but statistically 

significant (p<. 001) difference existed in that 8% of the triers had positive beliefs 

about smoking whereas only 2% of the non triers believed smoking to be good for 

people. 

Figure 
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Sample Smoking Behaviour - Intention to Smoke 

An additional means of gauging children's attitude about smoking was garnered 

via responses to the question 'Do you want to smoke when you grow up? ' In 

Figure 10., it is evident that the vast majority (80%) of non triers (N=1260) had 

stated they had no intention of smoking in the future as opposed to a minority of 

10 percent (N=156) who said yes. Within the small group of children who had 

tried to smoke, the trend was different, such that relatively equal numbers of 

subjects had said both yes (N=42) and no (N=39) with respect to wanting to 

smoke when grown up. 

Figure 10. 
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Sample Smoking Behaviour- Smoking Behaviour of Significant Others 

All the children in the study were asked questions about the smoking behaviour of 

their parents, their siblings and their peers. Table 7. is a sununation of the 

responses. It is apparent that ahnost half the parents in our sample were smokers 

whereas few (less than 10% respectively) brothers, sisters and fiiends were 

reputed to smoke. The proportion of parents who smDked is fitirly evenly 

distributed (circa 50%) throughout each year group. 

Table 7. Smoking Behaviour Of Significant Others 

SMOKES DOESNOT DON'T 
SMOKE KNOW 

MOTHER 786 8% 
N=1682 (47%) (53'Yo) 

FATHER 777 948 
N=1625 (48%) (52%) 

SISTER 102 1100 6 
N=1208 (90/8) (910/0) 'yo) 

BROTHER 133 1135 5 
N=1273 (I (r/0) (89%) (1%) 

PEER 85 1122 460 
N=1"7 (5 0%) (67%) (28%) 
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Sample Smoking Behaviour -Smoking Behaviour of Parents 

Similar statistically significant trends (p<. 001) existed in the relationship between 

children's smoking behaviour and the smoking behaviour of parents as depicted in 

Figure 11. With regards to mothers and fathers, for both comparisons, 65% of 
triers had parents who smoked in contrast to the 26% of triers who had non 

smoking mothers and fathers. 

Figure I I. 
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When parental smoking behaviour was broken down by gender and year group, it 

is evident from Table 8. below that their ensuing patterns of behaviour were 

fairly evenly distributed. For mothers and fathers who smoked, about one quarter 

came from each year group, regardless of gender. A similar pattern unfolded for 

non smoking parents. A slight, statistically insignificant deviation was found for 

boys in Reception and all children in Year 2 where a somewhat larger percentage 

(27%) of all parents who smoked were found. 

86 



Table 8. Parental Smoking Behaviour By Gender and Year Group 

Mother Father 

Smoker Non Smoker Smoker Non Smoker 
90 108 92 103 

Reception Girls 
(26%) (25%) (26%) (26%) N= 198 Mother 

N= 195 Father 
76 125 81 109 

Year 1 Girls 
N= 201 Mother (2 2 1/6) (2 8 1/6) (2 3 1/6) (26%) 
N= 190 Father 

100 94 95 96 
Year 2 Girls 

(28%) (21%) (27%) (23%) N= 194 Mother 
N= 191 Father 

86 112 84 112 
Year 3 Girls (24%) (26%) (24%) (27%) N= 198 Mother 
N= 196 Father 

352 439 352 420 
Total (100%) (1000/0) (1000/0) (1000/0) 

117 98 119 88 
Reception Boys (27%) (22%) (280/9) (2 1%) 

N= 215 Mother 
N= 207 Father 

96 118 92 111 
Year 1 Boys 

(22%) (26%) (22%) (26%) 
N= 214 Mother 
N= 203 Father 

118 124 116 120 
Year 2 Boys 

(27%) (279/9) (27%) (28%) 
N= 242 Mother 
N= 236 Father 

102 116 98 109 
Year 3 Boys (24%) (25%) (23%) (25%) 
N= 219 Mother 
N= 207 Father 

433 456 425 428 
Total (1000/0) (1000/0) (1000/0) (1000/0) 
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Sample Smoking Behaviour - Smoking Behaviour of Siblings 

A significant relationship (p<. 001) between children's usage of cigarettes and the 

smoking habits of their brothers and sisters is illustrated in Figure 12. In contrast 

to parents, a major portion of triers (over 70%) noted that their siblings were non 

smokers. The non triers reported that at least 90% of their brothers and sisters did 

not smoke. It would seem however, that cl-ffldren whose sisters (N=14) and 
brothers (N=23) smoked were at least twice as likely to have tried a cigarette 

than those children whose siblings were non smokers. Because the number of 

siblings who smoked was low, generalisations based on the results must be 

interpreted with some caution. 

Figure 12. 
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Sample Smoking Behaviour - Smoking Behaviour of Peers 

In reference to the question regarding the smoking habits of friends, Figure 13 

shows that 20% of children who had tried a cigarette had peers who smoked 

compared to only 4% of children who had never smoked before. Generally, the 

majority of children whether they be non triers or triers had peers who did not 

smoke (N=1115). In a like manner to sibling smoking behaviour, very few 

subjects had peers who smoked, thus assumptions about this influence on the 

children's own smoking behaviour, their beliefs and intentions to smoke will be 

difficult to determine accurately. 

Figure 13. 
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4.5.2 Sample BeliefAbout Smoking 

To assess belief about smoking, the subjects were asked if they thought smoking 
was good or bad for people. The tern 'people' was recommended by Wendy 
Fidler (personal communication, 1994), on the basis of pilot work from her 

smoking study with pre-school children (Fidler and Lambert, 1994). The response 
from the total sample revealed that 1543 children (91%) had negative feelings 

about smoking and believed it to be bad for people. Less than 3% of the children 
felt that smoking was good for people (N==42) and twice as many (&Yo) did not 
know whether smDking was good or bad. As evidenced in Figure 9., three 

quarters of the children who believed smoking to be good for people had tried to 

smoke a cigarette and according to Table 9. were principally in the youngest year 

group (P<. 001). 

Table 9. Children's Belief About Smoking by Year Group 
I 

SMOKING SMOKING DON'T 
1 

IS GOOD IS BAD KNOW 
N (10/0) N. (0/0) N (0/0) 

RECEMON 25 59.5 335 21.7 54 49.5 
N=414 

YFAR 1 11 
I 

26.2 385 25 21 19.3 
N=417 

YEAR2 4 9.5 429 27.8 9 8.3 
N=442 

YEAR3 2 4.8 394 25.5 25 22.9 
N=421 

TOTAL 42 100 1543 100 109 100 
N=1694 
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Sample BeliefA bout Smoking - Gender as a Variable 

Figure 14. aptly demonstrates the fact that the gender bias evident in children's 
incidence of cigarette experimentation was also significant (p<. 05) in beliefs as 

well. In concurrence with the findings for children who had tried to smoke, twice 

as many boys (N=28) than girls (N=14) had positive beliefs about smoking. 

Figure 14. 
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Sample Belief About Smoking - Intention to Smoke 

As revealed in Figure 15, there was a statistically significant association (p<. Ool) 

between belief and intention. Twenty-eight children (68%) who believed smoking 

was good for people wanted to smoke when they grew up as compared to twelve 

children (29%) who said they did not intend to smoke in the future. Most children 

(N=1234) had negative beliefs about smoking and stated they have no prospective 

desire to smoke. 

Figure 15. 

90 

80 + 

YES 

Children's Beliefs About Smoking 
By Future Intention To Smoke 

NO DON7 KNOW 

M GOOD N=42 

M BAD N=1543 

13DON'T KNOW N=109 

92 



Beliefs About Smoking- Smoking Behaviour of Parents 

Figure 16. illustrates the statistically significant (p<. 05) patterns in the relationship 

between children's beliefs about smoking and parental smoking habits. Of the 

children who believed smoking was good for people, over 70% had mothers 

(N=32) and fathers (N=29) who smoked. By contrast, less than 50% of children 

with negative beliefs about smoking had parents who smoked. 

Figure 16. 
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Beliefs About Smoking- Smoking Behaviour of Siblings 

It is obvious from Figure 17 that sister's smoking habits did not influence 

children's beliefs about smoking (p =. 593). However, significant differences 

(p<. 001) were evident in relation to brother's smoking habits. Of the children 

who thought smoking was good, 34% had brothers who smoked whilst less than 

10% of children with negative beliefs about smoking had brothers who smoked. 

Figure 17. 
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Beliefs About Smoking- Smoking Behaviour of Peers 

Regardless of belief about smoking, most children maintained that their firiends 

were non smokers as seen in Figure 18. Of the minority of subjects with friends 

who smoked, 36% were mainly children who believed that smoking was good for 

people whereas only 4% thought that it was bad to smoke. 

Figure 18. 
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As previously stated, an additional means of drawing out children's ideas about 

smoking was accomplished by asking the subjects if they thought they would 

smoke when they grew up. Of the 1690 responses, 77% of the children (N=1305) 

did not think that they would smoke in the future, 10% of the children did not 

know (N=175) and 13% intended to smoke when they grew up (N=210). It 

would appear that those children who wanted to smoke when they grew up were 
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for the most part, the children who had experimented with cigarettes and 
harboured the belief that smoking was good for people. 

During the pilot study, some children expressed a desire to try a cigarette but did 

not intend to smoke when they grew up. Consequently to differentiate curiosity 
from intention, the subjects were asked if they wanted to try a cigarette, even just 

one puff. Responses were comparable to those for future intention. 81% of 

children (N=1375) expressed no desire to try a cigarette, 7.6% conveyed a wish 

to experiment with cigarettes and I I% denoted uncertainty and on this basis, only 

the results for future intention to smoke will be reported. 

Table 10. verifies the findings that although most children said they did not want 

to smoke when they grew up, the small but significant percentage (p<. Ool) that 

intended to smoke in the future were predominantly children from Reception 

(44.8%) and Year 1 (27%). The reason for this trend will be ffirther explored in 

the longitudinal study. 

Table 10. Chikiren's Future Intention To Smoke By Year Group 

WANTTO DO NOT WANT DON'T KNOW 

SMOKE TOSMOKE 

N (0/0) N (0/0) N (0/0) 

RECEPTION 

N=413 94 44.8 275 21.1 44 25.1 

YEAR I 

N=415 57 27.1 320 24.5 38 21.7 

YEAR 2 

2 29 13.8 370 28.3 43 24.6 

YEAR. 3 

N=420 30 14.3 340 26.1 50 28.6 

TOTAL 

N=16" 210 100 1305 100 175 100 
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Future Intention to Smoke - Gender as a Variable 

Boys (N= 143) according to Figure 19. were twice as likely to indicate intention to 

smoke when they grew up than girls (N=67) which was in keeping with the 

statistical-ly significant gender bias (p<. 001) found throughout the data in this 

study. 

Figure 19. 
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Future Intention to Smoke - Smoking Behaviour of Parents 

Figure 20. depicts the existence of a significant relationship (p<. 001) between 

children's inclination to smoke when older and the smoking habits of parents. Of 

the children who wanted to smoke when they grew up, 66% had mothers who 

smoked and 70% had fathers who smoked compared with 26% whose parents 

were non smokers. 

Figure 20. 
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Future Intention to Smoke - Smoking Behaviour of Siblings 

Analogous patterns of statistical significance (p<. 001) were also apparent in the 

association between future intention to smoke and sibling smoking habits depicted 

in Figure 2 1. The children who stated that they wanted to smoke when they grew 

up were twice as Rely to have had a sister (16% compared to 6%) and four times 

more likely to have had a brother (28% compared to 7%) who smoked. 

Figure 21 
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Future Intention to Smoke - Smoking Behaviour of Peers 

Figure 22 clearly indicates that the majority of the children in the sample had peers 

who were non smokers. However, of the children with friends who smoked, 17 % 

wanted to smoke when they grew as compared to only 3% who expressed no 
desire to take up the habit later on in life. 

Figure 22 
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4.6 Summary of Questionnaire Results 

Smoldng Behaviour 

> 94% of children had never tried a cigarette 

> 102 children (6%) tried at least one puff of a cigarette 

> over 60% of 'triers' had parents who smoked and over 70% were boys 

> 47% of mothers and 48% of fathers smoked 

> less than 10% of siblings and peers smoked 

BeHefs About Smobing 

> 91% of children believed smoking was bad for people 

> less than 3% thought it was good and 6% of children did not know 

> twice as many boys (n==28) as girls thought king was good for people 

> majority of children (60%) who thought smoking was good were 4 and 5 
years of age 

> of the children who thought of smoking positively, 705/6 had parents who 
smoked 

Future Intention To Smoke 

> 77% of children did not think they would smoke when they grew up 

> 10% were uncertain about their future smoking habits 

> of the 13% who intended to smoke, the majority were from Reception and 
Year I 

> boys were twice as likely to want to smoke in the future than girls 

> at least 60% of the children who expected to smoke when older had 
parents who smoked 
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4.7 Draw and Write Technique Results 

Analysis of draw and write was done by means of coding categories developed for 

each inquiry. Only the children's actual written work was subjected to this 

analysis. The main coding categories for each inquiry were adapted from the 

Somerset Report (1994) and are listed below. Each inquiry also had a 'no data' 

category in the event that children did not write any comments in conjunction with 

their drawing. All results from the Draw and Write Technique were based on the 

frequency of responses found in Appendix 5. Following is a summary of those 

results. Children could give more than one answer to each question asked. 

4.7.1 Inquiry One 

Codin2 Cate "o- s 

In this first inquiry, children were asked to think about and draw someone 

smoking and answer the following questions: 1) How does your person feel? and 
2) Where does the smoke go? The coding categories are as foflows: 

. 

* POSITIVE FEELINGS 

anyunng written that presented smoking in a positive nuumer such as good, cool, 

happy, strong, grown up, glad, relaxed 

9 NEGATIVE FEELINGS 

anything written that conveyed smoking in a negative nuumer like sick, ssA 

naughty, terrible, unhappy, stressed, bad 

*BOTH-OTHER 

any comments that were neither poskive or negative or ones that inchided both as 

in fimny, normaL smoky or happy and sad 
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Coding categories for Question 2 

e SMOKE in OTHER PLACES 

observable environmental cues as to where the smoke went: up, in the air, to 
town, to heaven, outside, in the ashtray, out the window, chimney 

e SMOKE IN THE BODY 

the mentioning of general body parts in response to where the smoke went: 

mouth, eyes, throat, belly, nose, chest, hair, face, nbs, head 

e LUNGS and HEART 

the mentioning of these specific terms as organs that the smoke infiltrated 

* CANCER - DEATH - DISEASE - ASTHMA 

any comnients that included a reference to these health implications 

*TAR - NICOTINE - ADDICTION - POLLUTION 

inferences to the meaning of thew words, for example: 'He wants to stop 

smoking but it is hard to stop smDking' 

Tbematic 

Inquiry 1- Reception 

* twice as many children wrote negative rather than positive comments about 

smokers 

*2 children mentioned death 

* only 1% of the boys and girls (N--3) cited lungs, I acknowledged the heart and 

no one wrote about cancer 

* about aq uarter of the children (N---64) alluded to smoke entering the body 

whereas M/o believed the smoke went 'up to the sky' 
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Inquiry I- Year One 

* over 60% in this age group mentioned negative things about smoking 

*2 children thought their smoker felt both good and bad 

* no references were made about nicotine, addiction, cancer or Pollution 

* 6% of the sample (N= 16) mentioned lungs whereas less than I% referred to the 

heart 

* death was brought up by 3 children 

* the majority of children (72%) thought the smoke dissipated into the 

environment 

Inquiry 1- Year Two 

" the majority of children (over 70%) associated negative connotations to 

smoking 

" less than 1% of children included the heart but 13% talked about lungs 

" cancer and pollution were not mentioned but in&rences about nicotine and 

addiction were made by 2 children 

" most children (70%) still thought the smoke went into the air but more links 

with the body and specific internal organs were evident 

inquiry 1- Year Three 

o over half the children wrote negative rather than positive things about smokers 

o8 children felt smokers could have both positive and negative feelings 

o 2% of boys and girls in this group mentioned pollution 

o lungs were specified by 74 children and 7 referenced the heart 

4o smoke going into the atmosphere was mentioned by less than 45% of children 

When comparing the results for Inquiry One across the difkfent age groups, it is 

obvious from Figure 23. that the children's responses were hirly evenly 

distributed with the mdjority (60%) of the chften in the sample associating 

wwking with negativity whilst only a minority (less dm 30%) felt it had positive 

characteristics. 
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Figure 23. 
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Figure 24. clearly shows that young children in particular relied on visual cues to 
inform their thought processes. Over 70% of children from Reception to Year 2 

thought the smoke was dispersed throughout the environment. The development 

of cognitive ability with the progression of age was apparent in the 'lungs' where 

the response rate increased in concurrence with age from 1% in Reception to 30% 

in Year 3. 

Examples Of Responses For Inquiry I 
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4.7.2 Inquiry Twv 

In Inquiry Two, the subjects were requested to draw a person who had been 

smoking for a long, long time and write how they could tell from the inside of the 
body that this person had been smoking for a long time. Of the four inquiries, this 

one proved to be the most difficult to answer, in particular for the young children 

who had difficulty understanding the concept of 'inside the body', a ramification 

of their limited cognitive abilities. 

CQft Catego-rie 

9 PHYSICAL APPEARANCE 

observable characteristics of poor health like coughing, asthma, wrinkles, weak, 

sick, dizzy, tummy ache, tired 

* EXTERNAL OBSERVABLE FACTORS 

visible signs in the amundings: smoke everywhere, see lots of cigarettes, smelly 
ashtray 

9 INTERNAL PHYSICAL FACTORS 

the mentioning of internal body parts such as kidneys, bones, ribs, throat, veins 

9 AGE OR TIW 

the association of smoking to a specific time in life or to a specific individual: big, 

old, Nan, Mum, Dad, Granddad 

9 PERSONALITY 

personal attributes of individuals: smiling, like it, want it, happy 

o LUNGS 

o HEART 

4o DEATH 
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*CANCER 

0 ADDICTION, TAP, NICOTINE 

Thematic Trends 

Inquiry 2- Reception 

" responses based on easily observable signs were cited most often as means of 

recognising a smoker 

" twice as many children (N=22) alluded to physical appearance rather than 

internal body parts 

" 18% of boys and girls identified long time smokers by their persona 

" specific mention of internal organs was made by less than 3% of the children 

Inquiry 2- Year One 

* 53% of the children relied on physical appearance to recognise smokers 

* 41 children mentioned vital internal organs and 3 brought up cancer 

* 8% identified smokers by their personality (happy, smiling) 

* addiction was cited twice and death was noted 7 times 

* 101/6 of children equated smokers with adulthood and mentioned specific 
individuals 

I[nquhy 2- Year Two 

* 137 of the children (52%) used observable signs to recognise smokers 

* the effect of smoking on the lungs (N=54) and heart (N-- 16) was reported more 

often than for the younger year group 

* cancer is mentioned 3 times, addiction once mid tar appears for the firg t* 

Inquiry 2- Year Three 

almost 55% of children used physical appearance as an index for identifying 

smokers 

cancer was mentioned by 6% of children and death by 1% 
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damage to the lungs was reported by 75 children and to the heart by 12 children 

addiction, tar and nicotine were cited 9 times in total 

Figure 25. depicts apparent age-related differences in the response rates to Inquiry 

2. Because children relied heavily on what they saw, answers revolving around 

what was discernible were most common. However, a negative trend was visible 

with respect to such factors as age and lungs. Young children were most likely to 

identify smokers by their persona whereas older children were less apt to respond 
in this manner. An inverse relationship existed with respect to the lungs in that 

Year 3 children referred to lungs 15 times more often than children in Reception 

and 5 times more often than Year I children. 

Figure 25. 

Most Frequent Responses By Year GroupTo The Question: 
HOW CAN YOU TELL FROM THE INSIDE OF THE BODY THAT THIS PERSON 

HAS BEEN SMOKING FOR A LONG TIME? 

DEATH 

CANCER 

OYEAR 3 N=239 

EYEAR 2 N=260 

D YEAR 1 N=242 

WRECEPTION N=235 

HEART 
i-em 

LUNGS 

INTERNAL BODY PARTS 

AGE 

PHYSICAL APPEARANCE 
POOR HEALTH 

OBSERVABLE SýGNS 

iiiiia 

6m 
10 20 30 40 50 60 

PERCENTAGE (*A) 

109 





4.7.3 Inquiry Three 

In Inquiry 3, the children were asked to draw a young person who just started to 

smoke and write the answer to three questions: 1) How old do you think this 

person is? 2) Why does this young person want to smoke? and 3) Where did this 

young person learn to smoke? 

Coft Categories For Question 1: 

op AGE RANGES 

age was categorised into 3 groups: under 10,11 -20 years and over 21 

Coft Categories For ýLuestion 2: 

* DESIRE - PLEASURE - CURIOSITY 

any comments that conveyed messages of wanting to try smoking, because they 

feel ble it, because it makes them happy, out of interest 

e IMAGE 

any references denoting that smoking is cool, big, grown up, good, fun clever or 

conveying the idea that it is part of adulthood 

* PERSONALITY 

mentioning negative characteristics of someone's personality such as being 

naughty, bad tempered, silly or wanting to be bad or to ignore parents 

* COPY PARENTS - MATES - OTHERS 

imitation of significant others - to be like dad, to &el like mum 

* PRESSURE FROM OTHERS 

references to being told to smoke, shown how to smoke, peer pressure 
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o TO DIE 

statements in reference to smoking as a means of dying 

CodLng Categories For Question 3: 

9 FANULIAL REFERENCES 

any mention of mother, father, both parents, finnily, house, home, siblings, grand 

parents, aunts, uncles and cousins 

*PEOPLE 

a universal term referring to anyone in the general population 

e FRIENDS 

references to mates and peers 

SCHOOL - COLLEGE 

specific mention of these educational institutions 

*PLACE-SHOP 

specification of locations such as the park, the entrY, the pub, in town, on the bus 

o TV 

Thematic 

inquiry 3- Reception 

" children cited a familial reference 40% of the time when asked where people 
learn to smoke 

" 37 children specifically mentioned parents as the source of learning 

" the shop, the park and the street were seen as places to learn to smoke by 26% 

" peers and television played a minimal role for this age group 

" almost half the children labelled their young smoker under 10 years of age 
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'because they want to' was given as the main reason why people smoke by 42% 

of children 

36 children felt that imitation was the basis for individuals starting to smoke 

Inquiry 3 -Year One 

* 49% of the sample mentioned fiunilial references in conjunction with learning to 

smoke- parents made up over half the responses 

* other people was cited by 36 children whilst various places like the shop was 

stated by 33 boys and girls 

* friends and school played a slightly more significant role (11.5%) and tv was 

mentioned 9 times 

* 35% of the children felt their smoker was between II and 20 years of age 

* curiosity and pleasure were the most signifimt factors given as to why people 

smoke (3(YYo) but seeing others (parents, peers, others) smoke was reported 

with equal fiequency 

Inquhy 3- Year Two 

" fimiflial references were mentioned by 44% of the subjects- the msjority (37%) 

attnIxfting the learning process to parents 

" other people accounted for 2(YYo, fiiends I I%, school 69/6 and tv a mere 2% 

" the majority of children believed young smokers were between 11 -20 years of 

age 

one quarter of the group (N--66) thought desire and pleasure fiffluenced the 

uptake of smoking, another quarter (N=62) reckoned that self image was the 

catalyst whilst the remainder generally attributed it to imitation 

inquiry 3 -Year Three 

e although 46% of boys and girls thought family was where people learned to 

smoke, a proportion (28%) mentioned friends and school as well as learning 

from other people (I SO/6) 

for the most part, young smokers were thougbt to be between 11-20 years of 

age 
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in contrast to the younger children, this age group viewed self image (3 1 %) 

almost as important an impetus to starting to smoke as copying others (37%). 

Of the children who mentioned in-dtation (N=90), half referred to the peer group 

Figure 26. gives details about children's perceptions of smoking acquisition across 

year group. Familial references accounted for at least 40% of the responses 

regardless of age. By contrast, the peer group played a minimal role in the eyes of 
the four and five year olds (less than 1%) whereas it was one the most frequent 

responses given by those children in Year 3. 

Figure 26. 
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Another major point of difference that existed between the youngest children in 

the sample and the oldest was based on linguistics. Children in Year 3 tended to 

refer specifically to both mother and father when mentioning a familial reference. 

In comparison, children in Reception used the more universal term of home to 

convey the same notion. Furthermore, the youngsters had interpreted the question 

'where has your young person learned to smokeT literally thereby citing 'shops 
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and places' with a much higher frequency (26%) than their older counterparts 
(4%). 

The significance of age is also apparent in Figure 27. Children in Reception were 

most likely to give the response 'because they want to' or 'because they like it' as 

the rationale for young people wanting to smoke whereas significantly fewer 7 

and 8 year olds coined those phrases. Inversely, the sample from Year 3 were 

more apt to cite self image and copying others, particularly friends as the reason. 

Such responses declined in frequency with the regression of age. 

Figure 27. 
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Examples Of Responses For Inquiry 3 

lý _i4- 
-rWe -Frev%ý 

j04 i£0 aý"; -rý, e, 

wovit&d ý, 0 loe c1 

100 A or \5 0., f, mur 
yoll"ll A 
to IAONV, %0319 

Ew%e- 

*AADL 00041t 

CA I j. 0 &W- S. 

C 

5 L't cof 
s1 .5 0-4t 5- 

116 



4.7.4 Inquiry Four 

In Inquiry Four, the subjects were instructed to draw themselves in a room fiffi of 

smokers and write about 1) how they feel and 2) what they would sayq. The 

coding categories were organised as follows: 

Coft Categories For Question 1: 

* NEGATIVE FEELINGS 

ernotions and well being that conveyed negative sentiments: awful, sad, unhappy, 

scared, upset, angry, worried, sick, weak, tired, M 

* POSITIVE FEELINGS 

the portrayal of smoking as smoking good: happy, good, fme 

* OWN HEALTH CONCERN 

reference to health effects on self. smoke goes in my face, eyes, mouth, lungs; it 

makes me cough, choke, get asmtha 

SPECIFIC ILLNESS 

mentioning of vital body organs and diseases: lungs, heart attack, cancer, death 

CQft Categories For Qmca: ion 2: 

* REQUEST OR COMMAND 

* dh=t order to stop smoking, quit, give it up, get out, leave 

* DISLIKE or LIKE 

negative comments or positive comments 

* QUEST10N 

asking why people smoke, why they don't quit, what's it hike 
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*DEFIANCE 

negative responses to being asked to stop smoking like 'Please stop smoking, 
'No' 

0 ACTION 

personal action in some fashion: leave the room, hit the individual 

o SCOLD 

reprimanded the smokers: naughty, disgusting, wrong, bad for you 

e SILENCE 

said nothing, be ignored, uncertain of what to say 

Thematic Trends 

Inquiry 4- Reception 

* almost three quarters of the children felt bad or ill in a room fidl of smokers 

* 12 children were concerned. about the effects of smoking on their own health 

* most (70%) expressed a request or command to stop, quit or leave 

*4 wrote they would leave whilst 2 thought they would say nothing at ý11 

*7 children reported that they liked being near smokers 

inquiry 4- Year One 

e over 200 children (83%) mentioned negative feelings in the presence of smokers 

" some (N--23) were worried about their own health, others (N=10) mentioned 

internal organs and cancer 

" the majority of children (701/6) would tell a smoker to stop it or get out, 19 

children would reprimand the smoker, 7 would question them and 3 would take 

some sort of action 
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Inquiry 4- Year Two 

19 76% expressed negative feelings and emotions about smoke 

* most children (N= 194) would say stop smoking or go away to a smoker 

* 10 children would ask questions about why they are smoking 

*8 children depicted a scenario whereby the smokers reftwd to stop smoking 

* 2% of children would say nothing to the smokers 

Inquiry 4- Year Three 

" most of the subjects (85%) expressed negative sentiments about being in a room 

full of smokers 

"I I% cited concerns about personal health whilst Wo referred to smoking 

related illness and damage to internal organs 

" over three quarters of the children would ask the smokers to stop or leave 

" there were 13 cases where smokers defied the children's requests to stop 

smoking 

" 14% would question smokers, 7% would reproach them and 10% would leave 

the room themselves 

Responses to Inquiry Four by year group are illustrated in Figure 28. and Figure 

29. Invariably, almost the entire sample denoted feelings of negativity in the 

presence of individuals who smDke as shown in Figure 28. However, of the 

children who felt good around smokers, the majority were children from 

Reception. 

According to Figure 29. askin a smoker to stop or leave or quit was obviously 

the most popular response by all the children despite age to Inquiry Four. A 

response linked to the progression of age was evident in the questioning of 

someone who was smoking in the presence of a child. The frequency with which 

the children would query the increased proportionally with age. Four 

children in. reception implied they would ask why the person was smoking or why 

they did not quit as opposed to 14 in Year 3. 
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Figure 28. 
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Examples Of Responses For Inquiry 4 
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4.8 Summary of Draw and Write Results 

> the majority of children in the study had a negative outlook about smoking 
and were quite emotive about it 

> these children appeared to be fidrly knowledgeable about many aspects of 

smoking such as the health implications, the motivation behind smoking and 
influential role models; this knowledge tended to increase with age 

the himilial influence was seen to play an important role in smoking 

> the sample's perceptions of smoking were often dictated by cognitive 
development 
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4.9 Interview Results 

4.9.1 The Subjects 

Interviews were conducted in a semi structured format on 50 randomly selected 

subjects firom 6 schools. Each interview, approximately half an hour in length was 
tape recorded and transcribed. Content analysis was applied to identify themes 

which indicate trends in the attitudes, beliefs and perceptions children of varying 

ages have about smoking. As demonstrated in Table II below, slightly more girls 
than boys were involved and a greater number of the interviewees came firom the 

younger year groups, to compensate for the brevity of their interviews. 

Table 11. Interview Subjects Profile 

RECEPTION YEAR 
ONE 

YEAR 
TWO 

YEAR 
THREE 

TOTAL 

GIRLS 7 6 4 10 27 

BOYS 7 8 6 2 23 

TOTAL 14 14 10 12 50 

Based on findings from the questionnaire and Draw and write technique, the 

interview schedule was developed (Appendix 6) to provide finther insiWt into 

children's perspective on smoking. To accominodate the short attention spans 

characteristic in young children, the schedule was organised to include visual aids 

(Appendix 7) in conjunction with the verbal dialogue. The following results 

section highlights the main themes that emerged from the interview data. Some of 

the ideas from the themes an distinct but many merge with one awther. 
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4.9.2 Visual Preferences 

To begin with, subjects were asked to comment on a series of photographs. Each 

pair of pictures (one female, one male) were identical in nature except that one 
depicted the individual with a cigarette and the other without (Fidler and Lambert, 

1994). Children were asked to denote their preference for each pair and state 
reasons for it. Frequency of responses for each picture are detailed below. 

PICTURES OF FEMALE 

By Habit: 

88% - the non smoker 

PICTURES OF MALE 

88% - the non smoker 
12% - the smoker 12% - the smoker 

By Gender: 

I WYo of girls - the non smoker 92.6% of girls - the non smoker 
73.9% of boys - the non smoker 82.60/a of boys - the non smoker 

By Year Gromp: 

85.7% of Reception - the non smoker7l. 4% of Reception - the non smoker 
78.69/6 of YeALr I- the non smoker 92.9% of Year I- the non smoker 
90% of Year 2 -the non smoker 10(r/o of Year 2- the non smoker 
I 000/o of Year 3- the non smoker 91.7% of Year 3- the non smoker 

Reasons for those selecting the photograph of the smokers varied from points 

about their physical appearance 'because the person Is sMIM09' and 'she's not 

got niany spots' to comments based on personal expenences 'because me dad 
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smokes and there is a Picture of that one smoking' and 6cause he'M think it's 

aff right if he goes in the kitchen and I'm in the living roonL I 

4.9.3 Negative Attitudes About Smoking 

This negative disposition towards smoking was a dominant theme throughout the 

study and corroborated repeatedly in the interviews. All the subjects emphatically 

stated that smoking was bad for people and could not think of any benefits for 

indulging in the habit although one boy in Reception remarked that 'you might 

not dk and you might not hurt your lungs. ' Some additional comments made 

were that IN makes you dead' (reception), 'you might dk and only a I&* you 

mkht dk without smoking' (year 1) and 'I just don't think anybody should 

smoke reaffy because it 6 badfor them and they should have the sense to know 

that ft Is badfor you, not the sense to think It Is goodfor you because that Is 

rather sffly (year 3). 

Negativity was also present in perceptions about the social desirability of young 

smokers. Most of the sample was inclined to believe that children who smoke 

would not have many fiiends. These 'naughty' or IW children would be 

peerless because Ikeir breatke wuld swell horrible and they'd sdxk of ciggys 9 

and Igheirfriendr %*o used to be theirfriends might not Ake smoking. ' The 

coercive nature of peer pressure also came to light in such comments as Iduy try 

and jrd you to smoke I and I swuldn It want to be friends **h that one miss 

came she looks sort of Me she V make me smoke... ' In contrast however, a few 

subjects were of the opinion that young smokers would attract mates 6caum aU 

ike people in the school went to smoke and they can do It so they'M want to be 

doeirfHendr. 9 

4.9.4 Familkd Influences 

A signfficant number of children in the older age group were of the attitude that 

young smokers would ofigimte from fimAies; where smoking was prevalent. For 
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example, a girl in Year 3 hypothesised that 'they couldn't have bought the cig'Rys 
from the shop so they might have got them off their mum. ' A similarly aged 
boy remarked that 'seeing their mum smoke or seeing someone in theirfamily 

smoking and they think it is good so they have done ft. ' Although half of the 

younger subjects were in agreement, based on comments like 'because big ones 

usuaUy always smoke' and 'if they did ham mums and dads to smoke, they 

might copy off them', the other half did riot presume the existence of a 

relationship between the smoking habits of parents and their children. In fact, one 

child went as ffir as to say that 'their mum and dads might get a cigV and learn 

them how to smoke without no smoking. ' 

The premise that one learns to smoke Yrom theirfamMy' was central to the core 

of children's beliefs about smoking. In the opinion of most of the subjects in the 

study, parents occupied the role of primary educator with regards to smoking 

acquisition and are not seen to relinquish the position until parental influence, gives 

way to peer influence with the progression of age. T'his transition fromfitmily to 

fiiend was also evident in children's perceptions of why people want to smoke. 

The rationale given by the youngest children for people smoking was based simply 

on desire: 'cause they want to smoke, ' . cause they IJA; e smaidng 9, cause they 

want to toy ' Although subjects in Year I also cited wants and needs, the issue of 

"cause they IMe to copy I parents was often mentioned. Whilst, imitation, curiosity 

and peer pressure were popular reasons amongst the Year 2 children, responses 

from the third year generally referred to self image, and perceptions of 

'adukhood'. Examples included cause to calm their nerms I. 'cause they WaW 

to look beiter-So they would look older'.. 'cause they think Wa laugh* and 

7ust because ft thinks them look really so cool.. ' 
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4.9.5 Knowledge About Smoking 

An aspect that became obvious from the analysis of Draw and Write and which 

was recurrent throughout the interviews, was the fact that this sample had well 
informed perceptions of smoking founded in a conVrehensive knowledge base. 

Resources and Regulations 

When instructed to describe what they saw in a picture, the entire sample was able 

to identify both the activity (smoking) and the paraphernalia (cigarettes). All knew 

that cigarettes were purchased at a shop and a large percentage were aware of a 

minimm age of purchase. Younger children often generalised it to 'my mum and 

dad's age' whereas Year 2 and 3 children largely specified '16' or 1181 years of 

age. Every child had witnessed individuals smoking and could name at least one 

place where people ked, usually a location of fimiliarity. Several of the Year 

3 subjects remarked that smokers would go 'somewhere where hardly anybody 

goes because ikey wouldn't wuntpeople to catch them smoking.... ' 

Some interesting comments arose with regards to places where people never 

smoke. Answers varied from police stations, hospitals, and prisons to churches, 
buses, and the Queen's palace. Some subjects alluded to places where the no 

smoking sign was on display whilst others mentioned their own homes. 

L0990k 

Almost without exception, the children believed that non-smokers would live 

longer because 'they *Wn't get the canceff that you can get . 'no smoke gets In 

your kean' and 'doey won't get damage In tkeir lunp because doey're not 

Smoldng. ' One child thought that the smokers '*W dk %*k Me ckemicals In 

the c4Ww-' and others based their thoughts on physical appearance, 'I Mink Me 

*vwen because ske looks more heaftkier". 'ske's just sanding sdU and 

SmMg, and 'hes not got as many spo& on kh ckin'. Only a few of the 
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younger children associated longevity with the smokers 'cause they might Uve in 

the same house' and 'because he's a bit older. ' 

Health ImpliCations 

In discussing the habit of smoking, the notion of health implications arose. 
Reception children were very dramatic in their replies and almost universally said 
, they can dW Several were quoted as saying 'you'U get sick' and one boy 

revealed that IheU have a heart attack because he's been smoking too much. ' 

Although many of the subjects in Year One also referred to sickness and death, 

some physiological points were mentioned.. 'you might go In a coma'. 'they can 

get lung problems like my nan did' and two children reported that 'it can kW 

your babies'. Year 2 and Year 3 children displayed a greater degree of 

specialised knowledge about medical matters. Cancer came into the picture quite 
fi-equently as did damage to the lungs, heart attacks and asthma. Allusions to 'tar 

blocked up Inside you' were also made by a pair of Year 3 sutiects. 

A pattem apparent in AU age groups was the allusion to smoidng as a mode of 
dea& 

Reception: 'They won It liveforever cause they are going to dk. 

Year 1: 'They want to smoke because they want to kift themsdve& 

Year 2: 'Cause I tkink they want to HU themwhw&' 

Year 3: "Maybe because they don't fike "g. " 

w brr mtkn Sources 

According to the majority of children. in the sample, pamts were the main source 

of information regarding health consequences of smoking. Mothers in particular 

were mentioned as the fount of knowledge across the different age ranges. 

'My Mum leamed me thaL She said #you smoke you dk and God 1"ky ajler 

YOAL 2 
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'Cause me mum tefls me about smoking. She sap when you grow up, don't 

smoke because I'll get veq, veoy skV 
'My munL She smokes and she sap never smoke. 

Interestingly, school and television were mentioned only on the odd occasion as 

were books and relatives. Some children Yaw knew' and one boy from reception 

remarked that 'my computer showed me that when You drink and that and 

smoking aff the dw, it leffs me that that it's dengerosm Bha dpaer game. -9 

Parental Beliefs 

Children's perceptions of what their parents thought about the smoldn habit 

appeared to be limited generally to expressions of 'me man thinks It k bad and 

so does me dad' or 'they think it's good because they told me. I Chiklm often 

mentioned the activity as opposed to the attitude, 'my ded doesn't snake or my 

mum, ' presumably to imficate feelings of dishle for the habit. T'he a4jectives 

6terribk', Ikorribk, and 'nangkty' were often used by chikiren in Reception to 

describe parental smoking attitudes whereas those in the okler year groups were 

more apt to give explanations. 

, He sap Vyou smokeyou might hunyourlunp andyou might dk so tf Ido it 

I might dk but my unck -Is already died. Don It use It because you have to pack 

j4p so you don't sef Affled' 

'Don It do It! When I mas a IIA* baby I got one of me nan -Is eigaream She 

never told me noiking about smoking I know I am not going to smoke when I 

grow up cause I don V want to kW mysdf. I 

-, 77sey say fts na goodfor you and they don -It want you to grow up doing it the 

saw as Ady done. 9 
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'She says don't smoke cause if is badfor your heart and you can get cancer 

and when I said to her once, Mum what's it like smoking and she said you 
don It *wnt to know .. I 

Gender Pattems 

The notions children in the sample harbour about smoking often stemmed from 

their own personal experiences or from the attitudes and beliefs of the signiflicant 

others in their lives. A prime example emerged from their thoughts on gender 

patterns in smokers. Twice as many 5 year olds thought that men smoked more 

than women because 'they can smoke better' , 'because women smoke 

SIOW. -my mum told me'. 'cause I see my dad smoking. ' 

The responses for the Year I group demonstrated greater variation. 'Men 

probably because they think it makes them look reaUy cool and by and impress 

tkeirfriendsIt "women cause women go out with theirfriendsfor drinks and 
they ahmp take cigarettes' and 'I seen mostly women smoking cause men 

work MOMP 

Responses of the subjects in Year 2 and 3 were based on the same premise of 

exposure to the practises and principles of other people as seen below. 

'Women came theyJust alwap smoke'. 
'There is ORIW one person in myfamMy who doesn It smoke out of the girls 

Wen because they are taller and older'. 

'Men kWUW theY am MostlY the ones that go to the pub and they migkt kave 

a gang or meedng'. 

,, Tkey start smoking and they tkink it is good'. 

I Mink more women smoke than men because I see more women smoldng 

Man men in Me streets and alf around the place- -1 
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Addiction 

Another area explored during the interviews that clearly highlioted the fikct that 

children had a broad awareness of the nature of smoking centred around the issue 

of addiction and smoking cessation. Ahhough the expression addiction and 

cessation were never used, most subjects made comments that implied an 

understanding of the concepts. Even subjects as young as 4 and 5 years felt that it 

would be hard to give up smoking. According to one boy, 'Vyou smoke, you IM 

ham to stay smoking forever. I More sophisticated responses based on the 

I .. kabit of smoking' cam from the older children*, one of whom alluded to the 

addictive effects of nicotine when she stated that giving up smoking was 'Aard 

because it is like something that's Inside It thatJust gets onto your blood and V 

you stop it h sW running in your blood and you can't stop it. 

Several of the responses were based on personal experiences that the children had 

been privy to: 

'Hard caum my nanny tried to stop and as soon as she sea elgaremos in the 

skopq skejust dives at them and bup them even when ske ww trying to stop. " 

'No its Me me aunde cause when she stopped smoking, she couMn It handk it 

so she irkd chewies and ft worked -' 

'When my dad xas smoking he couldn It stop giving up6He just Uka smolft 

and he couldn't stop. ' 

SMgbU-Comj&n 

mrith respect to the topic of smoking cessation, subiects had some ilaterating 

ideas as ways of getting people to stop smoking. Children in Reception thought 

one would need to 'break Me mackhm what nab them'# 'play' or to "take 

your Ndxd off N, talk' to stop smoking. Quite a few of the sW)jects in the older 
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groups obviously saw the need for external assistance as the range of measures 

they suggested included 'get one of them patches on your arm'.. 'see a doctor, 

get some tablets'. 'buy chocolate ones'.. 'get the Cloreft-you chew them 1, and 

finally, 'phone the people who stop them smoking. ' Some also felt smokers 

should adhere to the power of self control and recommended that they 'Just say 

no to yourseyand Y' you do, ask somebody to take them awayfrom you. ' 

Passive Smo 

Despite of the ffict that the actual term passive smoking was not uttered once by 

any of the subjects, the idea behind the word was broached by most when asked 

how they felt in the presence of cigarette smoke. As seen below, a negative 

response was given by most children primarily founded on personal health 

concerns. Only one 5 year old boy responded positively saying 'I Me the smeM of 

the smoke. ' 

Remption: 

'it wX make me smelf 'it makes me have asthma 'I'm have to cough 

Year 1: 

I& goes in your mouth and it might go into your lunp II can't breathe then 

Year 2: 

Wmakes my asthma a flUk bit worse' 'it makes my hem beatfast, 

Year 3: 

IN could get to our chat' laff the smoke goes In my face and eyes and it 

S&P v 

4.9.6 Age Related Differewes 

Although the attitudes, beliefs and perceptions children hold about smoking were 

generally sound, they did have some misconceptions, about the habit which 

emanated, it would seem, from their belief that smoking was an adult activity. 

Questions probing the appropriateness of smoking in relation to age revealed that 
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a significant proportion of the sample thought it was 'OK' to smoke 'when 

you're at adult age because adulb are bigger than kids ' Some children felt it 

was not problematic to smoke when 'you are old enough to buy cigarettes' 
because 1118 or over... their lungs have grown a bit bigger. ' Some of the 

subjects were of the opinion that 'only big grown ups smoke and liuk ones 

can't' basing their reasoning on the assumption that 'probably because it could 

M children because they haven't got as big lungs'9 I because it is really 
dengerousfor children, because children are only little, we don It understand. 

This conception of smoking as an age related activity was evidenced in the 

comments cbildren said they would make to young smokers. Remarks such as 

'You shouldn't be smoking cause you're too young'. 'IW say stop smoking 

cause you Ire not old enough' and 'It's naughty and you shouldn It reatly do it 

at your ago-' were fitirly common place. 

4.10 Summary of Interview Results 

> the children in this sample had a negative disposition toward smking 

> these children demonstrated significant understanding of the nature of 

smoking 

> these children were aware of the influence fim* members can have on 

attitudes, beliefs and future smoking behaviour of young children 

> the children in this sample thought that smoking was bad for them but 

generally believed that it was acceptable for adults to smoke 
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4.11 Discussion Of The Resufts 

The results of this triangulated study strongly supported the work of previous 

researchers who have investigated the attitudes, beliefs and smoking behaviour of 

older children. The present study sýowed that children 4 to 8 years of age had a 

negative disposition toward smoking in conjunction with a fairly sophisticated 

understanding of the nature of smoking. 

Findings from the questionnaire indicated that the majority of children in the 

sample had never tried to smoke a cigarette before, thus supporting the 

postulation from Oei and Burton (1990) that smoking behaviour was generally 

not established in young children. The results also showed that pnmary school 

children had distinctly negative attitudes toward smoking which became 

more negative with the progression of age. This increasing pattern of 
negativity was in accordance with the findin s of Somerset's Draw and Write 

study (1994) on children's changing perceptions of smoking which found hwds 

similar to the current study, in that the youngest children (age 5) thought smokers 
looked and felt good more so than older children who tended to portray smokers 
in a negative manner. 

The propensity however, for attitudes to become more rather than Less negative 

with age was not in keeping with the findin s of Schneider and Vanmastright 

(1974) who found that older children (13-14 years of age) expressed less negative 

attitudes about smoking or Bhatia et al (1993) who observed surprWngly little 

change in attitude between different age groups. The reasons for these differences 

in findings are not apparent at this point in time but will be discussed at length in 

Chapter 7, as results from the longitudinal cohort study shed some light on why 

this trend emerged. 

The questionnaire findings supported Young and Foulk's (1995) contention that 

most children. had no expectation of fidure use. Findings from the present research 
ftWicated that future intention to smoke actually decreased with age. This trend is 
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perhaps best explained by the development of moral reasoning as discussed in 

Chapter 2. Children, with maturity, become aware of societal expectations of 

what is right and wrong. Smoking in the context of childhood has very negative 

connotations and in attempts to obey authority, avoid punishment and reap the 

benefits of responding in a morally correct manner, the children may give the 

appropriate answer (No -I don't *wnt to smoke when I grow up) rather than the 

honest answer which may be less morally or socially acceptable. 

This supposition sheds some light on the limitations of conducting research with 

young children and provides substantiation for adopting a multi-method approach 

to data collection. The enduring query which perpetually arises with regards to 

this research study centres around the question of 'how do you know that the 

chilk*en are telling you the truth and not what they think you want to hear? ' The 

problem was combated methodologically via triangulation. By askinst the same 

questions a number of different ways, using a variety of tools, and finding 

simi1arities between the responses, validity was shengthened, thereby inspiring 

confidence that the results were accurate reflections of children! s perspectives on 

smoking. 

At face value, the finding that intention to smoke decreased with age can be 

construed as a positive indicator in the light of Fishbein's (1966) theory that 

behavioural intention can be seen as a determinant of an individuars future 

behaviour. However, the reality of the situation is that by the age of 11, -more than 

one third of then chikim will be experimenting with cigarettes afid this begs the 

question of whether intention can actually be considered as a reliable indicator of 

figure behaviour. 

The current prevak-nce rate of smoking among adults is around 26% (HEA, 

1997) and the combined percentage of children in the sample who intend to 

smoke or who do not know if they will smoke when older is somewhat akin, at 

23%. This similarity may well Mush-ate that intention can determine future 

behaviour if these subjects all go on to smoke. Such conjecture requires fWther 

investigation and provides the rationale for conducting a longitudinal tracking 
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study that follows these children beyond the stage of smoking experimentation 
and into the stage of regular smoking . 

This sentiment also highlights the fact that the children who are uncertain about 
their future actions are as important a group to target as those who want to 

smoke. It may be that the percentage of the sample (10%) who are indecisive 

about their future smoking habits; the largest proportion coming from the 9 year 
olds, are those most likely to be influenced by the power of persuasion. The 

mediating fitctor could possibly be 'accessibility' - who gets to them first, the 
tobacco advertisers or health educators? Such speculation not only supports the 

notion of early intervention but strengthens the case for a complete ban on 
tobacco advertising as weH. 

It is interesting to note that of the minority of children who had tied to smoke, 

who Wended to smoke in the future and who believed smoking to have beneficial 

qualities, the majority came from Reception, the youngest year group. Although 

the rationale for this pattem is not understood and the differences in children's 

responses based on year group is not significaM these results lend credence to 

those individuals who believe that smoking intervention strategies should be 

implemented much earlier in the school curriculum, prior to the manifestation of 
the habit. 

A finding of particular interest in the study was the consistency of gender bias 

across diverse variables. According to the results, boys were twice as likely as 

girls to have experimented with cigarettes, to have positive attitudes about 

smoking and to have expectations of future use. These results complement 

information recently published by the Health Education Authority (Walters and 

What, 1995) on current king patterns in the young which indicate that boys 

generally experiment with cigarettes before girls. This trend is also in keeping with 

the smoking literature which suggests that there is consistency between childrens 

attitude toward smoking and their smokmg behaviour (Oei and Burton 1990). 

Since boys are more apt to approve of smoking, it is therefore that 

they are more likely to indulge in the habit. 
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Interpretation of the questionnaire results also showed that children who reported 
having parents who smoke, siblings who smoke and friends who smoke were 

more likely to have tried a cigarette, more likely to want to smoke in the future 

and more likely to think that smoking was good rather than bad. This was 

consistent with the findings of Shute et A (1981) who found that parents and 

siblings exert a powerfid effect on the behaviour and desires of pre-school and 
first grade children. In concurrence with these findines were those of Fidler and 
Lambert (1994) who examined the influence of the adult role model on children 

aged 3-5 years of age and found that parents who smDked do influence their 

children's total perception of smoking. Furthermore, OeL Fae and Silva (1990) 

also found a highly significant relationship between the smoking habits of children 

and their parents in their study on the smoking behaviour of nine year old children 

as did Chariton (1996) on her work about chikiren, smoking and thefitmily circle. 

in fight of the influential nature of familial relationships, it was somewhat 
dish-vessing to note that over half of the children in the study lived in a home with 

at least one or more smokers as compared to 47.5% of children who lived in a 
house where no one smoked at all. This knowledge brings home the nx--ssqe that 

any health promotion measures must stretch beyond the confines of the school, 

must 'bridge the interfitce between school and home' if attempts are to be even 

remotely effective. Smoking intervention models must be developed to help dispel 

the incongruence children experience with regard to what they perceive to be true, 

that smoking is bad and the reality they encounter at home; parents smoking and 

enjoying it. 

In briet the results of the questionnaire led to the coneltzion that children 4-8 

years of age generally have negative attitudes and belieb about smoking and for 

the most part had yet to establish regular patterns of smoking behaviour. Because 

this study utilised a triangular methodology, it is possible, through the sulxieqxwnt 

evaluation of the qualitative methods: Draw and Write Invest4pdive Technique 

and the semi-structured interviews not only to substantiate the outcomes of the 

questionnaire but also to expand on them as well. Triangulation enables, us to 
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discover what perceptions and knowledge are informing the subject's attitýdes 

and beliefs about smoking and thus shed some light on why children respond and 

act accordingly. 

The disdain for smoking and smokers was a predominant theme in both Draw and 
Write and the interviews and was in accordance with the findings from the 

questionnaire. Additionally, there was noteworthy consistency with the results 
from the Somerset study (1994) upon which the Draw and Write inquiries were 
based. Such similarity of findings suggests that this methodology is valid for 

assessing children's perceptions about smoking. 

The pattern of negativity that dominated the research findings can be seen in the 

manner in which the subjects perceived smokers. Despite age, children in the 

sample were almost twice as likely to express negative feelings about individuals 

who smoke (W1o as compared to W/o). Comments attesting to the 'stWidity' of 

smokers 4because R's not good for you' were paramount. Moreover, chikiren 

interviewed realised that smokers generally made less than favourable ffiends 

because of the negative connotations attached to the smoking habit. 

Interestingly, a significant number of the children who felt good being in the 

presence of individuals who smoke were from Reception. This trend was 

analogous to that of the questionnaire which S)und. that the 4 and 5 year olds had 

the least negative disposition toward smoking of all the sample. Furthermore, it 

confirnied the results of the Somerset smoking study (1994) which documented a 

similar pattern. 

The significant gender bias found in the questionniure, indicating that boys were 

more likely to view smoking as good rather than bad was also apparent in the 

interview data. Owe agam, a was the male subjects who displayed an inclination 

towards seeing smoking in a positive light by selecting photographs of smokers to 

a greater degree than the girls in the study. A fiirther point of interest regarding 

gender centres; around the findin that children 4 and 5 years of age were twice as 
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likely to believe that men smoked more than women. It is dMicult to understand 
the foundation of this perception in light of the fact that parental smoking habits 
were fairly evenly balanced by gender across all four year groups. Because gender 
was not well explored in the context of the Draw and Write activity and in fight of 
such inconclusive evidence, it will have more of a focal point in longitudinal phase 
of the study. 

The depth and breadth of children's perspectives about smoking were alluded to 
in the questionnaire and certainly highlighted in the analysis of the Draw and 
Write Technique and the serm-structured interviews. Patterns of irnportance that 
have emerged from the qualitative tools to give greater insight into what children 
think about smoking included: 

e the knowledge about diverse aspects of the habit such as where one buys 

cigeirettes, where one can and cannot smoke mid the laws governing the purchase 
of cigarettes. 

e the infmaces made about addiction, smoking cessation and passive smoking 
which demonstrate a good understanding of the different concepts. 

* the opinions about why people smoke, where they learned to smoke and 
whether they should or should not take up the smoking habit. 

e the evidence, via negative comments about smokers in the context of a 

command to leave, stop or quit smoking in conjunction with swenx-nts such as 
, me mum and dad usuaUy go somewhere elm and smoke xot In the room me 

and me hWk bOy sb*r are #'&dy don't waW W go gd lung cwcer-, of an 

awareness about the environmental and social unacceptability of smoking. 

* the repeated reference to cancer, the lungs, the heart and maiDus other internal 

body parts that indicated that children, some as young as 5, can recognise the 

physiological effects of smoking and have understood that it is health threatening. 
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Children it seems also have grasped the idea that smoking affects life span. Such 

informed remarks about the health implications of smoking are apparently 

associated with the cognitive capacity of the children and their own personal 

experiences; in other words, their exposure to people who smoke in the environs 

of their social world. This awareness of the hazards of smoking accords with the 
findings of diverse research with children both younger and older than the current 

sample (Shute et al, 198 1; Bhatia et al, 1993). 

* the influence of the ffimily. As previously confirmed in the questionnaire, the 

fitmily played an integral role in the smoking perceptions of young children. 

Parents in particular, were accorded special significance by children, seen by them 

as the main source of information with regard to health related behaviours. 

Tennant's study (1979) on pre-school children concurred, although his results 

indicated that television was also a primary source of knowledge, a finding 

without basis in the current study where the television played a nominal role at 

best. 

9 the belief that mothers and fitthers were one of the primary insphittiDns for 

young people wanting to smoke is pervasive in the study. This viewpoint was very 

enlightening as it revealed the significance of the familial relationship in the eyes 

of the children themselves. Of their own accord, the subjects were able to 

establish a connection between the smoking habits of fitmily and those of children 

by making the assumption that children who smoke probably have parents who 

smoke. 

o the perception of smoking as adult activity was not particularly obvious in the 

evaluation of the Draw and Write Technique although, it did emerge with some 

consistency during the interviews. For the most part, children fervently believed 

the smoking was bad for people. However, an appreciable number of children 

believed that it was fme to smoke once grown up because the body was strong 

enough to tolerate the health implications associated with the habit. This 

particular findm was unklue and significant to this study and certainly merits 
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further consideration as the reason for it is not clear at this point in time. Perhaps 

the misconception stems from the fact that half of the children in the AWy live 

with at least one adult smoker who presumably enjoys smoking and does not 

suffer any visible ill effects. This perspective supports the research conducted by 

Fidler and Lambert (1994) who found that one quarter of the 3 to 5 year olds in 

her study perceived smoking to be a 'grown up' behaviour. 

* the notion of death which cropped up to a limited extent in Draw and Write but 

was much more dramatically expressed during interviews where children seemed 

to harbour a perception that young smokers wanted * MU themselml. One can 

speculate that perhaps this salient idea emerges from an ideology that most 

children in the sample upheld, that smoking was bad for children, much worse 

than it was for adults. If children know this to be true, then they assume others do 

as well, a repercussion of egocentrism presumably and by this association thus 

believe, that those children who do indulge in the habit are doing so knowingly 

and that they, as children will be adversely affected by the consequences and as 

such are smoking because they want to die. This hypothesis warrants additional 

research. 

the influence of age. It is apparent that many of the responses given by the 

chik1ren were in effect, shaped by their cognitive development. The fi-equency 

with which the physiological effects of smoking was reported is in direct relation 

to age. He= as children get older, the reference to the Wn&% the head and 

can= increased. Age-related responses were also evident in cbiWreWs reasons 

for why people ked and where they learned to smoke. These fimlings have 

profound implications for the manner in which anti-smoking ventions are 

developed and administered. 

. cDhOrt difkrences in the fiDdings of the questionnaire in particular also seemed 

to be a function of age. Chikhen from Reception accounted for the greatest 

proportion of subjects who reported that they had tried to smoke, who intended 

to smoke in the future and who viewed smDking positiv*. Reasons for this age- 

141 



related disparity can potentially be attributed to the development of moral 

reasoning, to a lack of conceptual understanding of the questions being asked, to 

dishonesty on the part of the subjects or to the residual influence of parents, as 

children in Reception are the latest recruits into the educational systent Such 

speculation merits fin-ther investigation. 

The results of this cross-sectional study have been published in an interfin research 

report entitled Attitudes, Belieft and Smobing Behaviour in Liverpool 

Primary Schoolchildren (Porcellato et al., 1996) by The Institute For Health at 
Liverpool John Moores University. This study also provided the foundation for a 
journal article on Primary Schoolchildren's Perceptions of Smoldug: 

implications for Health Education (Porcellato et al., 1999), in Health 

Education Research. 

4.12 OveraN Summary 

The overall findings of this research study demonstrated that primary 

schookhildren in Liverpool, aged four to eight years generally had a negative 

disposition about smoking, had as yet to establish regular patterns of smoking 

behaviour and had a fidrly comprehensive understanding of the nature of smoking. 

Because the findings from each individual tool closely paralleled. the other, the 

belief that the selected nwthod of data collection had in effect, enabled the 

extraction of an accurate account of children's perspectives about the habit, was 

reinforced. This suggested that the research design, a triangulation of 'child- 

centred, approaches was a feasible means of conducting research with chikhvn in 

their early years. 
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The main findings from the cross-sectional study were: 

the majority of children in this study had yet to experiment with cigarettes 
and did not express any intention to smoke in the future 

most children in the sample had negative atthWes toward smoking 

children most likely to view smoking positively were in Reception and 
Year One (4 to 5 years of age), boys and children whose parents were 
smokers 

almost half of all parents were smokers 

)ON- parental smDking habits appeared to influence the perceptions, attitudes, 
beliefs and smoking behaviour of this sample 

the four to eight year old children in this AWy had a broad understanding 
of the nature of smoldng 

30- they perceived smoking to be an unacceptable activity for themselves but 
believed it to be acceptable for grown ups and assockded the habit with 
adulthood 

cognitive development played a significant role in children% ideas about 
smoking 
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CHAPTER FIVE 

THE LONGITUDINAL COHORT STUDY 

5.1 Chapter Overview 

Because of the magnitude of the longitudinal cohort study, the work will be 

presented in the next three chapters. This particular chapter will outline the 

rationale for conducting a cohort study longitudinally, as well as defining the aims 
and objectives of the investigation. The target population will be identified and 
research design will be addressed, with specific attention paid to changes or 

refinement of the methods used in the cross sectional study. Iastly, focus group 
interviews will be introduced and its role within the fimnework of the study will 
be discussed. The results of the longitudinal cohort study will be presented in 

Chapter SuL This chapter will document. the relevant findings from the multiple 

methods used in triangulation: the questionnaire, the Draw and Write Technique, 

the interviews and the focus groups. The subsequent discussion of these results 

and a reflection on the salient ideas that emerge will comprise the core of Chapter 

Seven. 

5.2 Rationsk For Study 

lie initial study on Liverpool primary schoolchildreWs perspectives on smoking, 

served to give insight about the underlying processes involved in the primary 

stages of smoking acquisition (see Figure 1) by identifying their knovAedge, 

attitudes, beliefs, intentions and perceptions about the habit. 

Justification for the need to carry out a longitudinal cohort study was provided by 

some of the more interesting and less understood findings of the cross sectional 

study. For instance, the findin that four mid five year oW accounted for the 

greatest proportion of subjects who reported they had tried to smoke, who 
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intended to smoke in the ftiture, and who viewed smoking most positively, meant 
that the children from Reception were identified as most 'at risk' of engaging in 
the habit in the future and in turn, became an important cohort to investigate. 

Consideration must also be given to the finding that cognitive development 
? 
-, " shaped children's perspectives of smoking because the necessity of developmental CO a: LU r appropriateness with regards to children's health education programming is >J -J 

cf) qT 

pervasive in the literature (Natapoff, 1982; Meltzer et al., 1984; Green and Bird, 8 =) EE z; 
0. Cj) < CY CC LU CD I- 1986). It is imperative that cognitive ability be correlated with age levels and this LLJ Cc 0 t2 >Oa: O M0:: 4 _j can best be done in the context of developmental research, in the form of a2 Cc 

z ngitudinal. cohort study. X 0 
1) 

The gender bias that permeated the questionnaire segment of the cross sectional 
study but was not taken into account during 11wee Draw and Write Technique, and 
did not emerge as significant in the interviews, also warrants further scrutiny, 
particularly in light of Waldron's conclusions (in Batten et al., 1993: 185) that '... 

program to prevent smoking adoption ... may be more effective if these 

programs take into account gender differences in the factors that influence 

smoking adoption... '. The fitct that boys were the ones who were most likely to 
have tied to ke, intended to smoke and to equated smoking with positive 

perceptions, is in keeping with the results from studies of older children (Baugh et 

aL, 1982; Oei et al., 1987; Cohen et al., 1990; Bellow et al., 1991) which suggest 
that boys tend to indulge in such risk behaviour before girls. This fitet however, 

appears to diminish over time. 

The reality today hs that adolescent L-males, although slower to adopt smoking 

eventually surpass the number of males who take up the habit (Swan et al., 1989). 

Prevalence trends by age and sex reveal that prior to 1994, the percentage of boys 

and girls who smDked regularly between the ages of 11-15 in England were 

relatively equal (around 10%). However, smee then, more girls have smoked than 

boys. This phenomena has been subjected to intensive research (Swan et al., 1989; 

Cohen et aL, 1990; Oakley et al., 1992; Graham, 1994; Sutton, 1995) but to date, 

few adequate explanations have surfitced to account for the gender trends The 
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longitudinal study affords the opportunity to track the perspectives of both boys 

and girls, as they approach the age of experimentation when the transition from a 

principally male to female-onented practice commences thus, any understanding 

gained from this could perhaps shed some light on this enignut. 

Lastly, attention must also be given to what was not found in the results, in effect 

what was expected but did not materialise. According to the Model For The 

Major Influences On Stages Oir Smoking Behaviour (Figure 1), socio-economic 

status is considered a key irdluence in the early stages of smoking via its impact 

on funily and friends. The correlation between smoking and social class was 

firmly established in the parental sample of the cross sectional study but no 

statistically significant associations were found in the children's beliefs and 

behaviour toward smoking, based on social class. In itsel& this is not surprising as 

several studies of note have revealed similar findings (Oakley et al., 1992; 

Glendhining et al., 1994) but there also exists some studies like the W. H. O. Cross 

National Survey which do report differences in smoking behaviour between socio- 

economic groups (Nutbearn et al., 1989). 

The debate on the relevance of social class to young smokers persists. In fight of 

the knowledge that parental smoking habits can influence the future smoking 

behaviour of children (Charlton and Blair, 1989; W. H. 0 and Chollat-Traquet, 

1992), and that adult smoking prevalence is linked to deprivation (Marsh and 

McCay, 1994), it can be assumed that, at the very least, social class is an 

important interverung variable which can fix1irectly shape children's perspectives 

on smoking. This relationship merits further investigation and the research design 

of the longitudinal study affords the opportunity to do so. As such, consideration 

will be given to &ssessing chfldren! s attitudes about smoking on the basis of the 

socio-economic condition of the school they attend. Any significant social class 

difficrences that my anise would dictate the orientation of the sulmquent smoking 

intervention developed, as the wkLer community, along with the bdividual and 

social groups need to be taken into deliberation (Nutbemn et al., 1989). 
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53 School Socio-economic Status 

In the cross sectional study, school selection was done by ward, based on a 

range of indicators that spanned the gamut of socio-economic conditions in 

Liverpool. Although schools generally reflect the socio-economic status of the 

ward they are located within, there are exceptions. Border schools for instance, 

that are situated close to the perimeter of other wards (see Figure 5) and accept 

children for enrolment from the surrounding areas are often not representative of 

the socio-economic environment within the rest of the ward. Similarly, pockets of 

deprivation within economically strong wards or areas of prosperity located in 

disadvantaged wards can skew the socio-economic state that generally epitomises 

the ward. 

For a more precise measure of socio-economic status, social class ranking derived 

from parental employment data, collected in the cross sectional study, was used. 
This data, based on the OPCS Standard Occipational Ckissiflcation (199 1) was 

broken down by school, into classifications of high, medium mid low socio- 

economic status. Tbose parents classified in Class I (Professional) and Class II 

(Managerial) were considered high, those in Clam III (Skilled) were medium and 

those in Class IV (Partly Skilled), Class V (UnsUW) and the unemployed were 

labelled as low. Homemakers, students and those who did not complete the 

employment information on the questionnaire were excluded from this 

ClWissification. 

Table 12. illustrates that more than 55% of parents in School One and Two fen 

into the low income bracket, more than 5(YYo of parents in School Three and Four 

fell into the middle income bracket and almost W16 of parents from School Five 

fell into the high income range. When compared to Figure 6. (Composite Score 

of Ranks from Three socio-economic Indicators Used in School Selection) in the 

cross sectional study, it is apparent that these schools truly reflected the socio- 

economic conditions prevalent m their respective wards. School Six however 

appeared to be an anomidy. The school itselt although situated in a ward 

characte&W by prefizable socio-economic conditions, borders wards of 
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moderate socio-economic status and is located in a deprived neighbourhood. As a 

result, half the parents were classified in the low income range, half in the middle 
income range and hardly any were found in the highest rank. This particular 
breakdown of social class by occupation mirrors that found in the Dverpool 

Conununity Atlas (Shepton, 1994), a summary of ward profiles from the 1991 

Census. For the purposes of the this study, School Six like School One and Two 

represented the least preferable socio-economic conditions, School Three and 
Four. moderate socio-economic conditions and School Five, the most preferable 

socio-economic conditions. 

Table 12. Distrilbution. of School Socio-ecommic Status of Based on Parental 
Occupation By Social Class* (OPCS Standard 0cmqmflonal clawification) 

Parental Low socio- Medium socio- High socio- 
Occupation economic Status economic Status economic status 
Classified By Class IV -V Chu III Class I- II 
social Class Unem 

School One 56% of parents 39% of parents 6% of parents 
Visoxhall 

School Two 601/6 of parents 2&Yo of parents 15% of parents 
Abercromby 

School Three 30% of parents 52% of parents 190/6 of parents 
Pirrie 

School Four 27% of parents 61% of parents 13% of parents 
Anfield 

School Five 3% of parents 40% of parents 57% of parents 
Childwall 

School Six 46% of parents 471/6 of parents 7% of parents 
FwWwrly 
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Table 13. outlines the breakdown of the sample by gender and school socio- 

economic status. The largest percentage of the children (41%) involved in the 

cohort study attended schools that reflected a moderate socio-economic climate 

whilst almost a quarter (23%) attended a school located in an economically 

prosperous area and the rest (36%) were in schools of low socio-economic status. 

Table 13. Distrilbution of Sample by Gender and School Socio-econonic Status 

Low SES Medium SES Higb SES 
Schools Schools Sebool 

(1,2 and 6) (3 and 4) (5) 

Girls 29 30 19 
N- 78 (37%) (38%) (24%) 

Boys 23 29 15 
N=67 (34%) (43%) (22%) 

Total 52 59 34 
N-145 (36%) (4 1 %) (23%) 

Tile rekdionship between social class mid gender was, where possible, also 

examined. This was because these two variables often emerged in the literature as 
important to the developmental process of smokin (Johnson et al., 1985; Green 

et aL, 199 1, Glendbming et al., 1994). In a comprehensive study about the 

associations between drinking and smokmg behaviour of parents and their 

children, it was concluded by Green mid colleagues (1991: 745) that gender and 

social class needed to be taken into account 'since it may irfluence whether or 

not there is an association between the behaviour of young people and that of 

their parents, and it nuzy influence young people's behaviour in addition to 

ipfluences. from parental behaviour' Hence, the need to account for gender, 

social class and year group differences in the context of how primary 

schoolchildren's perspectives on tobacco smoke develop with the progression of 

time, in essence provided both the rationale and the direction of the research for 

the longitudinal cohort study. 
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Because the original research study was cross sectional in nature, it did not 

effectively provide an accurate understanding of how the developmental process 

of smoking unfolds. This was somewhat problematic in light of the fact that 

'Without aft/I understanding of [the acquisition] process, plus an equallyfill 

understanding of behaviour change processes in general, it is impossible to 

design very effective prevention programs' (Flay, 1993: 3 72). However, what the 

cross sectional study did fiunish was a birth cohort and an appropriate fimnework 

within which the concept of time and the changes that occur with its passage, 

could easily be incorporated into the research design, via the implementation of a 

longitudinal study (Achenbach, 1978). Further endorsement for undertaking 

longitudinal research came from Parcel et A (1984) who recommended the use of 

comparison groups and longitudinal studies of young children, to accurately 

assess such concepts as the origins of smoldng intention. 

5.4 Ahn Of the Longitudinal Cohort Study 

The purpose of this longitudinal cohort research study was to develop a 

comprehensive understanding of the overall perspective that a representative 

sample of primary schoolchildren in Liverpool (age 5 onward) had about smoking; 

by examining the beliefs, knowledge, perceptions and behavioural. intentions that 

informed their attitude about the habit, over time. 

5.5 ObJec&es: 

> To teg the replicablilty of the innovative methodology (between-methods 

triangulation of questionnaires, Draw and Write mid interviews) created for the 

cross sectional study and to explore the feasibility of other participatory 

methods 

150 



> To explore fin-ther the sigifficant gender bias that emerged in fitcets, of the 

cross sectional study 

> To examine the perceived influence of social class on perspectives of 

smoking 

> To provide greater understanding for the development of a smoking 
intervention model for the effective promotion of health in kwal primary 

schools 

5.6 Research Design 

In view of the fikct that the findings of the cross sectional study highlighted one 

particular cohort, namely the children in Reception; coupled with the need to 

adopt a developmental approach, this research was designed as a longitudinal 

cohort study. This type of prospective investigation enables the continual 

collection of information from individuals and allows for the analysis of data at 
both the individual and group level. 

There are other significant advantages to conducting cohort research 

longitudinally; one of which is the ffict that its strengths am the weakness of cross 

sectional studies. According to Cohen and Man ion (1994), the methodology has 

the capacity to identify typical patterns of development and histblistht I 

operating on a sample which would possibly evade other research desigm 

Moreover, this type of research can accommodate the accumulation of additional 

variables or the integration of new variables as they arise over time, which in turn 

allows for greater Opportunity to observe trends and distinguish real changes in 

the population under study. 

on the downside, this method of research is rather expensive, very time 

consuming, can only accommodate limited numbers and has the potential to suffer 

from organisational problems. Attrition or subject mortality can also be 
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problematic, in addition to 'control effect', the possibility that repeated measuring 

can potentially influence a sample (Cohen and Manion, 1994). 

To test the viability of the multi-method approach adopted in the cross sectional 

study, the longitudinal cohort study was structured to emulate the between- 

methods triangulation of the original research design. The methodology as such 

was comprised of the questionnaire, the Draw and Write Investigative Technique 

and the semi-structured interviews and was administered to the Reception birth 

cohort from the 6 core schools identified in the cross sectional study-, when they 

were in Year I and then again in Year 2 of their scholastic careers. In addition, 
focus groups interviews, another research method largely underdeveloped in child 

studies was added to the methodological agenda in Year 2. 

The study design has the capacity to investigate individual change over time which 
is important when one considers that certain researchers believe that the way 
fi)rward in smoking prevention is to address the needs of the individual, rather 

than nuLw inoculation of anti-smoking strategies (Charkon, 1999). Akhough the 

original intention of the longitudinal cohort study was to examine individual 

change and data were collected in such a manner as to facilitate this process, the 

decision to look instead, at overall cohort change was made primarily on the basis 

of the questionnaire results which showed insignificant changes within the cohort 
for each consecutive year. Anabrsis of the qualitative methods used in the study 

was thus done on a cohort basis; and the fimlings imenting little change within 

the cohort, substantiates the decision to explore group rather than individuals, 

over time. 

The fimnework for the assessmmt of hidividual change is in place however, and it 

is envisaged that access to such infornation will be vital for future research on 

this population, in particular as the children approach the age of em-pecrimentation 

when some will chose to take up king and others will not. The triggers that 

induce the choice of behaviour are as yet, not well understood and perhaps, one 

can speculate, might be attributabWe to individual diffm-ences which potentially 

could be explored within the framework of this jongitudinai cohort study. 
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5.7 Reseamh Methods 

5.7.1 The Questionnaire 

The questionnaire in the cross sectional study was comprised of 12 questions 

generally based on the research firidings in the literature on smoking for older 

childrem However, the need for some slight amendments to the original format 

were required to accommodate salient themes that emerged from the results, 

namely the perception that children in the sample had regarding the fict that 

smoking is inappropriate for children but perceived as an intrinsic part of 

adulthood. 

Originally, children's beliefs about smoking were assessed by asking them if they 

thought smoking was good or bad for people. In fight of the above mentioned 

results, it was decided that the original question was too broad, thus it was 
divided into 2 questions, one pertaining to adults smoking and one to chikh-en 

smoking. This was done to discover if this 'two-tiered' belief about smoking 

would present itself in the quantitative analysis as well. The amendment therefore 

limits the scope of comparative analysis about beliefs to Year I and Year 2 of the 

sample. Also modified were the questions about sibling smoking habits. It was 

necessary to clarify which chM= had brothers mid sisum. mid which did not 

before askin whether their siWings were smokers or not, as it became apparent 

during the cross sectional study that the children often responded to the question 

of Sp3ling smoking habit on the basis of whether they had a brother or sister or not 

(Appendix 9). 

The data from the questionnaire was entered onto a computer database for 

anab, sis, USIng SPSS (Statistical Package for the Social Sciences). Because the 

type of measurement scale was nominal or categorical in nature, it was necessary 

to use non parametric tests. Appropriate non parametric tests fDr bivariate 

snob-sis of dfferences and relationships between pairs of vaidges include 

contingencY table anablis (the crOss-tibuMOn of two variabies) in conjunction 

with chi square as a test of statistical significance and Cmmer, s. V to test for 
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strength of association. Levels of significance are stated where relevant, that is, at 

or below the p=0.05 level. 

Cramer's V, an approach to examining relationships is infrequently found in the 

literature. It provides a measure of strength of the relationship between 2 variables 

from a large contingency table, that is greater than 2x2. This test, derived mainly 

from chi square, provides results which vary from 0 to +1. The closer the 

resultant coefficient is to +1, the stronger the relationship between the two 

variables. Wising Cramer's V in conjunction with chi-square emulates a direct 

significance test (Bryman and Cramer, 1994). 

Because the cohort study comprised a within-subjects, design, that is the repeated 

measurement of the same variables on three related samples, it afforded the 

opportunity to investigate Merences between dependent groups. The most 

suitable test for this type of analysis is the Cochran Q test, or in the situation 

where there are only two related samples (belief questions for Year I and Year 2), 

the McNemar test. Both are particularly usefiil non parametric tools for numuring 

changes in fi-equencies, or proportions across time. 

The Cochran Q test is in fact, an extension of McNemar's Chi-square test which 

has the capacity to test for changes in proportion at different times in the same 

sample as weU as to test whether several matched fi-equencies or proportions 

differ signifimfly aroong themselves. If the probability Level is greater than . 05, 

then the assumption is that there are no significant differences in the responses 

over time (Bryman and Cramer, 1994). 

The multifariousness of the social sciences dictates that data are collected on a 

myriad of variables and that the of two variables at a time, although 

imperative is also inadequate. Consequently, multivariate analysis, the exploration 

of differences and relationships among 3 or more variables although complex is 

essential. In this particular study, multivariate analysis was limited to the effects of 

gender mid social class on childreWs beliefs about smoking mid their intentions to 

smoke. 
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Data analysis of these variables can be conducted via cross tabulation and the 

results can be summarised in a multi-way contingency table. It is known however 

that log linear analysis is a more sophisticated technique and thus, a logical choice 
for the conduction of multivariate analysis. Unfortunately this test, as with most, 
have basic assumptions that must be met in order to have accurate results. One 

such requirement in loglinear analysis is that expected fiequencies need to be 

sufficiently large in number. According to Tabachnick and Fidell (1996), expected 

cell fi-equencies need to be greater than one and no more than 2(YYo should be less 

than five because inadequate expected frequencies can lead to such loss in power 

that the results would be meaningless. 

The two conditions in research which produce small expected fivquencies are a 

small sample size with too many variables or rare events (Tabachnick and Fidell, 

1996), The cohort study under investigation was plagued by diminutive expected 
frequencies. This insufficiency it seemed, was a consequence of the fitct that there 

were too few children in the sample who smoked, who believed that smoking was 

good and who intended to smoke during the study period. It resulted in mar%emal 
frequencies not evenly distributed among the various levels of the variable. As a 

consequence, log linear analysis was not applicable and multivariate, analysis 

conducted was done via contingency tables. 

5.7.2 The Draw and Write Technique 

The fonnat and composition of the inquiries used for the Draw and Write 

Technique in the cross sectional study were replicated in the longitudinal one. To 

recapitulate, the Draw and Write Investigative Technique (Wetton, 1990), 

requhu children to draw pictures and write responses in accordance to questions 

read aloud by the researcher in the host classroom. Scribes are provided to assist 

any children who have difliculty writing; their necessity decreasing as the sample 

ages. This particular methodology, adapted fiom a study conducted by The 

Somerset Health Education Authority and colleagues in 1994 uses four diverse 

scenario to discover w1W perceptions children have about smoking. 
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Draw and Write is essentially a qualitative method and the coding categories, 

developed for the purpose of analysing the results, based on frequency of 

responses are constructed purely from the written statements that accompany 

each child's drawing. For the cross sectional study, many of the categories were 

derived from those set up in The Somerset Health Education Authority et al. 

(1994) study. However, as the need arose, other categories were included or 

omitted to fit the profile of this specific sample. In the end, the main categories 

remained constant for the duration of the study, an indicator that very little change 

in the perceptions and knowledge and beliefs of the sample occurred over the 

three year span. A few categories were reorganised to maintain an appropriate 

level of consistency needed to conduct a comparative analysis of all three year 

groups- 

5.7.3 The semi-structured interviews 

owe again, the format used in the cross sectional study was copied for the semi- 

structured interviews. The taped interviews were approximately 20-30 minutes in 

length for each child using a variety of visual aids (pictures of people smDjdng) on 

which questions and comments were based. All interviews were transcribed and 

analysed by the researcher conducting the initial interviews. 

Of the 14 children who were interviewed in Reception, II participated in Year 1. 

At this point, an additional 17 children were recruited from the same birth cohort 

to counterbalance any attrition that might occur in the ensuing years and to 

provide a more comprehensive picture of six year olds perspectives on smoking. 

Only 3 of the 28 children were not available for the interviews in Year 2. As a 

consequence, it was possible to conduct a content analysis of the huncriptions 

for a &* homogeneous population which allows for an accurate depiction of 

developmental change in perceptions and knowledge across time. 

Although the base questions of the interview remained consistent across the years, 

additional questions were incorporated or subsequent concepts expanded on as a 
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result of the findings from the cross sectional study. The variables of gender and 

social class were also taken into account but for the most part, neither appeared 
to play any great role at this stage. This is principally because there was such 

consistency in the answers across the sample that any differentiation was virtually 
impossible to perceive. As such, only in the exceptions where gender or social 

class differences do emerge is any reference made. On the whole, the inference is 

that there are no discernible gender or social class effects in the responses of this 

sample across time. 

5.7.4 Focus Group Interviews 

Focus groups as defiwd by Krueger (1986 as cited in Vaughn et al, 1996: 4) are 
A organised group discussion which are focused around a single theme. One of 
the primary fimcdons of these group interviews is to ascertain people's point of 

view, narnely what their attitudes, beliefs and perceptions are. 

Through the process of group dynamics, we are able to gather true 

expressions of indtvidual values and peer relationships along %4th 

attitudes and feelings towrd many subjects and products that we 

otherwise might not be able to learn about or understand (Forcade, 

1996: 2). 

Focus group interviews, a product of market research has a relatively short 
history as a qualitative methodological tool but has been app, priated with 
immense intensity by social scientists because of its adaptability (MorgM 1997). 

Focus groups have a variety of applications in social science research. They can 
be used as the primary or secondary source of data collection, or as in this case, 

used in multi-method. studies to add to the data collected by other metlV)ds, thus 

contributing '... something unique to the researcher 's understanding of the 

phenomenon wider study' (Morgan, 1997: 3). Despite the current popularity of 

this tool, it would appear that focus group interviews involving special 

populations such as young chfldren are relatively uncommon, in particular m the 
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realm of smoking research. Although credence and value is now being accorded 
to children because '... we have found that the insights of students of all ages can 

add an interesting dimension to our understanding of what happens... ' (vaughn 

et al. 1997: 130), the whole notion of children's lay perspectives is largely 

untouched and underdeveloped. 

A literature search conducted on Medline, Pschylit and Cinhal did not reveal any 

studies in the field of health that utilised 'the lay perspective' approach with a 

young wMIe despite the fact that lay concepts of health have been a focal point 
in research over the last two decades (for a review: see Blaxter, 1990). This 

dearth is serious if one considers that '... wukrstanding the complexity of lay 

beliefs could be important for making health promotion initiatives relevant in 

their approach to the language and concepts that are used by those they wish to 

reach'(T"norogood, 1992: 49). 

The strengths of the focus group interview goes beyond an in-depth 

understanding of individual's perspectives. As it is set in the 'social context' of a 

group, culturally- specific concepts that emerge can be clarified and expanded 

upon (Vaughn et al., 1997). However, there are also some difficulties associated 

with conducting group interviews with a young sample. Problem of conformity 

and repetition arise as do cases of over exaggeration in attempts to 'out do' the 

responses of the other children. Additionally, the dynamics of being in a group 

setting where there is safety in numbers can foster some anti-social behaviour in 

chikkM especially with boys. Consequently effective group gl;, ---- is 

crucial, to create and maintain an ambience conducive to conversation and 

fiteractiDn. 

When conducting focus group interviews with children, certain recommendations 

should be adhered to, to ensure effective results. The variation in children's 

cognitive development needs to accommodated and children should be in similar 

age ranges. The group needs to be small in number (less than 6) and should be 

composed of single sex participants. The length of the interview should be 

approximately 45 minutes for children under age 10 and take place in a locale- that 
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is appropriate for the nature of the group. Although researchers also suggest that 

focus groups are better if comprised of strangers, this becomes difficult when 

operating in a 'school' setting. Whenever possible, participants were selected 

from Merent class rooms, to diminish moderated effects but that option was not 

available in small schools (Vaughn et al., 1997). 

A moderator's guide was prepared (Appendix 9) and piloted at a local school. It 

became apparent that a greater degree of guidance and interaction was required 

on the part of moderator, as well as the necessity of including visual aids and a 

writing activity to keep the children interested. Same sex participants in groups of 

4 or 5 were involved in the focus group interviews. Two group interviews, one 

for the boys mid one for the girls were conducted at each of the six schools. The 

children themselves were asked to give consent to partake in the group interviews 

and reminded that although the interview was taped, it was confidential. The 

process of the focus group interview was explained and the importance of honest, 

individual and accurate answers was stressed. In addition, the children were told 

that it was not a test but an inquiry into their perceptions and beliefs about 

smoking. 

Focus group interviewmg was included principally as a feasibility study m this 

research. The technique is in keeping with the 'bottom-up, cbild-centred 

approach, that underpms this research and was Included to enhance and 

complement the findings of the triangulated methodology as well as provide 

further insight into children's thinking about king. However, the utilisation, of 

this method with a sample as young as seven, on a contentious topic such as 

smoking is unprecedented. Therefore to test its viability as an appropriate tool, 

discussion was centred on topics that would best demonstrate the depth and 

breaft of children's attitudes on smoking. None of children who were involved 

M the intervww process participated m the focus group interviews. 

Tjje focus group interview for this study also went beyond testing for 

methodological suitability. It was an exercise in exploration as well. Tlz 

discussions were meant to delve into the children's own kleas about how, when 
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and by whom anti-smoking strategies should be administered at the primary 

school level. Allowing children the opportunity to define important concepts in 

proactive health promotion initiatives for themselves engenders the notion of 
empowerment which in turn, should foster the development of a more effective 

strategy (Kalnins, et al., 1992). 

Main areas discussed in the group were: 

> Knowledge about smoking 
> View points on grown ups smoking 
> View points on children king 

> View points on smoking education 

The focus group interviews were transcribed in M by the researcher and anabwd 
for salient theines. 

5.8 Sample: The Children 

Table 14. provides details of the subjects who participated in the longitudirial 

cohort study. This sample does not appear to suffer from attrition as the numbers 

remam fairly consistent over the 3 years and thus, are large enough for 

appropriate analysis. In this study, there are slightly more girls represented than 

boys but as this too is constant in each year group, for each method, it is not 

probletnatic. 
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Table 14. Distribution of Sample By Research Methods 

Year Group Reception Year One Year Two 
1"5 1996 IM 

Age 4-5 Age 5.4 Age 6-7 

N 237 N= 219 N= 216 
Questionnaires 

Girls Boys Girls Boys Girls Boys 
120 117 117 101 115 101 

N 235 N= 222 N--219 
Draw and Write 

Girls Boys Girls ' Boys 
No Gender Data 109 107 118 101 

N 14 N=28 N=25 
Interviews 

Girls Boys Girls Boys Girls Boys 
77 17 11 15 10 

N=50 
Focus Group 

interviews Girls Boys 
25 25 

To analyse change over time properly, statistical protocol dictates that only those 

children who filled in three questionnaires consecutively can be included in the 

analysis. Consequently, the repeated xneasure sample for the questionnakes was 

reduced to 145 subjects (78 girls and 67 boys). Reasons for the reduction in 

sample size range from chikIren being absent on one of the test days throughout 

the 3 year period, chikiren changing schools in the duration and the exclusion of 

children from split grade classrooms at the request of one school, to minhnise 
disruption and inconvenience. The resultant sample (65% of total sample) is 

suftiently large enough to accommodate statistical analysis and reflects similar 

patterns to those found in the original sample. 
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Data for the Reception Year Group was extracted from the original study 

conducted in 1995. The importance of exploring the role of gender in the study 

of children's perspective on smoking surfaced from the research findings of the 

cross sectional study, but the initial data collected from the Draw and Write 

Technique did not take this variable into account. On a similar note, focus group 

interview data are not available for the first two years of the study as Vaughn et 

al., (1996) recommended that the method not be conducted with children under 

six years of age and thus it was not introduced into the study until Year 2. Such 

omissions did not necessarily affect the quality of the research or negate the 

validity of the findings but in effect, served to reflect the flexibility and strength of 

ut&ing a cohort longitudinal approach that enabled gaps to be filled in 

subsequent administrations (Douglas 1976 as cited in Cohen and Manion, 1994). 
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CHAPTER SIX 

Results of the Longitudinal Cohort Study 

6.1 Questionnaire Results 

To best illustrate which variables were looked at in association, a model of the 
different relationships involved is depicted below. Amendments to the original 

model (Figure 7) show how the cross-sectional study has altered and progressed 

over time, resulting in new relationships to investigate. 

Figure 30. A Model of the Relationships Explored In the Longitudinal Cohort 

Study 

Dependent Variables 

Sample 
Smoking 

Behaviour 

N 

Independent Variables 

t 
Sample's Beliefs 

About 
Children Smoking 

x 
Sample's Beliefs 

About 
Adults Smoking 

4 
Sample's Current 

Intention 
To Try Smoking 

9 
Sample's Future 

intention To Smoke 

Gender of Sample 

Parental Smoking Behaviour 

School Socio-economic Status 

-0- Gender & School Socio-economic 
Status 

--0- Sibling Smoking Behaviour 

-, ý- Peer Smoking Behaviour 
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6.1.1 Sample Smoking Behaviour 

Children's smoking behaviour as a measure of prevalence was assessed by 

asking them if they had ever tried to smoke a cigarette, 'even just one pufr. it is 

evident from Table 15. below, that the majority of the subjects (901%) over the 

three year span had never smoked whiLst a decreasing mmority reported tying to 

smoke at least once in the 3 year period. There were no significant differences in 

responses over time (Cochran's Q=p>. 05). 

Table 15. Sample Smoking Behaviour By Year 

Year Group 
N= 145 

Non Trien 

N% 

Trien 

N% 

Recepdon (1995) 131 90.3 14 9.7 

Year On (1996) 137 94.5 8 5.5 

Year Two (1"7) 138 95.2 7 4.8 

11W reduction in number of reported 'triers' between Reception and Year 2 was 

problematic. Tle number of children who hied to smoke in Year I (N=8) and 
Year 2 (N=7) should be equal to or more than the total number of 'triers' in 

Reception (N=14). Of the 14 children in Reception who said they had tied to 

smoke, only 5 reported smoking in Year 1 and none of them reported smoking in 

Year 2. Similarly, of the 8 'trim' in Year 1, only one child reported trying to 

smoke in Year 2. This lack of consistency between responses over the three years 

not only threatened the validity of this particular question but implied that the 

responses were not reliable and accurate measures of smoking prevalence, in 

particular for Reception and Year 1. It may be that the seven children who 

reported trying to smoke in Year 2 were being hudM but there is no way of 
knowing at this point in time. Only a readministration of the questionnaire in 

Year 3 could verify the consistency of their responses. 
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Because the accuracy of the responses regarding smoking experience were 

unreliable and only comprised a maximum of 6% of the total sample, 

generalisations could not be made, thus any results based on the analysis of data 

from this question were not included. Conjecture for this anomaly in self- 

reported smoking behaviour will be posited in Chapter Seven. 

Sample Smoking Behaviour - Stnoking Behaviour of Significant Others 

The cross sectional study highlighted the influence of parental, sibling and peer 

smoking habits on children's smoking behaviour. Although this association 

could be assessed for the longitudinal cohort study, it was important to determine 

how the smoking behaviour of these significant others had changed over time as 

outlined in Table 16. and what impact, if any this had on the sample's beliefs 

about and intentions to smoke. 

Tsble 16. Smoking Behaviour of Significant Others By Year 

RECEPTION 
Non 

Smoker Smoker 

N%N% 

YEAR ONE 
Non 

Smoker Smoker 

N%N% 

YEARTWO 
Non 

Smoker Smoker 

N%N% 

Mother 60 42 83 58 59 41 86 59 59 41 86 59 

Father 71 50 70 50 64 45 78 55 63 44 80 56 

sbter 8 8 94 92 6 7 78 93 5 6 76 94 

l3rother 10 10 95 90 11 12 79 88 8 9 90 91 

Peer 8 7 109 93 3 3 95 97 5 4 108 % 
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Although it seemed evident that on most accounts, the rate of smokers decreased 

slightly each year, there were in fact, no significant differences in the responses 

over time (Cochran Q=p >-05). Overall, there were more non-smokers than 

smokers in this sample, but at least 40% of parents were still partaking in the 

habit. Rates of smoking for siblings and friends were relatively low, less than 

12% over the three years respectively. The number of siblings and peers who 

smoked was somewhat negligible, making it difficult to draw any accurate 

generalisations from the results, to determine if their smoking behaviour has any 

impact on the beliefs or intentions of the sample. These relationships, analysed in 

detail, were largely insignificant and weakly associated and therefore were not 

reported in this document. 

6.1.2 Parental Smoking Behaviour - Gender as a Variable 

Table 17. indicates that parental smoking rates remained fitirly stable across the 

three year span. At least 78% of mothers and fathers who smoked when the 

subjects were in Reception, were still smoking by the time they entered year 

Two. There was a non significant decreasing trend (p >. 05) of smoking occurring 

in parents with the passage of time. As girls got older, their father's smoking rate 

decreased somewhat from 49% to 40% whilst mother's remained constant at 

about 44%. For the male subjects in this study, both parent's rate of smoking 

declined slightly from 4 1% to 37% for mothers and from 5 1% to 49% for fathers. 
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Table 17. Parental Smoking Behaviour By Gender 

Girls N= 78 
Boys N= 67 

Mothers Who Smoke 

N (%) 

Fathers Who Smoke 

N 

Reception Girls 33 43% 38 49% 

Year One Girls 34 44% 33 42% 

Year Two Girls 34 44% 31 40% 

Reception Boys 27 41% 33 51% 

Year One Boys 25 3 7% 31 48% 

Year Two Boys 25 37% 32 49016 

Parental Smoking Behaviour - School Socio-economic status as a Variable 

A significant trend reflecting a moderate association (Cramer's V Coefficient 

ranges from 0.35 in Reception to 0.26 in Year 2 for mothers and from 0.32 in 
Reception to 0.29 in Year 2 for Eithers) was found in the number of parents who 
smoked and the school (as a measure of social class) that their children attended. 
As can be seen in Figure 31. and Figure 32., there was a statistically significant 
inverse relationship (p<. 05) between parental smoking habit and social class 

across each year group. The highest proportion of mothers and fithers; who 
smoked, had children in schools representative of the least preferable social 

economic conditions. These findings concurred with the results found in Table 

3. mid Table 4. of the cross sectional study, outlining the distribution of parental 

smoking habit by social class. 
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Figure 31. 

Mothees Smoking Habit (N=145) 
By School Socio-economic Status 
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6.1.3 Sample Belkfs about Smoking 

In the cross sectional study, the sample's beliefs about smoking were assessed by 

asking the children if they thought smoking was good or bad for people. To 

recall the results of the cross-sectional study for the children in Reception, the 

majority thought smoking was bad for people (830/6), irrespective of whether they 

had tried to smoke (N=14) or not (N--130). Based on the findings of the study, it 

was necessary to broaden this particular question to take into account the 

dichotomous perspective that children had about smoking; that it was bad for 

children but acceptable for adults. Hence, the subject's were asked for their 

thoughts on adults smoking and then again, for their opinion on chddren and 

smoking. Findings were based on responses from Year I and Year 2 data only. 

The responses from the sample (N--145) outlined in Table 18. show that more 

than 95% of the children in both year groups felt that smoking was bad for 

children, less than I% in Year I and 2% in Year 2 thought it was good for 

children and the remainder (4% in Year I and I% in Year 2) did not know if 

smoking was good or bad for children. Of the 139 children who believed 

smoking was bad for children in Year 1,135 felt the same way in Year 2. 

interestingly, only 62% of the children in Year I and 76% of Year 2 thought that 

smoking was bad for adults. Of the original 90 children in Year I who had a 

negative response to adults smoking, 79 responded similarly the fbilowing year. 

A snuff minority (I No in Year I and 9% in Year 2) reported that smoking was 

good for grown ups and some (21% in Year I and 15% in Year 2) were 

uncertain about it. 

The McNemar test for two related samples was also conducted on each question 

and as the 2 tailed level of probability was greater dm 0.05 in both cases; no 

significant change in children! s beliefs about children smoking or befieft about 

adults smoking occurred from the first to the second year. T'he differences in the 

responses regarding children in contrast to those regarding adults although 

insignificant (p>. 05), highlighted the dichotomous perspective of smoking that 

emerged in the cross sectional study and justified the amendments made to the 

questionnaire thereafter. 
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Table 18. Children's Beliefs About Smoking By Year 

Belief s 
About Smoldng 

Year One 

N=145 % 

Year Two 

N=145 % 

Smoldng is Good for 
Children 

1 0.7 3 2.1 

Smoldng is Bad for 
Children 

138 95.2 140 96.6 

Don't Know 6 4.1 2 1.3 

Smoldng is Good for 
Grown Ups 

24 16.6 13 9.0 
I 

Smoldng is Bad for 
Grown Ups 

90 62.1 76.5 

Don't Know 31 21.3 21 14.5 

Sample Beliefs About Smoking - Gender as a Variable 

Figure 33. illustrates that the majority of children (over 90% in both years), 

regardless of whether they were girls or boys believed smoking to be bad for 

children. Likewise, Figure 34. shows a similar pattern but to a lesser extent. 

Approximately 60% of boys and girls in Year One and 75% in Year Two felt that 

it was not good for adults to smoke. Compared to their beliefs about children 

smoking, there was a greater degree of uncertainty among the girls (Year I= 

24% ; Year 2= 14%) and boys (Year I= 18%; Year 2= 140/6) as to whether 

smoking was something good or bad for adults. Any apparent gender differences 

between the sexes was insignificant (p>. 05) and the strength of association 

between gender and belief was weak on all accounts (Cramer's V Coefficient 

0.1). 
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Figure 33. 

Yr 1 
Girls 
N=78 

Figure 34. 

80 

70 

60 

50 

40 

30 

20 

10 

Children's Beliefs About Children 
Smoking By Gender 

Yr 1 
Boys 
N=67 

Yr 2 
Giris 
N=78 

M Good 
R Bad 
E3 Don't Know 

Year 
2 

Boys 
N=67 

Children's Beliefs About Grown Ups 
Smoking By Gender 

Yr 1 Girls N=78 Yr 1 BOYS N=68 

M Good 
M Bad 
13 Don't Know 

Yr 2 Gids N=78 Yr 2 Boys N=67 

171 



Sample Beliefs About Smoking - School Socio-economic Status as a Variable 

It can be seen from Figure 35. that the school attended (as a measure of social 

class) by children in the sample, had little bearing on their beliefs about children 

smoking (p>. 05 and Cramer's V Coefficient = 0.16). The majority (N=135), 

regardless of which school they were at, undoubtedly felt that it was bad for 

children and equally, the few subjects (N=4) who believed smoking to be good 
for children also came from diverse socio-economic conditions. 

Figure 35. 

Children's Beliefs About Children Smoking 
By School Socio-economic Status 

0 Low SES Schools 
0 Mid SES Schools 
13 High SES Schools 

On the contrary however, Figure 36. illustrates that there was a significant 

relationship (p< . 
05) which was moderately associated (Cramer's V Coefficient = 

0.27 and 0.29 respectively) between children's beliefs about grown ups smoking 

and school. Children from the sample attending schools at the lower end of the 

socio-economic spectrum were twice as likely to have had positive rather than 

negative beliefs about adult smoking behaviour. At least 50% of children from 

these same schools were also more inclined to be unsure about their attitude 

toward grown ups smoking. Moreover, as the schools' socio-economic 
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conditions improved, the number of children who thought smoking was good 
decreased significantly, particularly in Year One of the study. 

Figure 36. 

Children's Beliefs About Grown Ups Smoking 
By School Socio-economic Status 

M Low SES Schools 
M Mid SES Schools 
13 High SES Schools 

Beliefs About Smoking - Gender and School Socio-econornic Status as Variables 

Analysis of children's beliefs about smoking with respect to their gender and 

socio-economic status is outlined in Table 19. It is obvious that there was almost 

universal agreement in the sample that smoking was bad for children. In fact, the 

greatest percentage of children, regardless of sex or social class believed that 

smoking was bad for both children and adults. To a lesser extent, a portion of 

children from all three social classifications believed that smoking was bad for 

children but either uncertain about adults or good for adults. This resulted in an 

interesting pattern whereby the majority of the responses were concentrated in 

the centre of the table (smoking is bad for everyone) and then cascaded outward. 
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Sample Beliefs About Smoking - Parental Smoking Behaviour 

In contrast to some of the findings of the cross sectional study, children's beliefs 

about smoking were not likely to be influenced by the smoking habits of 

significant others. These relationships, were largely not statistically significant 

(p>. 05) and plagued by weak associations (Cramer's V Coefficient = 0.18 for 

most cases). From Figure 37. it can be seen that the majority of children (over 

95% in Year I and 2) regardless of whether their mother smoked or not, thought 

that smoking was bad for children. The exception was in Year 2, where 2 of the 3 

children who had positive attitudes toward smoking also had mothers who 

smoke. 

Figure 37. 

Children's Beliefs About Children Smoking 
By Mother's Smoking Habit 13 Mum Smoker 

0 Mum Non Smoker 
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it would appear from Figure 38. that children's opinions about adults smoking, 

although less extreme were still independent of maternal smoking behaviour. 

62% of children in Year One and 76% of children in Year Two thought smoking 

was bad despite one third of them having mothers who smoked. Of the Year One 

pupils who thought smoking was good (N=24), half had non smoking mothers 

and of the Year Two subjects (N=13), two-thirds had mothers who do not smoke. 

Figure 38. 
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With respect to children's beliefs and their father's smoking patterns, Figure 39. 

demonstrates that most of the sample (over 90%) believed smoking was bad for 

children although 40% in both Year 1 and 2 had fathers who smoked. Of the four 

subjects who thought smoking was good for children, 3 of them had father's who 

smoked. 

Figure 40. shows that of the minority who felt that smoking was good for grown 

ups (N=24 for Year I and N= 13 for Year 2), 50% of first year children and 70% 

of second year children reported having fathers who smoked. 
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Figure 39. 
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Sample Beliefs About Smoking - Intention to Smoke 

Current Intention 

The existence of a significant relationship (p<. 05) with somewhat moderate 

associations (Cramer's V Coefficient = 0.25 and 0.29 respectively) can also be 

found between children's beliefs abut children smoking and current intention to 

smoke as seen in Figure 41. The few children (N=4) with affirmative opinions 

were those most partial to trying out a cigarette (100% in Year I and 67% in 

Year 2), along with the undecided (N=2) in the second year (50%). 

Figure 41. 

Children's Beliefs About Children Smoking 
By Current Intention To Try Out Smoking 
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Figure 42. reveals statistically significant (p<. 05) but for the most part, weak 

associations (Cramer's V Coefficient ranges from 0.19 to 0.44) between 

children's opinions about smoking and their intention to take up the habit when 

older. Of the few subjects (N=4; I child responded identically in both years and 
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3 children changed their responses from one year to the next) who thought 

smoking was good for children, 75% stated that they wanted to smoke when they 

grew up. Most of the children in the sample (over 80% in Year I and over 90% 
in Year 2) believed that smoking was not a good thing for children and did not 
express any desire to be future smokers. 

Figure 42. 
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The association between beliefs about adults smoking and current intention to try 

out smoking was not significant and very weakly correlated (Cramer's V=0.14). 

It is evident from Figure 43. that the most of the sample, even those who 

believed smoking was good for grown ups (N=24 in Year I and N= 13 in Year 2) 

did not intend to try out smoking. However, of the minority of subjects who were 

inclined to believe smoking was a positive habit for adults, the greatest 

percentage of them (17% in Year I and 15% in Year 2) were most likely to 

express interest in trying out smoking rather than not smoking at all or being 

indecisive about the choice. 
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Figure 43. 
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With respect to children's beliefs about adults smoking, Figure 44. paints a 

statistically significant (p<. 05) but not highly related (Cramer's V Coefficient for 

Year I= 0.24 and 0.19 for Year 2) picture. Over 90% of the children in Year I 

and Year 2 who indicated that smoking was bad for grown ups, did not intend to 

be prospective smokers. This was also true for the segment of the sample who 

thought smoking was good for adults. Of the children with positive thoughts 

about adult smoking (N=24 and N=13 respectively), half of those in Year One 

and almost all (92%) in Year Two did not intend to smoke in adulthood. 
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Figure 44. 

100 

80 

60 

40 

20 

0 
's 
0 It CI-14 

z 

Children's Beliefs About Grown Ups Smoking 
By Future Intention To Smoke 

tu 

>- 

'0 'D cc In :: 
C14 11 

N Will Smoke 

M Won't Smoke 

13 Undecided 

cm 9 

6.1.4 Sample Intention to Smoke 

As a result of the pilot study, it became apparent that there was a need to bisect 

the question of intention to smoke -Do you want to smoke when you grow up?; 

to differentiate between the children in the sample who were keen to try a 

cigarette as 'a one off, for the sake of curiosity and those who intended to take 

up the habit in the future. Children were asked if they wanted to try a cigarette, 

even just one puff (current intention) and also if they wanted to smoke when they 

grew up (future intention). Not surprisingly, Figure 45. shows that these two 

variables were significantly related (p<. 05) and rather highly correlated 

(Cramer's V Coefficient for Reception = 0.38; Year 1= 0.34 and Year 2= 0.43) 

to one another. Of the children in Reception (N=33) who expressed an interest in 

prospective smoking, 42% stated that they wanted to try it out now as well. 

Likewise, 36% of children in Year One (N=14) and 75% of children in Year 2 

(N=8) indicated that they wanted to experience smoking now but also wanted to 

take up the habit when grown up. 
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Figure 45. 
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In contrast to the cross sectional study however, where the results from the two 

ýintention' questions were virtually similar and therefore reported as one, some 

diversity in response did arise in the cohort study and these differences needed to 

be documented. 

Table 20. is a summation of the sample's current intention to try out smoking for 

the duration of the study. The patterns that materialised were similar to those 

found in Table 21. which documented children's future intention to smoke, with 

the exception being those subjects who wanted to try out smoking (N=24 in 

Reception; N=9 in Year I and N=13 in Year 2). The inverse relationship evident 

in the aforementioned table was somewhat skewed here by the slight increase in 

numbers of children who wanted to try smoking in Year 2. As p >. 05 for the 

Cochran Q test, the differences in responses over the three years however, were 

not significant. 

182 



Table 20. Children's Current Intention To Try Smoking By Year 

N=145 
Intend to Try 

N% 

Do Not Intend to 
Try 

N% 

Undecided 

N% 

Reception 24 16.6 102 70.3 19 13.1 

Year One 9 62 120 82.8 16 11.0 

YearTwo 13 9.0 123 84.8 9 62 

Sample Intention to Smoke - Future Intention 

From Table 2 1. , it can be seen that in general, most children (Reception = 67%; 

Year One = 81% and Year Two = 90%) did not express any desire to smoke 

when older. The percentage of children who wanted to smoke in adukhood 
decreased with the passage of time from 23% in Reception to 5.5% in Year Two. 

A similar decreasing trend was also found in those subjects Who were undecided 

about their fiAm smoking behaviour (Reception = 10%; Year One = 9%; Year 

Two = 5%). The changes in frequencies over the three year time span differed 

significantly from one year to the nexi, which indicated that there were some 

changes in responses over time (Cochran's Q test <. 05); the only ones to do so 

in the entire data set. Of the 33 children in Reception who said they wanted to 

smoke when grown up, only 2 responded in an identical manner in Year Two. 

Similarly, only one subject who was undecided in Reception was still undecided 

two years later whilst the majority of children from the sample (N--91) 

consistently reported that they would not smoke in adulthood over the 3 year 

period. 
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Table 21. Children's Future Intention To Smoke By Year 

N=145 
Intend to Smoke 

N% 

Do Not Intend to 
Smoke 

N% 

Don't Know 

N% 

Reception 33 22.8 97 66.9 15 10.3 

Year One 14 9.7 118 81.4 13 8.9 

Year Two 8 5.5 130 89.7 7 4.8 

Cw7-ent Intention to Smoke - Gender as a Variable 

Figure 46. illustrates that boys were almost three times more likely to want to try 

out smoking than girls. This association however, was significant only in 
Reception (p<. 05) and moderately correlated for that year group. There appeared 
to be an inverse relationship between gender and desire to try out smoking as the 

number of potential 'triers' decreased as the children got older. Explanations for 

this trend are posited in Chapter 7. 

Future Intention to Smoke - Gender as a Variable 

In a like manner to current intention to try out smoking, a greater percentage of 
boys according to Figure 47. stipulated that they intended to smoke when older 

as compared to the girls in the sample. Interestingly, twice as many girls in 

Reception indicated that they wanted to smoke when grown up but did not intend 

to try it out in the present. The munber of males with positive intentions to smoke 
decreased over time from 28% in Reception to 15% in Year One and 9% in Year 

Two. This decline was non significant (p>. 05) and the relationship between 

gender and future intention to smoke was weak (Cramer's V Coefficient < 0.17). 
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Figure 46. 
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Current Intention to Smoke - School Socio-economic Status as a Variable 

A statistically significant relationship (p<. 05) that was somewhat associated 
(Cramer's V Coefficient = 0.26) is depicted by Figure 48. which shows the effect 

of school socio-economic status on children's current intention to try out 

smoking. Half of all the children who said they wanted to try out smoking in 

Reception (N=24) and Year I (N=9) were mainly those in attendance at low 

income schools . 
In Year 2 (N=13) however, the majority of subjects who 

expressed interest in trying to smoke were divided equally among those children 
from schools reflecting low (46%) and those reflecting high (46%) socio- 

economic conditions. Children from the moderate schools were unsure about 

trying out smoking when in Reception (74%) and Year 2 (67%) but fairly 

definite about not wanting to experiment in Year 1 (45%). 

Figure 48. 
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Future Intention to Smoke - School Socio-econornic Status as a Variable 

The relationship between future intention to smoke and the school that children 

attended was statistically significant (p<. 05) and moderately associated 
(Cramer's V Coefficient = 0.28) for Reception only. As indicated in Figure 49., 

the Reception children from the schools reflecting the lowest socio-economic 

conditions were at least twice as likely to want to smoke in the future. Children 

in attendance at moderate schools were the most uncertain about their future 

behaviour (73%) and those at the school with the highest socio-economic ranking 

were more likely to state that they would not become future smokers. This 

pattern was not noted the following two years. Instead, it was the children from 

the high ranking school that made up half of those who intended to smoke in the 

future and those from the opposite end of the economic spectrum that were 
largely undecided (54%). From these data, it would not be possible to predict 
intention to smoke based on school socio-economic status. 

Figure 49. 

Children's Future Intention To Smoke 
By School Socio-economic Status 

Reception Yearl Year 2 

0 Low SES Schools 
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Intention to Smoke -Gender and School Socio-economic Status as Variables 

Table 22. is a summation of the multivariate analysis of the dependent variables 

of gender and school socio-economic status by children's current and future 

intention to smoke. The largest percentage of the sample, regardless of gender 

and school did not intend to smoke at that point in time or when older (from 43% 

to 95% over the 3 years). A noteworthy pattern emerged for the 'never smokers' 

whereby the likelihood of never intending to smoke, either in the present or in 

the future increased every year for both sexes with the exception of Year 2 boys 

in the high SES school where there was a decrease from 67% to 47%. A 

somewhat analogous trend was also apparent for those children who intended to 

smoke in the present and in the future whereby decreases in intention were noted 
for almost every year, for both sexes bar the high SES boys in Year 2 who 

showed an increase from 7% to 20%. This enduring anomaly was of significant 
interest in fight of the fact that the girls from the high SES school expressed 

virtually no intention to smoke at all. 

Shnilarly, it is the children within this high socio-econotnic group that 

demonstrated the greatest degree of difference between gender. None of the girls, 
in any year expressed interest in intending to smoke at all whilst 201/o of their 

fellow male classmates in Reception and Year 2 indicated that they intended to 

smoke. Reasons for this gender variance within the high SES school were 

unclear but cerWnly merit further exploration. 

Another trend of consequence concerned the girls in this sample. The minority of 

children who were considering smoking in the future were mainly boys from the 

high or low SES schools. Few girls indicated that they were likely to smoke and 

this percentage, which was inversely related to school socio-economic Maus, 

such that girls in the low SES schools were most likely to say they intended to 

smoke both in the present and in the future, decreased over time. This finding 

was striking when one considers current rates of smoking prevalence clearly 

showing that girls smoke more than boys - 15% of girls and 11% of boys smoked 

regularly in 1996 (Jarvis, 1997). 
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The impetuses that propel young girls to move from a 'no intention' orientation 

to regular rates of smoking that surpass those of boys have been widely 

researched but to date, as discussed in Chapter 5, are still not well understood. 

The longitudinal cohort study, in tracking both the intentions and the smoking 

behaviour of girls along with their overall perspectives about the habit affords a 

unique opportunity to explore the myriad of factors that triggers this transition. 

Moreover, if the study is continued past the age of experimentation and into 

regular habit acquisition, potentially it can verify the assumed correlation 

between intention and behaviour and confirm whether the subjects who 

expressed intention to smoke are indeed those that do go on to take up the habit. 

Cwrent Intention to Smoke - Parental Smoking Behaviour 

From Figure 50. and Figure 5 1., it can be seen that in some cases, children who 

wanted to try out smoking appeared more likely to have parents who smoked. 
This relationship was for the most part, not significant (p>. 05) and very weakly 

related (Cramer's V <0.13). An exception however, was found in paternal 

smoking behaviour for Year I where almost 901/b of children willing to try out 

smoking had fathers who smoked (p<. 05 and Cramer's V=0.25). By contrast, 

these children also reported having mothers who were non smokers (78%). 
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Figure 50. 
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Future Intention to Smoke -Parental Smoking Behaviour 

There was a statistically significant (p<. 05) but weak relationship (Cramer's V 

Coefficient = 0.23 for mothers and = 0.19 for fathers) between parental smoking 
habits and children's desire to smoke when older for some but not all year 

groups. In general, Figure 52. and Figure 53. show that children who reported 

that they wanted to smoke when they grew up were apt to have parents who 

smoked. 64% of children in Reception (p<. 05), 43% of children in Year I (p>. 05) 

and 50% of Year 2 (p<. 05) who expressed intention to smoke in the future had 

mothers who were themselves smokers. Likewise, 74% of Reception children 

(p<05), 64% of Year One (p>. 05) and 50% of Year Two (p>. 05) subjects who 
believed they would be prospective smokers also had fathers who smoked. 

Figure 52. 
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Figure 53. 
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6.2 Summary of Questionnaire Results 

Smoking Expetience 

> the majority of children (90%) had never trW to smoke a cigarette over the 
three year period 

> parental smoking behaviour was very stable over the 3 years - at least 40% 
smoked (mean for mothers = 41% and mean for fidhers = 47%), the greatest 
proportion had children in attendance at schools of low socio-economic 
conditions 

> less than 12% of siblings and peers were smokers for each year respectively 

Beliefs about Smobing 

> over 95% of children in Year I and 96% in Year 2 believed that moking was 
bad for children 

> 62% of children in Year I and 77% of children in Year 2 believed that 
smoking was bad for grown ups 

> there were no significant changes in children's belieft about smoking over 
time 

> gender and school socio-economic status seemed to have little effect on belich 
about children smoking 

> children from schools with low socio-economic conditions were twice as 
likely to have positive rather than negative beliefs about grom ups smoking 

> children with positive beliefs about grou" tips smoking wen more inclined to 
express interest in trying out smoking and wanting to smoke in the futwe 
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Intention to Smoke 

Current Intention 

> most children did not want to try out smoking, for curiosity sake 
(70% in Reception, 83% in Year I and 85% in Year 2) 

> children who wanted to try out smoking were mainly those who intended to 
smoke in the future 

> boys were three times more likely to want to try out smoking than girls 

> children in attendance at schools with low socio-economic conditions were 
those most likely to want to try out smoking - in Year 2 however, boys from 
the school with high socio-economic conditions were just as likely to want to 
try out smoking 

> children who wanted to try out smoking were more likely to have parents who 
mmked 

Future Intention 

> most children did not intend to smoke when grown up 
(67% in keception, 81% in Year I and W16 in Year 2) 

> boys were more likely to express intention to smke when grown up than girls 

chffdren who stated they wanted to smoke in the fiam were more apt to have 
parents who smoked 
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6.3 Draw And Write Technique Results 

6.3.1 Inquiry One 

In this first inquiry, the children were asked to draw someone smoking and 

respond to the questions: 1) How does your smoker feel? and 2) Where does the 

smoke go? The coding categories were identical to those found in Section 4.7.1 

of the cross sectional study and as such, have not been repeated here. The results 

presented below are based on the fi-equency of responses found in Appendix 10. 

Tbematic Trends 

Inquiry 1- Recepdon 

" at least twice as many children wrote negative (6 1 %) as opposed to positive 

(28%) comments pertaining to how smokers feel 

" only a minority of the sample (27%) stated that the smoke entered the body, the 

majority (72%) believed that the smoke dissipated into the environment or went 

some other place 

" few children mentioned specific internal organs; I cited the heart and 3 wrote 

luqgs 

nobody wrote about cancer but 2 children mentioned death 

Inquity 1- Year Oný 

* similar to the preceding year, twice as many subjects (64%) made negative 

rather than positive comments (30%) regarding how smokers would feel 

*4 boys and 2 girls made reference to 'other feelings, such as both happy and sad 

" as before, a large part of the sample (73% made up of 85 boys and 78 girls) 

were of the opinion that the smoke went somewhere -up to the sky, in the air, 

out the window 

" 2(YYo mentioned the smoke entering the body (boys = 17% and girls = 20%) 

" two children re&Tred to the heart mid six wrote about the lungs; an answers 

were evenly distributed between both sexes 
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* one girl mentioned wthma but cancer and death did not come up at an 

Inquiry 1 -Year Two 

" this time 53% of children wrote negative rather than positive comments (3 1 %) 

about how smokers would feel 

"3 boys and 3 girls made 'other' comments like the smoker feels normal or heavy 

" once again, 62% of the sample (girls = 63% and boys = 61%) put down that the 

smoke went some place in the environment 

"a small proportion (12%) of which 11% were boys and 14% were girls 

specifically mentioned smoke entering the body 

" twice as many boys (N=8) than girls made reference to the chest 

" allmion to the heart (3%) and the lungs (16%) was fidrly evenly divided 

between the nudes and females 

" again, no mention of cancer or asthma but one boy wrote about death 
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In comparing the subsequent responses to the question 'How does your smoker 
feelT for the sample, over the three year span, it is apparent from Figure 54., that 

there were very few differences across time. There was a slight decline in the 

number of subjects who wrote negative comments from over 60% in Reception 

and Year I down to 53% in Year 2. Conversely, there was a very slight increase 

in the percentage of children who accredited smoking with positive connotations 

with the passage of time from 28% in Reception to 3 1% in Year 2. 

Figure 54. 

Most Frequent Responses To The Question: 
HOW DOES YOUR SMOKER FEEL? 

Other 

Negative Feelings 
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Figure 55. depicts the outcome of the reply to the question 'Where does the 

smoke goT There was particular concordance in the children's responses in 

Reception and Year I but much greater diversity in answers for Year 2. This can 

most likely be attributed to the process of cognitive development which takes 

place with the progression of time. In general, children relied heavily on 

observational cues which can be seen in the fact that the majority (over 70% in 

Reception and Year I and over 60% in Year 2) wrote down where they actually 

saw the smoke going as opposed to where they thought it went. Children who 
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mentioned the smoke entering the body decreased twofold over time from 27% in 
Reception to 12 % in Year 2. Specifýýg particular internal organs known to be 

affected by smoking increased dramatically in Year 2, especially in relation to the 
lungs, mentioned by 2% in the first administration but up to 16% in the last. 

Figure 55. 

Most Frequent Responses To The Question: 
WHERE DOES THE SMOKE GO? 
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Gender differences within year group to responses for Inquiry One are shown in 

Table 23. Overall, there was very little difference in response based on gender 

over time. In Year One, the percentage of girls and boys who commented 

negatively was 64% and 65% respectively. In Year 2, a similar trend emerged as 

54% of girls and 52% of boys had negative perceptions. Likewise, the positive 

responses unfolded in much the same manner with 30% of girls and 29% of boys 

recording comments in Year I but 4% more girls responding positively in Year 2 

(34%), Both girls and boys from the high socio-economically classed school had 

the highest percentage of negative feelings (girls = 83% and boys = 76%) and the 
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lowest of positive feelings (girls = 13% and boys =I 91/o) in Year I but conversely 
in Year 2, both sexes had the highest proportion of positive feelings (girls =48% 

and boys =38%) and the least (boys = 38%) or second least (girls = 52%) 

negative responses. 

Table 23. Responses to Inquiry One By Gender 

Inquiry 1 Negative Feelings Positive Feelings 

How does your smoker N% N% 
feel? 

Year 1 Girls 74 64% 34 30% 
Total N=1 15 

Year 1 Boys 69 65% 31 29% 
Total N=107 

Year 2 Girls 64 54% 40 34% 
Total N=I IS 

Year 2 Boys 52 52% 28 28% 
Total N=101 

inquiry One - School Socio-economic status as a Variable 

Table 24. outlines the relationship of school socio-economic status (SES) within 

year groups on children's responses to the query about how they perceived 

smokers would feel within each year group. Patterns of association did not seem 

to be apparent. In the majority of the cases, regardless of socio, -mnomic 
background, negative comments were more pervasive than positive ones. 
Interestingly, the children from the economically prosperous school had the 

greatest percentage of negative feeling in the first two years (74% and 80%) bit 

the least in Year 2. In ffict, the responses from that year group were ahnost split 
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evenly between negative (45%) and positive ones (43%). As noted in the some of 

the questionnaire findings for gender and socio-economic; status, irregularities 

within the sample of children at the high SES school seemed to occur with some 

consistency but little justification. 

Table 24. Responses to Inquiry One by School Socio-economic Status 

Inquiry I Negative Feelings Positive Feelings 

N (10/0) N (0/0) 
Reception 

Low SES Schools 35 55% 17 27% 
N=64 

Medium SES Schools 80 61% 38 29% 
N=132 

High SES School 29 74% to 26% 
N=39 

Year One 

Low SES Schools 38 60% 18 28% 
N=-64 

Medium SES Schools 60 53% 40 35% 
N=l 14 

High SES School 35 80% 7 16% 
N=44 

Year Two 

Low SES Schools 34 49% 22 31% 
N=70 

Medium SES Schools 63 59% 28 26% 
N=107 

E High SES School 19 45% 18 43% 

N=42 
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6.3.2 Inquiry Tmv 

In the second inquiry, children were asked to draw someone who had been 

smoking for a long, long time. Subsequently, they were to respond to the 

question: How can you tell from the inside of the body that this person has been 

smoking for a long time? To facilitate understanding, some of the original coding 

categories for this particular inquiry outlined in Section 4.7.2 of this thesis were 

renamed and are classified as follows: 

e VISIBLE SIGNS: SETTING (formerly external observable factors) 

any comments referring to an observation or cue that someone smokes such as 

seeing smoke coming out of the mouth, seeing their cigarettes, smelling the 

smoke 

9 VISIBLE SIGNS: APPEARANCE (fortnerly physical appearance) 

any reference to observed physical appearance that results from smoking like 

black teeth, yellow fingers, coughing, smelly breathe, wrinkles 

e WELL BEING: PHYSICAL (fomierly internal physical fitctors) 

generic tems to describe being in poor health such as being sick, tired, ill, feeling 

bad, being weak, horrible and not healthy 

& WELL BEING: EMOTIONAL (formerly personality) 

the attribution of length of time smoking to personal attnj)Utes like happiness, 

sadness, smiling and liking it 

PERSON - AGE - TIME 

any comments that make reference to someone in particular or to a specific period 

of time in life like adukbDod or old age 
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9 UNGS - HEART 

the mentioning of these two organs with regards to the health implications of 
smoking 

*CANCER- DEATH- ASTHMA 

any comments that specifically mention these smoking related issues 

Thematic Trends 

Inquhry 2- Reception 

* 26% of children cited visible signs in the setting such as 'seeing smoke' or 
'seeing cigarettes' whilst 9% referred to visible signs in appearance (yellow 

fingers, black teeth) as a means of identifling someone who had been smoking 
for a long time 

*a somewhat similar ratio emerged for the 27% of children who used physical 

well being (they look sick) and the 60/6 who used emotional well being (they 

look sad) to mark a long time smoker 

* 44 children (19%) actually referred to a specific person or a certain stage of life 

* 5% of the subjects acknowledged the bealth implications on the body in general 
5 children (2%) wrote about the hings, 6 specified the heart (3%) but no one 

cited cancer 

both death and tar were mentioned 3 times each 

Inquiry 2- Year One 

* continued reliance on visible cues to identify someone who had been smoking 
for a long time as signs in the setting are mentioned by 23% and signs in one's 

appearance were referr ed to by 16% of the sample 

* almost 30% of the children wrote about the poor well being of long time 

smokers wh& 70/0 mentioned their emotional state 

* 25 children (I I%) denoted a specific person or certain time of life 

*a few more children (8%) made reference to internal body parts than previously 

*7 children talked about the lungs (30A), twice as many wrote about the heart 
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(7%) and 2 mentioned asthma 

4p one child referred to cancer and 6 brought up death (3%) 

Inquiry 2- Year Two 

9a decreasing dependence on visual cues was noted as only 12% talked about 

signs in the setting but a marked increase in the number of children who 

characterised. long time smokers by their physical appearance (19%) 

23% of the sample relied on the smoker's ill health (looks sick, is poorly) and 
7% used emotional well being as a means of recognising a person who had been 

smoking for a long time 

14 children (6%) mentioned a specific person or period of one's life 

a greater number of children. (17%) wrote about smoke damage to the inside of 

the body than had before 

there was specific mention of the lungs by 38 children (17%) and the heart by 

12(60/o) 

2 children referred to cancer, I talked about tar and 6 (3%) cited death 

An ilhLstration of the most frequent responses to the question 'How can you ten 
from the inside of the body that someone has been smDking for a very long time?, 

can be found in Figure 56. As noted in the cross sectional study, this question was 

conceptually difficult for many of the children in the sample. The aim of the 

question was to get an indication of the level of coln; xRn young children 
have about smoking related implications to Personal health. The heavy reliance on 

observable cues as a means of iden0jing someone who has been smoking for a 
long time suggested that much of the sample did not or perhaps could not 

understand what was being asked of them. The most fi-equent responses to the 

question about the internal effects of smoke in actuality, referred to the external 

environment, outward physical appearance and personal well being. 

205 



Figure 56. 
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For the most part, as the sample got older and developed cognitively, the answers 

became more sophisticated and revealed a better understanding of human 

physiology. For example, where less than 2% of the children specified the lungs in 

Reception, 17% brought it up in Year 2. Twice as many subjects (6%) talked 

about the heart and three times as many (17%) made reference to some internal 

body parts in Year 2 as compared to when they were in Reception. By contrast, 

at least half as many (12%) mentioned visible signs in the setting and one third as 

many (6%) referred to someone specifically or to a certain time in life, by the time 

they reached 7 years of age. Interestingly, the physical attributes of long time 

smokers like yellow fingers, black teeth and wrinkly skin were mentioned more 

often in Year 2 (19%) than in the other years -Reception (9%) and Year I (16%). 

Inquiry Two - Gender as a Variable 

Gender differences between responses in Year I and Year 2 are outlined in Table 

25. In general, responses are somewhat parallel between the sexes but there were 
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some noteworthy exceptions. In the first year, the boys were twice as likely (32%) 

to mention signs in the setting such as cigarettes and ashtrays than the girls but in 

the following year, there was no marked difference between the two (girls = 11% 

and boys =13%). With regards to appearance, the percentages were similar in 

Year I but the Year 2 boys were almost twice as likely (26%) to write about 

physical attributes of long time smokers than girls. Girls in Year 2 referred to 

someone or sometime in particular three times (9%) more than the boys of that 

year. Although boys in Year I were twice as likely (I I%) to talk about internal 

body parts than the girls, the girls predominated the responses in the following 

year (20%). In addition, the girls referred to the heart and death twice as often as 

the boys in Year One but there was little variation in Year 2. Essentially, 

although there were some apparent differences between the male and female 

replies to Inquiry 2, there were no obvious patterns to the responses. 

inquiry Tw - School Socio-economic Status as a Variable 

Table 26. summarises the responses to the question about internal effects of 

smoking by school social economic status (SES) within the three year groups. As 

with the first inquiry, there did not appear to be any significant differences 

between the different social classifications over time. In Reception, the 

percentages were fitirly similar for each variable. Only 9% of children from low 

SES schools mentioned physical well being as compared to 32% for the moderate 

and 36% for the high SES school. In Year One, the only seemingly relevant 

varkince that emerged was for the mid SES schools where a higher proportion 
(I giyo) re&nTed to someone in particular or a certain stage in I& as a means of 
identifying long time smokers. The one mention of cancer was from a child in the 

low SES schools. There was Rule dbpm* in the Year 2 responses as well. The 

only difference of note was that 17% of children from the high SES school, 

tended to rely on emotional well being as an indicator of someone who had been 

smoking for a long time compared to less than 7% for the other two 

classifications. 
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6.3.3 Inquiry Three 

In contrast to the previous request, the children were asked to draw a young 

person who had just started to smoke. A series of questions pertaining to this 

topic were included ranging from 1) How old is your young person who just 

started to smoke? and 2) Why does this person want to smoke? to 3) Where did 

this person learn to smoke? None of the coding categories for this inquiry differed 

from those in the original project which are outlined in Section 4.7.3. of the cross 

sectional study. 

Tbematkc Trends 

Inquiry Three - Reception - 

* almost half the sample (46%) indicated that their young smoker was under 10 

years of age, 22% put between 11 -20 years and 16% over 21 years of age 

* desire, pleasure and curiosity were by for the most fi-equent replies (42%) for 

this age group in response to why young people want to smoke 

* imitation was cited by 16% of the sample: copying parents (5%), copying mates 
(3%) and copying other people in general (8%) 

* 14% attributed the uptake of smoking by young people to 'imagel 

* 18 children (8%) stated that personality was one reason why young people 

smoke 

* with respect to where young people learned to smoke, 400/6 of the children 

made a fianilial reference with 8% mentioning mothers, 7% ffithers, 1% both 

parents, 16% house or home, 3% siblings, 5% grandparents and 1% aunts, 

uncles or cousins 

*I I% of the children put down other people in general and less than I% said 

ffiends, 

* the television was only cited once 

* at least 30% of subjects stipulated a specific place like the shop or school 
in response to the query of where they had learned to smoke 
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Inquiry 3- Year One 

* over half the sample (56%) wrote that their young smoker was between 11 -20 
years of age, 29% put under 10 and 13% said over 21 

* imitation was the main reason given by 38% of the children for young people 

smoking, parents made up 19%, friends 6% and others 13% 

* desire, pleasure and curiosity were cited by 32% of the sample 

* 14% of this age group felt that image played a vital role in the smoking habits of 

young people 

* pressure from other people was suggested by 13 children (6%), personality by 

10 subjects (5%) and 5 boys (2%) thought it might be because they want to 

die' 

* in response to where young people learn to smoke, almost half the sample 

(49%) mentioned a fitmilial reference; specifically mother (I I%), fidw (100/6), 

parents (12%), house or home (6%), and siblings, grandparents and other 

relations (I (M) 

* 20% cited other people, 8% said friends and 1% stated television 

* 20% indicated a specific location where young people learn to smoke 

inquiry 3- Year Two 

* much like the previous year, a major portion of the sample (63%) stipulated that 

their smoker was between II and 20 years of age, 27% put under 10 years and 
9% said over 21 years of age 

* in a similar trend to Year 1,42% of the sample felt that imitation of parents 
(18%), of friends (10.5%) and of other people (13%) was the major fictor 

behind young people wanting to smoke 

* one quarter of the sample (N=55) felt that desire, curiosity and pleasure were 

the reasons why children took up smoking 

* 19% said that image played an integral role 

* 12 children (6%) were of the opinion that personak was responsible whilst a 

small minority (5%) thought it might be down to pressure from others - 

*4 subjects (2%) mentioned the notion of young people smoking because they 
, wanted to die' 
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in response to where young people learn to smoke, 43% mentioned a familial 

reference: mother (8%), father (I I%), parents (16%), house or home (3%), 

siblings (1%) and other relatives (4%) 

almost one quarter (23%) cited other people as the culprits 

unlike previous years, friends made up a larger percentage of the responses 

(15%) 

television was referred to by 2% of the sample and 10% mentioned a specific 
location 

05 10 15 20 25 30 35 40 45 
Percentage (54 
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inquiry Three - Why do young people want to smoke? 

When comparing the responses to the question of why young people want to 

smoke over the three year period, it is apparent from Figure 57, that some 

changes in children's perceptions did take place, in particular between Reception 

and Year One. 

Figure 57. 
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When the sample was in Reception, 43% cited 'because they want' (desire) or 
'because they like it' (pleasure) or 'to see what ft is like' (curiosity) as the main 

reasons why young people smoked. However, with maturity, the rationale 
diversified such that an equivalent percentage (42%) of the subjects under study 

were now more inclined to believe that copying significant others was the major 
fitctor in the uptake of smoking by the young. Moreover, the issue of image and 

smoking became more important, especially in Year 2 and new grounds for the 

uptake of smoking like 'pressum by others' and I-wndng to the' emerged. 

Inquiry Three (Why? ) - Gender as a Variable 

Table 27. contrasts the gender differences within year groups for the question 

regarding children's rationale to commence smoking. On the whole, gender 
diflerences were slight. In the first year, the girls (15%) tended to allude to i 

somewhat more often than the boys (12%) but they, in turn, mentioned desire, 

pleasure and curiosity (34%) a little more than the girls (30%). With respect to 
knitation, the girls favoured parental fiffluence (22% as compared to 15%) whilst 
the boys seemed to prefer fiiends (7.5% compared with 4'Yo). ' 

Inquiry Three (Why? ) - Socio-economic Status as a Variable 

Social class differences within each year are outlined in Table 28. In Reception, 

the children attending schools of mid and high socio-economic status were almost 
twice as likely (499/6) to write about desire, pleasure and curiosity than their 

counterparts in the low SES schools (25%). Additionallyý the portion of the 

sample from the high SES school were twice as likely to cite image and 

personality as the impetus for young people to start smoking wbilst those fi-om the 

moderate SES schools mentioned imitation almost twice as often as the others. 
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Inquiry Three - Where do young people leam to smoke? 

Figure 58. details children's thoughts about where young people learn to smoke. 
On average, 44% of the sample overall, referred to a family member as the source 

of learning for young smokers. References to mother and father are fairly evenly 
distributed throughout each year group. Interestingly, when the children were in 

Reception, they were more prone to using the general term 'home' but by the time 

they reached Year 2, they were more likely to specify 'parents' instead. Over 20% 

of the children in Year I and 2 mentioned 'other people'. 

Figure 58. 
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The significance of the peer group increased with the passing of time. The 

majority of citations for friends as the focal point for learning how to smoke came 

from the second year (15% compared to I% in Reception and 8% in Year 1). In 

the opinion of this sample, television played a minimal role in educating children 

about how to smoke (less than 2% overall). In many cases, the children in the 

sample, in particular when in Reception, interpreted the question 'where did your 

young person learn to smoke' in the most literal sense and therefore responded 
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with specific locations like the shop, the park or in town. As there was an inverse 

relationship in the frequency of responses to this query with the passage of time 

(Reception =31%, Year I= 20% and Year 2= 13%), it can be assumed that 

cognitive development played an integral role in the understanding and 
interpretation of meaning. 

Inquiry Three (Where? ) - Gender as a Variable 

With regards to gender differences in the frequency of responses, the results can 

be seen in Table 29. There appeared to be some divergence in responses between 

the sexes for certain categories. In Year 1, twice as many boys (13%) thought dad 

taught children to smoke and half as many thought it was parents (8'Yo) or grand 

parents (3.7%). The girls on the other hand, mentioned siblings (2%), friends 

(108/6) and the TV (21%) slightly more often than the boys. 

For the second year, it was interesting to note that twice as many girls (108/6) 

referred to mother whilst almost three times as many boys put down fidw (17%). 

Furthermore, 22% of girls wrote parents as compared to only 8% of the boys. 

Although more boys in Year 1 (24%) named 'other people' than do the girls 
(16%), the proportions were relatively equal in the ensuing yea. 

Inquiry Three (Where? ) - School Socio-economic Status as a Variable 

Table 30. sumnunses the differences in each year group by school socio- 

economic status. Within Reception, significant diffaenoes were found in the 

frequencies of a few responses. None -of the children from the high SES school 

mentioned dad as the source of learning but 5% from the moderate schools and 

15% from the low schools did. However, the subjects from the highest rankin 

school did cite 'home' three thms more than the lowest group (9%). Equally, they 

and the children from the moderately ranked schools nwntioned a specific place or 

the shop twice as often as the lowest ranked school (18%). 
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In Year One, there were some dramatic changes in the fiequency of responses. 
14% of the sample from the high SES school said that dad played a vital role in 

teaching children how to smoke; the ratio for the other schools remained virtually 

the same. In addition, reference to 'home' declined dramatically for the moderate 

SES schools (17% down to 5%) and the high SES school (26% down to 2%). By 

contrast, references to parents as the primary source of education for young 

smokers increased substantially on all accounts. Another notable variation in 

response based on school social class was evident in those who put down 'other 

people' and 'fiiends' in response to the query about where children learn to 

smoke. Twice as many children (34%) from the high school mentioned other 

people but only one-quarter (2%) as many put down fiiends in comparison to the 

other two social classffications. 

Lew disparity in answers arose in Year 2. Less than 4% of children overall, 

mentioned home and the percentage of those citing parents increased slightly, in 

particular for the low SES schools (2(YYo). Significantly more su*cts from the 

high SES school (33% compared to 22% for mid and 19% for low) referred to 

other people and television was mentioned for the first time in the high and low 

groups. 
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Examples of Responses for Inquiry 3 
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6.3.4 Inquiry Four 

For this last inquiry, the children were asked to imagine themselves in a room 
where other people are smoking. They were required to write 1) how they felt in 

this situation and 2) what they would say to the smokers. All coding categories 
remained the same and can be referred to in Section 4.7.4 bar two which were 
merged into the one category listed below. 

* SPECIFIC HEALTH CONCERNS (was own health concerns aDd specific 
Mness) any mention of illness, being unable to breathe, coughing, asthma, 

problems with specific body parts like the chest, the heart 

Tlemlic Trends 

Inquiry 4- Reception 

* the majority of children (72%) felt negatively about being in the same room 

as someone smoking; 18% had positive feelings 

* 90/a of children mentioned a specific health concern like breathing problems or 

coughing 

*a large percentage of the sample (7 1 O/o) said they would ask the smoker to 'stop 

smoking' or to 'leave the roo& 

*7 children (3%) said they liked being in the company of smokers whilst 7% 

expressed dislike 

* 2% would question the smokers as to why the indulge in the habit and equally, 

2% would perform an action such as hitting the smoker or leaving the room 

themselves 

* 3% of the sample would reprimand the and 1% would say nothing at all 

Inquby 4- Year One 

* three quarters of the sample reported having negative feelings when skWed in a 

room W of smokers; only 5 children (2o/. ) put down positive comments 

* 22% referred to specific health concerns 
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* most of the sample (83%) stated they would request the smoker to stop 

smoking or to leave the room 

* 6% of children expressed dislike at being in the company of smokers in contrast 

to the I% who liked it 

* 10 children (5%) would question the smoker about their habit, I child would 
leave the room and another would do nothing at all 

Inquiry 4- Year Two 

* negative comments made up the majority of the responses (76%) with regards 

to feelings about being in a room fall of smokers; 5% wrote positive comments 

* 9% of the children mentioned specific health concerns 

* many subjects (68%) said they would ask the smoker to stop smoking or 

request they leave the room 

* no one mentioned that they liked being in a room with smokers but 6% 

specifically mentioned disliking it 

* 11% of children gave the smokers some health advice like 'its bad for your 

lungs') 

* 15 children (7%) would question the smokers, 2% would act in some manner 

and no one would remain silent 

it is rather obvious from Figure 59. that few children changed their feelings about 

being in the company of smokers for the duration of the study. Over 70% of the 

sample cited negative feelings in each year. When in Reception, feelings were 

most positive (18%) and in Year 1, least positive (2%). In Year One, the children 

were also twice as apt to have specific health concerns (22%) than m, any other 

year. 
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Figure 59. 

Most Frequent Responses To The Question: 
HOW DO YOU FEEL IN A ROOM FULL OF SMOKERS? 

Specific Health 
Concerns 

Positive Feelings 

El Reception N=235 

0 Year One N=222 

0 Year Two N=219 

Negative Feelings 

0 10 20 30 40 50 60 70 80 

Percentage (%) 

With regards to what they would say to the smokers in the room, the distribution 

of responses is illustrated in Figure 60. The majority of children (over 65% in each 

year group) would ask the smokers to 'stop it' or to 'get out'. Little variation 

between Reception, Year I and Year 2 occurred in those who expressed dislike at 

being in a room full of smokers. There was however, an inverse association 

between age and inquisition. The percentage of subjects who interrogated the 

smokers increased almost twofold with each passing year from 1.7% in Reception 

to 7% in Year 2. Also associated to the progression of age was the fact that the 

small percentage (I I%) of children willing to dispense health advice about the 

dangers of smoking all came from Year 2. 
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Figure 60. 

Most Frequent Responses To The Question: 
WHAT WOULD YOU SAY TO THE SMOKERS? 

Action 

Health Advice 

Question 

Dislike 

Request - Command 

f 

0 Reception N=235 
0 Year One N=222 
E3 Year Two N=219 

f-- -ý -- i -- 
0 10 20 30 40 50 60 70 80 90 

Percentago (N 

Inquiry Four - Gender as a Variable 

The relationship between gender and response rates for the last inquiry are 

outlined in Table 31. The girls in Year I mentioned both negative (79%) and 

positive (3%) feelings slightly more often than the boys (70% and 1% 

respectively). In turn however, the percentage of boys commenting on specific 

health concerns (27%), questioning the smoker (6%) or acting in some manner 

(1%) was marginally greater than it was for the girls. In the following year, the 

percentage of positive feelings for the boys was double (6%) that of the girls (3%) 

and conversely, the percentage of specific health concern for the girls was almost 

double (11%) for that of the boys (6%). The girls were somewhat more likely to 

request or command the smokers to stop smoking or leave the room (75% for 

girls, 61% for boys) but the boys tended to question (8%) or give advice (12%) 

slightly more than their female counterparts. 
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Inquiry Four - School Socio-economic Status as a Variable 

When comparing the frequency of responses for Inquiry 4 by school socio-economic 

status, it is evident from Table 32. that there were few major differences. In 

Reception, the children from the high SES school had slightly more positive feelings 

(21%) about being in a room fall. of smokers than those from the moderate (18%) or 

low (16%) SES schools. Ironically, these same children expressed the greatest dislike 

of people smoking (10% compared to 6%) as well as the greatest like (8% compared 

to 3% for mid and zero for low). Subjects from the lowest SES schools commented 

on specific health concerns three times more (19%) than the others do. 

In Year One, positive feelings about being in the company of smokers dropped 

dramatically for all three social classifications (less than 3%). There was a significant 

increase in the connnents relating to specific health concerns for the children 

attending moderate (25%) and high (14%) SES schools with only a slight rise from 

the previous year for those in the low SES schools (22%). For this year, it was the 

children from the lowest ranking schools as opposed to the highest who had 

mentioned both disliking (8%) and likirig (3%) smokers to a greater degree than the 

others. Interestingly, the only subjects to act (2%) or those most likely to question 

the smokers (11 %) were from the high SES school. 

In Year 2, the percentage of positive feelings about the presence of smokers remained 

jess than 3% for the low and moderate schools but increased almost fivefold (14%) 

for the high SES school. Once again, it was those children from the lowest classified 

schools (go/o) that indicated they liked to be around smokers two and even tht= times 

more often than the children from the other schools. Similar to the preceding year, 

those from the high SES school were at least twice as inclined (14%) to interrogate 

smokers or to act in some manner (5Yo). Children from moderate SES schools were 

only half as likely (7.5%) to give any health advice to smokers as compared to their 

fellow classmates in other socio-economic conditions. 
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Examples of Responses To Inquiry 4 

Reception 

ol 1ý1 
- rw 

Sbop ShAOtJt5 6ccouS 
Vou ctre- purfairiftl It, 

_ 

Year 2 

-Xt make mc feel SIck 
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6.4 Summary of Draw and Write Results 

> primary schoolchildren aged 5 to 7 in this study generally harboured negative 

perceptions about smoking 

> these children demonstrated an age-related awareness of the health risks 
involved in smoking cigarettes 

> the children in this study had well formulated ideas about habit formation 

> they acknowledged the significant role the hmily plays in habit acquisition 

> as the children progressed from Reception to Year 2, there was more diversity 

in their responses and a more sophisticated understanding of the nature of the 
habit 

> in general, school socio-economic status and gender did not greatly influence, 

the perceptions these children had about smoking but these variables did 

account for some of the variation in frequency of responses that emerged 

a 
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6.5 Interviews Results 

The four dominant themes pervasive throughout the interviews were: 

1) children's negative disposition about smoking 
2) children's knowledge about smoking 
3) children's awareness of roles the &mily played in the smoking culture 
4) children's belief that smoking was bad for children but may be acceptable for 

adults 

These themes, emerging from a content analysis of the transcriptions, which was 

grounded in the dialogue of the interviewees, remained constant across the 3 year 

time span. Responses became lengthier, detailed and more complex as the children 

got older but generally their perceptions remained stable. As a result of the cross 

sectional study, it was felt that it was important to place the children in the 

, smoking context' of their home environment and thus they were asked if anyone 

at hDme smoked. In Year 1,20 of the 28 (71%) children interviewed lived in a 

house where someone smoked and in Year 2,18 of 23 (78%) stated they lived 

with at least one smoker. In both cases, mothers were prinwily cited. 

6.5.1 Negative Dispositions About Smoking 

About Smoking 

In Reception, all the interviewees agreed that smoking was bad for people and no 

one could think of anything good to say about it. In Year 1, their point of view 
did not change at all although one boy from the moderate SES school 

hypothesised that 'I think its good for some peopk, I think. Cause they feel 

relaxed. B just must be mosdy oM peopk but its not vety good with them to 

smoke cause they can cough cause I seen one as I was going home, she was 

haWng a cigwa* and she xw coughing and she was qufte oN, 
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With regards to what benefits there are to smoking, two-thirds of the children felt 

that there were no benefits to smoking, a couple did not know and the remainder 

were of the opinion that smokers 'must like it' because 'it tastes nice', 'they 

think its goodfor you' and I when you smoke it, they like it so they have more 

of them... because I think they might like go up the brakm I Although no gender 
differences between boys and girls responses with respect to any advantages to 

smoking were apparent, all the interviewees in the high SES school were unified 
in their belief that smoking had no benefits whilst responses from the other two 

economic groups were varied 

In Year 2, fewer children stated that 'there Is nothing good' about smoking. 

Perhaps this was a fimction of the fikct that more of the interviewees were able to 

rationalise what others find enjoyable about smoking. Reasons ranged from 

, became they like the taste'. 'it mightjmt soothe them'* 'Yourfrknds think 

.r 
to ýwu get your cool, and 'It shows that you're a grown up and you show o 

to do it aff the fime' and 'Sometinus It can make them keafthy became it *on It 

go into the heart or lungs Y'they don V do It long. B Wfljust come bwk out'. It 

is interesting to note that boys were much more verbose than the girls in their 

replies for this particular query. 

PerceDtions of ChOdren Who Smoke 

In Rmeption, children were asked if they felt young smokers would have many 

friends. The general consensus was 'no because they smoke, because they're 

naughty smoking and I think & bad for you and you die' although a few 

children did think that they would have numerous ffiends, for reasons unrelated to 

smoking; cause they found friends out in the sired' and "they can play 

togdherl. 

In the subsequent years, the question was modified somewhat such that children 

were asked if they would like young smokers to be their fiim&. Most of the 

sample did not want to be ffiends with smokers and for the most part, their 
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reasoning fell along two fines of thought. Children were either concerned about 

the negative consequences that second hand smoke could have on their health: 'I 

don 't want them smoking, smoking around me because I don't want a disease' 

and "They'M get aff smoke in me mouth and Pflfeel sick and I'M cough' or 

they were concerned about succumbing to peer pressure: 'No because I don't 

smoke and they do- I %vuld start too' and 'No because they'M make you smoke 

... teU them to go to the shops and they'M give you some money and teft them to 

go to the shops and buy some. ' 

The few children who stated they would like to be friends with the smokers gave 

reasons that were not related to smoking but rather stemmed from proper social 

etiquette or outward appearance: 'because eveiyone should play logetker' 

, they Ive got kindfacer -1 and 'cause they are nice, they got nice clothes. " 

In Year 2, much of the whole sample interviewed had a negative outlook on 
having mates who smoke. Once again, much of the rationale was based on the 

im; )act passive smoking can have on health I because aff the smoke win go into 

my jungs -' and 1101 they smoke near me, I wX get an infection Me they am' or 

the fear of peer pressure 'they Wforce me to have a toy and Yl have a toy wH 

then i-, ujmt get used to It and might die' or 'they'd start getting me and say 

that I was chicken, that I was scared to smoke. 

Some examples of moral reasoning also arise in responses such as 'I wouldn't 

wNd to gd the blamefor smoking' and I... Ysomeone see smoking In the back 

garden, they coidd just ping the flre brigade. I There was also the impression 

that some of these children were venturing to take a personal stand against 

something that they felt impinged on their own well-being, possiW a 

manifestation of their growing sense of self worth and self interest. For example, 

in the following responses: I.. they're smoking and I don't smoke, I won't 

smoke I mid I.. they smoke and I don't Uke peopie who snake. the emphasis 

was on the 11', in effect what the child wanted or needed, an indication they were 

perhaps maturing and coming into their own. Overall, with regards to children's 
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perspectives on peers smoking, the responses between each year group were so 

similar that it was virtually finpossible to detect any gender or social class 
differences. 

6.5.2 Knowledge About Smoking 

Information Base 

in asking children what they thought about smoking, it became abundantly clear 

that they had acquired a significant amount of information about the habit over the 

years. All the subjects knew where cigarettes could be bought and generally were 

aware that a minimum age of purchase existed. These children did not have a 

great deal of understanding about the composition of cigarettes. Most thought it 

was , paper and ask I although the odd child specified 'paper ad tobacco - an 
American plant, you make roflies with W. Several children gave quite detailed 

accounts of how to make a cigarette: "Like you can have tim and you can have 

U11* bits of paper and jwu can put some that brown stuff in the then you can 
fight ft and start to smoke. 

when queried about the function of cigarettes in society, the children, for the 

most pad did not know why cigarettes existed. I don't really know why we 

wanted them. 1just think someone Invented them and he thought they were 

good so that why he staded making them. ' One enlightened child thought 

cigarettes were a reality 'because people Me them and the shop keepers make 

them came so they can get money. interestingly, there was almost una us 

agreement on the ffict that cigarettes tasted 'horrible' When asked to speculate 

on why people smoked despite the horrible taste, some of the children in Year I 

and Year 2 were of the opinion that 'theyjust got used to It' or 'come they like 

the gasme of it. 

All the children interviewed4 regardless of whether they were members of a 

smoking household or not, were very much aware of where Poo* smoked, who 
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smoked and they had some definite ideas about why people wanted to smoke. 
Moreover, all, to some degree were fianiliar with the health implications 

associated with tobacco smoke. 

IA)cale of Smokers 

All responses to a query about where the children saw people smoking were given 

in relation to a social context. When in Reception, the children mainly cited areas 

of close proximity 'Inside the kouse',, 'at my aunfie's kousel 'when they are 

driving, and 'in the entoy'. Several children also suggested "in the street'. 'the 

pub' and 'in the shops. Although similar, the responses in Year I were more 

prolific. The house, the shops, the pub, the street and cars were all mentioned 

again in conjunction with 'in the cafe'9 'in cronW. lall in toxw'. and in 

9kospitals, at home and when they're just silting amund some places in parks 

where theyJust wanna smoke because they 've got nothing to do. I 

In the following year, the diversity in the responses was even more marked. Along 

with the locales given in the previous Years, the Year 2 children also named 'in 

taxis on the bus 'by the train sMMn ' 'kotek 'in the hospital outskie gat 

the beach I and I .. at thefootball match cause I sit ned to "nee people and they 

smoke 1. The persuasiveness of tobacco was certainly not lost on young children. 

Gender -of 
Smokers 

The social experiences and cultural norms that children are exposed to, in 

conjunction with the prevailing ethos of their significant others can shape the 

perceptions and knowledge they assimilate. This is a viable explanation for the 

submquent responses to children's thoughts on gender patterns of smokers. VVben 

in Reception, at least twice as many interviewees felt that men smoked more than 

women because 'they smoke better because men are d(Orerent than gh* 1, 

Ibecause the ghis does it qrfter the boys cause Y'they are smoking at the same 

&W., they can the again' ,' came they are pregnant ... Me baby wMI siart 
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coughing' and finaUy 'because women smoke slow and men smoke fast, my 

mum told me. 

In the following year, children stated that men smoked more than women, one and 
half times more often. The rationale for this was based on such reasons as 
, because they got bigger lungs than women'.. 'because they get more narAy'. 
, because the women don't know if they need to breathe out or in - their dad 

told me'l, 'because they think that theyre cool' and 'cause they got inore 

inoney than women. Although there were no evident gender differences for this 

question, it is interesting to note that almost all the citations for women came 
from the children attending the same moderately classed school. 

Much the same as in Reception, twice as many chikhm in the Year 2 sample were 

of the opinion that men smoked more than women- Again, an explanation for this 

belief evidently is rooted in the life style experiences children encounter on a daily 

basis. At this age (7), not only were the rationalisations more elaborate (see 

below) they were also more varied. A few children suggested 'both came men 

and wmen smoke " whilst others fell back on the phrase 'I don't maUy know' 

thereby expressing some degree of uncertainty as to what they think the correct 

answer was. The same group of children from the moderate socio-economically 

classed school who were of the opinion that women actually smoke more than 

men the previous year, generally concurred this year, with the exception of two 

who modified their responses from women to 'both. 

iWomen cause they fike ft more- Men usuaUy stop Hke my dad stWpedP. 

Wex because men always smoke and women dox V kw* smoke cause they 

don't ~t to be sick cause they want to carry on wNk their jobs and the men 

jug Me to go to work by smoklIng them cigMv to get to ww* and throw them 

on ghefloor to stand on -1. 
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'Men - cause some women start to have babies cause they don 't want to smoke 

and men don't have bables so that's why they have more cigarettes'. 

'Men- because they are the biggest but sometimes women can be bigger than 

the men and if the man is bigger than the wife they fike to smoke more 

because if its like sweets if the child grow up more it will like sweeb mom. 

"Men because they've got more money to get them 1. 

Rationale For Adults Smo 

Children in the sample all wdiibited some understanding about why individuals 

wanted to smoke. In a like manner to The Draw and Write Investigative 

Technique, it was apparent in the interviews that children's reasoning was 

moulded by cognitive development and the social ambience in which they thrived. 

According to the majority of interviewees in Reception, the basic premise for 

wanting to smoke was generaUy desire Icause they want to smoke, 'maybe 

cause they like smoking I, 'came they mnled to try N' or imitation 'because 

they ake, smoking, because they've seen someone eLse do It' and 'somebody 

maw ham taught tkem, '. By the time the chiWren reach Year 1, some had 

fomulated divergent ideas about smoking acquisition. 

Although desire and imitation were still commonplace, some responses went 

beyond because they love smoking' or 'be wants to-' and 'because the dod's 

smoking and they wanted to copy' to include such deductions as 'cause that 

their grown up, they think that they am good', 'because they want to smoke 

became somedma ACY 9d MAY - they gd bad tempered' and "because they 

Me it and they think I& healthy, became it camefrom a plod and pjan& giw 

you oxygen'. 
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Much of the same logic that underpinned the foundation of the children's thoughts 

about why people smoke in the previous years was still evident in Year 2. 

'Because thefirst dme they smoke it they like it so they keep smoking-'. 

'Cause they arefed up.. They want to copy theirfrknds'. 

'Cause thgy think its c&wrp. 

'Because they like smoking because they like the taste. 

'Cause they think iftfun, cause otherpeopk do it. 

However, with the progression of time, some of their perceptions became more 

insightful and reflective of the events that were transph* around them. 

-(Theyjuw start and they can't get rid of it cause they've got a habit - you can It 

stop 1. 

6Some of them think that smoking maka them reldx a bit but its not that good 

for them'. 

'Because when in the olden days they used to smoke and they thought ft *w 

goodfor you so they sdU smoke now and.... Cause they haven't' been grown 

up around it and teacked alf this stur. 

rw 

In addition to delving into primary schoolchildren's understanding of why people 

smoke, the interview process in the first and second year also included a specific 

inquiry about habit uptake of children. To some degree, the interviewees, 

perceived that Young smokers partake in tobacco for the many of the same 

reasons that adults do, 'because they Hke ft' and, 'becanse of the to*". 

Although allusions to desire and comments about curiosity 'becqNSC they 

"nder wkat Ws fike, ' were frequent, there was overwhelming re&n= in year 
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I to imitation, specifically parental, as the principle motivation behind cigarette 

smoking by young people. 

'Cause if their mum and dad smoke then theyjust will be the odd one out'. 
'Cause they want lofeel like they're mums and dads'. 

'Cause they copy off their mum. 

There were some noteworthy variations in Year 2, although the concepts of 
imitation, desire, and curiosity were still central to the core children's beliefs 

about smoking acquisition. 

'Because mum and dad are doing it aU the dw 1. 

'They might have sawed ft on tele and thought oh I want to do that or they 

might jasr. 

'They want to see what iffeek like'. 

Tkeyjust like doing it - they think they are relaxed'. 

At this stage however, perceptions altered; parental infkwnce waned somewhat 

and was replaced by the sway of peers: 'because they saw their mates smoking 

so they wanted to tiy it' and cause theirfriends smoke ... the friends probably 

said you wanna smoke and I'M go get cigar' mid new justifications like 

conformity ibecause they want to be the same as another person probably' and 
image ithey seeing what it is like because they want to be old' and 'it might be 

jug because k& of adults smoke and maybe fts just they think they are aduft ' 

emerge. 

H_e&Wll=Hcations 

Children's beliefs it seemed, were not gmdationaL Because their view of the 

world was in essence bipolar, either black or white, subsequent responses fit this 

pattern, even if they were mconsistent with the reality of their own situation. For 

example, when asked what can happen to people who smoke, pervasive in the 
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replies was the premise that if you snioke, 'you'fl dW. A few of the children in 

Reception elaborated somewhat. 

'Cause smoking makes you sick. He'll have a heart attack because he's been 

smoking too much and you could dk. 

'It goes into a big blue baUpon inside your body [hmgs], you Ift die. AM the 

smoke goes into the mouth and they *wn't live longer'. 

The reality of the situation is that a large percentage of these children had parents 

who smoked and did not die. This discrepancy did not cause conffict in the 

manrier in which they perceived the world around them. 

One year on, more than 700/a of the sample still mentioned that 'they could dký 

Their responses however were now supplemented with greater detail of other 

subsequent consequences to health attributable to smoking. 

They could die. They could get sick. Because it makes alf your Junp black 

and you start coughing all disy 1. 

IC. mwe you get bad tedh, black and you get ydkw fingem You cough and ft 

giva you a bad throat. 

Tkey can gd gunge, Uke sort of gooey stuff and If stops their blood going to 

their hearit You dk -you have no air'. 

-tyou gd cawer... ikey can gd sick, they gd a tummy ache and you can be 

sick and sometimes you have to go to the hospbd'. 

Children in Year I were also asked to comment on the health implications for 

children who smoked. Once again Ikey can dk-' was the most common response. 

A couple of children alluded to 'bum' and one boy thought 'they x*ht 9d 
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asmtha I. By the time the subjects had progressed to Year 2, their understanding 

of cause and effect had developed, thus influencing the nature of their responses 

to the query about health consequences of smoking. Although 'they can dk' was 

still the prevailing answer, children now seemed to acknowledge that death was 

not the ultimate scenario for everyone who smoked. Furthermore, at this age, 

opinions were often peppered with physiological details of what can happen when 
individuals indulged in the habit. 

177key could dk cause it kft the lump and they can't breathe. They might 

ahvM cough and it stops thentfrom breathing. 

'They can get very III because their lunp go brown or black, so does the heart 

gets bad and they can't breathe properly'. 

'You can dk cause you can get cancer I. 

I You can tum yeflow somedmes, the skin, You can get cancer P. 

Becmse reference to cancer was made by several children in this year group, it 

was Inoperative to extend the inquiry so as to understand their interpretation of 

what the word 'cancer" meant. Some children had never come across the term 

t), -fore, others had heard of It but I don't know what ft means ' and several 

mentioned specific people they knew who had it. 

'It means I& quite bad cause my grandifad had It'. 

'My uncle's got it. You canthe. 

Tisewes in your body - because my Nam's aunde died with ft". 

For the majority, cancer was equated to paramount Mness. 

iDea4 dead sick and ft goes into your head and lungs 1. 

,, To gd reaUy sick you can't hard(y walk do*w the stairs 4fyou are old-'. 
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'It means the coughing is getting worse. 
'Yeah it means like something like aU the ciggy badnessjust spreads an over 

you'. 

Moreover, Year 2 subjects were also asked to contemplate why the pictured adult 
smokers looked healthy in appearance when smoking could cause one to be sick' 

or Iget cancer. Their justifications were twofold. T"he most common reason was 
based on length of time smoked or fivquency of smoking. 

'Cause they kavejust sfanedý 

'Cause they haven't been smokingfor a long finte 

'Because they don't do It loadr of dine 

Tkey couldjust smoke once a *vek. 

The second rather more intuitive reply had to do with the assumption that the 

consequences to health were within the body and hence not wilemalIy visible. 

, They are heafthy oublde but they are sick on Me Inside -blackfrom the 

smoke'. 
Tecause you can't see the insides, you can't see the lump'. 

With respect to the health implications for children. who smoked, many of the 

children believed 'the saw thing what happens to grown &In could happen-' 

that 'some can dk, some can stay dim but be quite sick, some can get cancer 

when they are older. ' There was the distinct impression however, that many 

children felt that the consequences were far greater for children than adults. 

'They could dk dead qukk bemw they am only young and dicy am nw 

ssqrm to Smoke- TheY Can smoke V they Mint V they am bijjw'. 
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'You can get kind of cancer but theirs is badder than the grown ups because 

they are younger than the grown ups, well they are not meant to smoke so it 

gets badderfor the teenagers. 

References to cancer were rife with regards to children and smoking. One third of 

the interviewees in Year 2 thought that young smokers , can get cancer, as 

compared to only one eighth for adults. This disparity however, could be a 
fiuiction of the fact that the query about cancer followed the discussion on 

consequences of smoking for adults and preceded that for children. it is highly 
likely that the interviewees utilised those cues and responded accordingly. 
Conversely, the fact that many children believed that the repercussion to health 

were age related, coupled with their interpretation of cancer as the ultimate 
illness, could account for the higher fivquency of refimnces to the term with 

regards to children. 

Passive SmD 

During the interviews, the children were engaged in dialogue that centred around 

the concept of passive smoking. None of the subjects in any year knew what the 

term itself meant but it was apparent from their responses to questions about their 

feelings when someone smoked near them that they had a conceptual 

understanding of second hand smoke. In Reception, all but one child expressed 
dislike at being in the presence of a smoker purely for personal, health related 

raisons. 

Wo cause I'M have a cough 1. 

Wo cause I have Asmika, It makes me have asmtka 

"No camw it goes in your eyes and my mough . 1. 

The one qffbmadw response was from a bey who at the SMCU of the 

smake,. 

Equally, in the following year, the children still had strong negative feelings about 

passive smoking. Once again, the reasons related mainly to the physical effects of 
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environmental tobacco smoke, in particular the resultant cough associated with 
breathing in the smoke. 

'Because it makes me cough all the fime 

'Cough andjeel sick. 

'The smoke would make me cough 

"Sick mosdy, It's the smelf of it, the smoke. 

Several children had emotional reactions, dismayed by the intrusivewss of the 

smoke on their health. 

MsA its because ifyou get it in your lump, Its badfor you. 

'Sad and sick cause the smoke goes Into your mouth. I 

, Angiy cause I don't what them to, cause you are not meant to smoke in firont 

of liale People'. 

The responses in Year 2 were of an equivalent nature to those from the previous 

years. in general, children felt 'bad because the smoka ag around you and & 

makes you cough I or 'dead sad because if someone *w smoking new to me, 

aiVaing could happen ý One child even postulated that I .. you could get cancer 

youmeir. The incidental nature of passive smoking, the perception that people in 

close proximity to smokers were literally 'breatking If In -' was evidently 

understood by n=y of the children 

ilt makes you coughing and you get bad lunp youmW cause aU the smoke 

goes that comes out of tkeir mouth goes into yomrs. 

iSick because it goes into me and I& fike we are smoking too 1. 

'Very bad cause when YOE' sPeak to someone and someone is smoking, Me gas 

Can come into you'. 
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Addiction and Cessation 

Other concepts that were never mentioned by name but clearly understood were 

the notions of addiction and cessation. The children were engaged in conversation 

around the issue of whether trying to stop smoking was easy or difficult for 

smokers. When in Reception, the children had mixed views. Slightly more of 

those interviewed intimated that it would be 'hard' or 'difficuft' to stop smoking 

, because you have been smoking for a very long time and you don It want to 

stop I and 'because they are smoking and they want to do It again ý Reasoning at 

this age was fitirly primitive and generally based on the wants and needs of the 

smokers. 

In the following year, almost the whole sample conceded that smoking cessation 

was difficult. Much of the rationale was once again based on the fact that 'they 

don't wanna stop smoking', cause tkey've been doing iffor a long tbm-' but a 
few recognised the addictive nature of tobacco. 

, Cauw when you sadyou keep on getting andyou can't reany stop it. 

, Came they Uke it so muck and they can't stop ft. 

, Tkey can It s9*6 they IH kM on thinking'. 

, Because when you just go off them )wu feet Me you wanna get them again 
because you can't stop doing It'. 

Such similarities abounded in Year 2 as well. The inability Io give It up' because 

"you can't W 9d over the taste'v "You -'w Uen smoking for long -' mid 'you -*Ye 

got used to it" was prevalent in the responses of the childremL one girl even 

suggested that giving up smoking was 'dead hard becmu they j*ht be 

addided' and went on to explain that it meant they -'ve been on it long and ghdy 

can It stop or nothing I. A fiulber point of intrigue emerged in the anaIIogy to 

6sween, made by two children when trying to eMess the addictive nature of 

smDking. 
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It would be hard because its like sweets, you can't stop it'. 

'Veiy hard because its like chUdren, in very hard for them to stop eadng 

sweets because ifyou eat swets aU the dme, then you fike them. 

6.5.3 The Role of The Family 

According to the children in this sample, the role of the fimifly was integral to the 

whole culture of smoking. The fitmily, in particular mum and dad, were seen to be 

vital in the process of prevention against smoking but at the same time, were 

often considered the primary reason behind the uptake of the habit by young 

people. This dichotomous perspective flourished a ngst most of the 

participants, despite being somewhat antithetical in nature. 

Proyidm of Smgkin Educatio 

Following the discussion of the health consequences of smoking, children 
interviewed were asked where they had leamed this information. Two-thirds of 

the sample in Reception specified a parent, in particular mother: ' My mum 

karxed me that, She said V you smoke you dk and God looAs after you. I 

other children 'Just learned it' by means of I .. this stboy' or 'off my computer... 

it tells me that its dongeroam It is a doctor game I 

The responses for Year One were more diverse. Interestingly, most of the cbikken 

from the lowest mid highest socio-tmnomic schools mentioned. parents as the 

prknary source of learning: 'Me mum bought me a nagadne about It,, or , my 

dad taught me tkem'whilSt children from the moderate school were less likely to 

report any parental, intervention. Many tended * to respond along the lines of 

, Cauw I thought of it In iny head' ; 'I J&W know' and 'I am udng me brow - 

made it up'. One child 'saw it on tek' and another learned fivm my old 

whool, -1 Cmider differences were not apparent. 
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in Year Two, responses were also varied, with slightly less emphasis on parents as 

the main educators about the dangers of smoking. Others such as relatives, me 

aunfie told me' or 'my sister learned it all to me' or 'people who live neid door 

to me I were mentioned. Similar to the previous year, some interviewees I.. Jim 

thought of it' or Ilearned mysebP whilst a couple stipulated that they I .. karned 

them in school' and one boy '... heard it on the programs like hospitals and 

doctors, Once again, there were no notable differences in responses for gender or 

social class. 

In the course of the interviews for Year 2, a second question, pertaining to the 

primary educators of smoking was introduced. After identififing that smoking 

was a bad thing, children were then asked 'Who should be responsible for 

teaching children about the dangers? ' 'Mum and da&1 was the most prevalent 

response, often in conjunction with IaU of theirfamMy. Tewhers' was another 

popular response in particular with children from the school with the highest 

socio-economic conditions and 'doctors' was commonly mentioned by 

interviewees from the lowest SES schools. One point of intrigue that arose from 

this particular Hoe of questioning was that almost without exception, the girls 

interviewed suggested a familial fiffluence whereas the majority of boys suggested 

a professional one. 

Promoten of the Son-okLing Habit 

Chikiren's perceptions of where young people learned to smoke and why they 

wanted to smoke was also rooted in the context of the fitmily. The majority of the 

children in Reception cited 'mum and dad' as the principal impetus behind the 

acquisition of the habit. Equally, learning 'Off their Pamxb-' was given by most in 

Year I as well. Some children in this year group also suggested that 'they must of 

karxed off their mates 1. 'in the sired' or 'in pubs **ere other people smoke 

One girl believed that cbildren. learned to smoke in a 'smoking office I. 
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Interestingly, by the time this sample reached Year 2, the consistency in responses 

wavered and more generic responses emerged such as from people who smoke', 
! from grown ups' and from 'peopk in the streets'. The emphasis on 'their 

parents I although still quite apparent gave way somewhat to "their mates Is ! from 

ikek otherfrknds at schooV This transition from fitmily to peer group was 

consistent with the findings from the cross sectional study and has important 

implications for the manner in which health promotion interventions are developed 

and disseminated. 

Parental I 

The link between the smoking behaviour of parents and their chUdren was 

acknowledged to a degree by the children in this sample. When asked for their 

thoughts on whether chWren who smoked would have parents who smoked, the 

results in Reception were mixed, ranging from 'yes because big ones usuaily 

alwap smoke' and 'yes because they see their mum and dad smoke' to 'no 

because yyou smoke you the I and 'no, their mum and dad might get a cigV 

and kww them how to smoke without no smoking'. By Year One however, 

popular opinion rested mainly with the affirmative. The majority of the subjects 

were definitely united in the belief that young smokers were the offspring of 

smokers: 

Yeah eause they might eopy off them,. 

Yeah because when they smoke, the mum and dad snake, they wN them gry 

somdking'. 

d Yeah becauie they seen tkem all the dme and they would like to smoke as 

welf-1. 

conuwy to most, one girl was of a diflkrent opinion "becaum tkey must have 

seen someone eke doing ft- tkeirfilex& I 
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With regards to children's perceptions that young smokers had parents who 

smoked, all but three interviewees in Year 2 believed substantively in this 

association. Their rationale, it would seem was based primarily on parental role 

modelling. 

'Becamse if their mums and dads smoke, they most probably copied them cause 

they might have ciggys in the packet and they must go to the bedroom and start 

smoking.... 

I .. because they've seen the mum and dad smoking when they were fittle 

'probably the same thing happened to them when they were Unk ". 

I Yes cause if their mum and dad; didn't smoke, then they mouldn It be smoking 

by then. 

Of the few who did not give credence to this supposition, their reasons still 
inchWed an elennent of parental invohretnent: wo came jjjt7 probably say to 

tkem don't smoke but they probably do when Ikey -Ire alone-, and -6NO cause yr 

Itke mum] got to stop smoking, tiell them to stop smokkg as wM,. One girl was 
indecisive 11 only said maybe because I kaven-V wen their mum and dad,. 

These three children attended schools located areas of modende socio-economic 

status. 

parogs ThoWbU About S 

Based on the results of the interviews, it was obvious that, in the eyes of the 

children, parents occupy a central role in their knowledge and befiefs about 

smoking. It is somewhat surprising then, to discover that although most of the 

children generally had some idea about what their parents thought about tobacco 

smoke, this did not arise from discussions with them about the subject matter. 

Rather the impression was that many children equated parental thoughts on 
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smoking by their actions; that is if mum and dad were smokers, children believed 

their parents would 'think that it's good' and 'they think its aU right'. 

This inextricable link between observational cues and perceptions did not seem to 
dissipate over time as the responses in Year I and Year 2 ran along similar lines: 

'welf me dad thinks it's honible cause he doesn't smoke, he thinks the smoke 

goes in his mouth as welf and you can cough and me mum thinks, me mum 
want to stop, she likes it, she mmis to stop but she can 1, she frin to stop buf 

she can It I and 'My mum used to smoke so but now she thinks Its not good. 
There was amazing consistency in responses between Year I and 2. Perhaps this 

can be attributed to the fact that parental smoking prevalenot also remained stable 

across this time span. 

When there was some conflict between the action of parents and their subsequent 

words, namely when parents attempted to rationalise the existence of their habit 

by expressing negative thoughts whilst continuing to smoke, some children 

seemed to internalise this. As a result, their parental perceptions of smoking 

conveyed this sentiment. 

Reception: 

'It is very bad they can't stop, ft 6 too hardfor them, '. 

'They think they have to stop - they say I"M have to stop. because of the baby. 

mab her have a bad cough and she IH have to go to the dodogs '. 

Year 1: 

They think its horribfe and dwy are trying go stop bw they can -It cause of the 

taste -. 
"Me dad said its hard to stop and he said I wished there wen no cigW ,s in the 

*VF" v 
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Year 2: 

'They think its bad but they still cany on because they keepforgetting that they 

are going to stop. 

6.5.4 Smoking is Intrinsic to Adulthood 

The reoccurring theme that was perhaps most unexpected in the cross sectional 
interviews was the prevailing perception that smoking, although bad for children 

was acceptable for adults. The emergence of this trends seemed to emanate from 

the belief that smoking was an intrinsic part of adulthood. Such persuasiveness 

merited finther consideration, thus an intensive exploration of the underlying 

attitudes and beliefs that inform this viewpoint was undertaken in the longitudinal 

study. 

With regards to the appropriateness of smoking for adults and children, the 

responses in Reception were divided, approximately half felt that I& irn I OK to 

smoke, because they dk-' whilst the remainder were of the opinion that smoking 

was viable from age 14 onward, 'when you are an adaI4 because aduft am 
bigger than kids'. No one proffered any nxtsons for why they felt smoking was 
bad for children but suitable for adults. 

By Year 1, only three children, all from the high socio-economically classed 

schooL were of the opinion that it was 'never OK' to indulge in the smoking 
habit. The majority cited ages from fourteen to sbdy, 'when you are big', 'when 

your nenw go. 'when you are an adult' or lw*en your mum and dad aren It 

there,. The reasons they gave for believing that smoking was endemic to 

adulthood ranged from I.. became %*ex a Hide person smokes they dk became 

they ove got finkr lungs then big person ' and 'became your breathe k stronger' 

to iolder, you are only allowd to smoke **ex you're older because you might 

gd burns when they're 116k one became they might touch the other endr-1. 
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This two-tiered perception of smoking culminated in an inquisition regarding 

children's beliefs about who suffered more from the adverse effects of smoking, 

adults or children. Almost without exception, the children interviewed in Year 

One felt that smoking was in fact fitr more deleterious for children than adults. 
Much of the rationale was based on the perception of size. 

'ChUdren, because they've got littler lungs than big people ". 

'ChYdren because they are realty finy and they might get skk 

'The chUdren cause they are onlyyoung, they wouldgo unconscious'. 

'ChUdren cause children could easily dk, cause chUdren are lUder and don't 

know better than mums and dads. 

'ChUdren because they are smaUer than the mum and ded'. 

These perceptions did not change to any great extent in the ensuing year. There 

were slightly more children who felt that people 'shouNn v smoke I at an but the 

vast majority thought that it would be all right 'when you am over W Once 

again, the conception was based on the physical diffinential between grown ups 

and children. 

'Becauseyou could the qukk Y'you are not over 15 andyou-'re smoA*I. 

6Cause when you are younger you can get cancer - when you are oMer., you 

can It cause you are bigger and you've got more air inside you 1. 

"... it doesn It matter if kids at 17 do It, its cause they IM the when they are about 

60 but Vyou do it at 12, you can the a young age'. 

It Is interesting to note that this question was answered more fervently and in 

greater detail than any other question in the interview All the participants had 

something to say about smoking being far worse for them than adults. Evidently it 

was a sutiect matter that they had confidence Jn their beliefs about and thus felt 

quite strongly about. As before, the justification for this point of view gemmed 

from the assumption that children were adversely affected by tobacco smoke 

. 
fore, 11.. they because they are reaMy Hfik and the grown ups are big' there 
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could dk quicker because they're snudkr and their lungs are weaker, and 
I .. they haven't got the vessel work that can fight the disease ý 

6.6 Summary of Interview Results 

): - the samples perspectives of smoking remained fitirly constant over time 

the children in this study generally had negative beliefs and perceptions about 

smoking and smokers 

over the years, they acquired a considerable amount of information about 
tobacco and demonstrated significant awareness of where people smoked, who 

smoked, why they wanted to smoke and what health implications arose from 

smoking 

these children also showed conceptual understanding of passive mnoking, 

addiction and cessation 

the children in this sample identified the fim* as integral to the whole 

culture of smoking - parents in particular were seen as both preventors and 

promoters of the smoking habit 

the children in this study were united in their belief that smoking was bad for 

children but could be acceptable for adults 

gender and school socio-economic status appeared to have little hmpact on 

what these children thought about smokmg 

these children's perspectives on smoking reflected the maturation process of 

cognitive development and the experiences of their social world 
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6.7 Focus Group Interview Results 

As focus group interviewing was utilised primarily as an exploratory technique, 

the analysis was driven by the aim of the larger research study; to investigate 

children's perspectives on smoking. Subsequent analysis of the discussions 

revealed that many of the emergent ideas bore a striking resemblance to the salient 

themes from the triangulated methodology of the cohort study. In particular, 

trends denoting children's negative disposition toward smoking, their knowledge 

of the nature of smoking, especially the health implications, the central role of the 

fiunily and the belief that smoking is an intrinsic part of adulthood were apparent. 

The similarity in responses occurred despite gender and social background, that is 

to say that no group differences were noted within or between the various 

schools. Because children are exuberant by nature and often talk at the same time, 

identification of individual participants during transcription was difficult hence 

much of the discussion documented hereafter is not accredited to anyone in 

particular. 

6.7.1 Knowledge about smoking 

commencing the focus group interviews with a brainstorming exercise, asking the 

particjpants to tell what they knew about smoking was very purposeffil. It focused 

the groups to the topic at hand, it demonstrated the extent to which the concept 

of smoking was understood and it served to ease the participants, as all could 

contribute to such a general inquiry. There was unammous agreement by all 

groups as documented below, that smoking was 1veq, veoy, veq, vety bad'. 

Many children proffered a host of physiological repercussions that could arise 

from partaking in the habit. 

S2: Its bad for you. It can damage your health 

S4: It might damage your brain 

S I: It will go around your heart and it will make your heart bad and makes 

your Jungs bad 
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S: It can make you sick and die 

S: It's not very good for you 
S34: Its bad for your lungs 

S33: You shouldn't really smoke cause its not very good for your insides - 
inside I've been told that you get black in the lungs. And if you breathe 

smoke in, you might get cancer 

The rationale for smoking was varied but within each group discussion, reasons 

ranged from personal ffictors such as desire, curiosity and image to social factors 

like imitating fdends and fianily were evident, as demonstrated below. 

S: They want to see what it's like for when they are older 
S: Cause seeing their mum and dad or their fiiends doing it or big 

sisters or big brothers 

S4 1: They ffiink its dead cool because on tele when they've got their jackets 

on and sunglasses on and got cool cars ... they think its good to sinoke 
S39: They just want to look cool but it is still bad for thern, isn't it 

s: cause their fiiends do it 

S: Because if their dad smokes, they might say its good for them 

S45: Because their Parents do it 

S44: I'hey get an example from someone 
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6.7.2 Viewpoint of Grown Ups and Children Smoking 

After concluding for themselves that smoking was bad, each group was given a 

moral dilernma to ponder. They were asked if smoking was such a bad thing to 

do, should grown ups up or children be allowed to smoke? The reason for 

probing group opinion on grown ups and children separately, stemmed from the 

research findings of the cross sectional and longitudinal studies which clearly 

showed that children had a two-tiered outlook on smoking; iA effect, that it was 

bad for themselves but not necessarily for adults. This dichotomous perspective 

was present in all the group discussions. Notions about adults were vafied, as 

observed below. 

S 1: No- cause they can die and they'll have no fiunily, you'll be yourself 

S2: No because it could damage their health and if your parents die you'd 

have to go and live in somebody's house 

S3: It could damage your lungs 

S2: I might know. He's probably hying to say that because grown ups are 

grown ups they are allowed to do what they want 

S36: Cause like they are grown ups and they can do what they want to do 

S38: Ibey are older than us and they can do what they wwt 

S37: Because you can get die with it and I don't want my dad to die 

cause he smokes 

However, there was consensus, as illustrated below, among an partichmmU of the 

focus groups, that children should not be allowed to smoke. Negative dispositions 

were emphatic and immediate and often based on the premise that children, being 

small in stature, were fiagile by nature. 
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S4: Cause it might kill them 

S3: Because they are only little 

S2: Because children are easier to kill because grown ups have hard lungs 

and kids have only got soft lungs 

SI: ... 
it will go into the heart 

S4: If the police see them smDking, the police will put them in the home 

This dual perspective was ffirther supported by the viewpoint held by the majority 
of children in each focus group, that the implications of smoking were much 

greater for children than adults. Once again, the basis for this impression came 
from the notion that children and old people, as stipulated by some, are 

physiologically weak. 

They are not stronger so they can die more quicker 

Because like when they are like a little kid, its all dirty . When an adult does it 

well their sfivngth will still keep you healthy but sometinm a child is so ill, it can't 

Children cause they are young. Because they will die before the adults because the 

adults are bigger than the little kids 

Because old people..., they are weak and for chikiren they've got small parts of 
the body then the grown ups 

SI because theY are grown UPS, they are more older and... 
S2: Because the parents are allowed because they are made for them mid they are 

not made-for him, children because the chest, it will fill up the chest and the heart 

win get ... and it will slow down the heart and if it stops, he'll die 
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6.7.3 Thoughts About Smoking Prevention in School 

Because the doctrine that children must play an active role in their own health 

promotion is intrinsic to the philosophy underpinning this research, coupled with 
the conviction that 'Communication on a level of the child's comprehension is 

imperative if effective health teaching is to be accomplished' (Porter, 1974: 3 84), 

it was deemed necessary to focus group discussion on personal perceptions of 

smoking education programs. As such, ideas about prevention and 
implementation of strategies, namely who should administer anti-smDking 
interventions, when should they be administered, how should they be administered 

and what should they include, were explored. 

A variety of methods to prevent children from starting to smoke were discussed in 

each group setting. In general however, as documented below, most strategies 

were either verbal, visual or physical in nature. Verbal warnings such as 'say 

newr ever smoke its bad for you and you might dk I were by fitr the most 

common interventions voiced by group members. Visual means involved 'puAlng 

up No Smoking signs' or physical actions Ike 'bring then to the po&e station I 

or Ismwking them I were also fiequently put forth as possible options to prevent 
the uptake of by young people. 

Say no 
Make a notice 'Don't Smoke' 

Put it on a paper saying no ch * 
ildren allowed to smoke 

No children until 18 allowed to smoke 
Tell them what happens to other people 
Tell their mum and dad 
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Tell them about what can happen to them 

You can stop making cigarettes ..... 
Tell the shop keeper not to give them to the people 
You can tell them to put it out or you won't be their friend 

Just give them no money to buy them 

Threaten them 

If they won't put it out, you smack them 

With respect to who should be involved in administering anti-smoking education, 
there was general consensus among the groups that it was primarily the 

ibility of parents and relatives, teachers and other professionals responsi 

associated with either education or health. 

Their mums and dads 

Teachers 

People who come to school like you 

The police 
S25: Teachers 

S24: the people in the hospital 

S26: doctors 

S25: mum and dads 

S23: their aunts, cousins 

Because if your mum was smoking and your mate went 'Don't smoke that's 
bad for you, I want to smoke like me mum and dad 

S25: your brothers and sisters 
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it is interesting that children had the capacity to hold the opinion that parents 

were the primary anti-smoking educators concurrently with the tenet that they 

were also role models who inspired children to smoke. This incongruity did not 

seem to confound the children but rather was another dichotomous perspective 

which was central to the core of children's ideas about the fimction of the &mily 

in the smoking domain. 

Moderator: Why do children try out mmking? 

cause their friends do it 

Because if their dad smokes, they might say its good for them 

S45: Because their parents do it 

S44: They get an example from someone 

Moderator: Who should teach children that smoking is bad for them? 

I know, I know, there mum and dads 

if they smoke and they want to ..... grandma and grandpa 

The teacher 

a 

nz age at which smoking education should commence was perhaps the most 

divided mue to emerge in the focus group Wterviem. AgeMrAge varied 

signfficantly within groups as well as between groups. Some partichmmts felt that 

the dangers of smoking should be taught to children as young as three, four and 

five 'because then theY can karn about ft and they can reahbe how bad ft h 

beore theY sMV- 
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S43: When they are about 5 or 6 so they won't smoke when they are older 
S45: 4 or 5 

S44: 5 and 4 

I think 3,4 and 5 cause then when they are older they um won't start to smoke 

Most groups however, had mixed feelings about the appropriate age. 

When they are 10 or II cause that's when they start 
When they are about little so they don't do it when they grow up so they 
know what can happen to you 
When they are 20 they should start smoking if they want to 
S35: 7 or 8 because when they grow up they'll know that its bad for them 

About 7 or 8- when they are very young 

So fike you don't start wben they are young 

S33: When you are 18 cause tbat's when you are suppose to start 

S34: I don't know 

S3 1: About II 

Some other groups were more inclined to think that children, should Jeam about 

the dangers of smoking when much older. 

25 

Should start when you are a teen 

Should start when your 20 
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S27: 18 

19 

S30: 19 

When asked to comment on what things children should learn about smoking, the 

content for each group was almost exclusively based on the health implications of 

smoking. 

0 
S 1: Cause they'll die and they'll go to hospital 

It could make your teeth all yellow 
And it could damage your heart 

It could damage your lungs 

And an the blood will go bad 

its homble 

Get sick and then you'll have to go into hospital 

Cancer 

m 

S 19: Its bad 

S20: It makes your friends sad 
S22: And your friends won't be your mates cause they, U get disease from you 
It makes you get asmtha 

S22: Its bad for them 

interestingly, two individuals from different groups mentioned that children 

should learn 'how to smoke" beca"Se 'like V theY waW to kam how tot came 

some people mightjmt suck up and not like know how to do it. I 

263 



A visioning exercise, whereby focus group participants were asked to visualise 

themselves as teachers who had to educate Year 2 children about smoking was 

also included. Using paper and felt markers, the children were asked to write 

down the primary message they would teach their class and the accompanying 

activities that they would use to aid in the dispensation of their message. It was 

clear from the ensuing discussion surrounding the activity that the children 

understood what was required of them and certainly enjoyed the 'pen and paper' 

exercise but overall, little was gained from the procedure. Once again, most 

groups reiterated what had already been said. Consequently much of their notions 

were based on the health consequences associated with smoking. The 

dichotomous perspective of smoking, that it was bad for children but not adults 

also emerged on occasion. 

S 15: That it is bad for your lungs 

S 18: Bad for your body 

S 16: It is bad for your bones 

S14: It could make you sick 

S 13: Don't smoke cause you could die 

S 12: Only grown ups can smoke 
S 11: If you smoke when you are young, you have to go to hospital and you might 

die 

S 10: Stop smoking because your teeth night go black 
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I would teach my class not to smoke 

I would teach my children not to smoke 

I would teach the children in my class that it's bad for your lungs and body 

I would teach my class that it's bad for you inside and lungs and you could get 

cancer 
I would teach my class that there's no smoking day and don't smoke 

What was most disappointing about the outcome of this particular activity was the 

lack of imagination displayed by group participants. Their struggle to pretend, to 

be the teacher thwarted attempts to discover what teaching mechanism children 

most enjoyed in the classroom, as those in turn, would be the more effective tools 

to impart the meaningfid messages of health promotion. Perhaps this shortcoming 

was attributable to their lack of exposure to such activities or ther cognitive 

development, often restricted to what is concrete aW observable and what they 

have previously experienced. Hence, in response to the query what activities 

*vuld you like to do in the classroom to make sure you do not smoke when 

older? ', most groups cited activities that they are currently doing in other areas of 

study. 

Write on the black board 

Make posters or saymg and telling them not to smoke and smoking is bad for you 

and the chfidren have a go at it and put it up 

You could have games 
Write about it 
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S44: Take a photograph of someone smoking and write something um, don't 

smoke when I am older 
S43: You write it on the blackboard and other children copy it into their books 

and then you copy it out onto a piece of paper and then hang it on their window 
S46: Take a picture of someone who has just started smoking and one years on 

when they been smoking when they years on - that probably one will be in 

hospital because they have been smoking when they are old 

6.7.4 Conclusions 

The experience of conducting focus group interviews with seven year old children 

was an interesting and fruitful exercise. Because of the congruency of results 
between this method and the others involved in triangulation, the assumption is 

that focus group interviewing can be used with confidence as a tool to garner 

accurate information about children's perspectives on smoking. 

However, execution of the method did bring to light some important issues. Focus 

group interviewing with young children requires high-moderator involvement 

(Morgan, 1997) because interaction between the participants was limited. The 

majority of interaction took place between the moderator and individual chiklren, 

although ensuing comments were often stimulated by what had been previously 

stated. Also, the tendency for children to talk over one another or to shout out 

responses WhIst others were talking despite being advised of the correct protocol 

was somewhat problematic. Although their exuberance was appreciated, it did 

make transcription difficult at times. Moreover, chikIren bad a tendency to latch 

onto one concept or impression and they often perseverated on it, mentioning it 

throughout the discussion. 
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S3: And you start blowing black bubbles out your mouth 

S 1: Cause it'll happen the same, it'll go all in their lungs and they, U start 
blowing black bubbles that [S31 said 

S I: It would feel sad .. all bad cause it's in all your friends body I think because 

You feel sad because your friends start blowing black bubbles and your 
lungs go black and you start to die 

S3: Saying to them you'll start blowing out black bubbles 

S3: You'll end up with black bubbles 

S3: That you'll start blowing black bubbles 

Another issue often encountered throughout the discussions with the children was 
their need to succumb to group conformity or to repeat similar ideas to other 

group members. As a moderator, it was necessary to continuously probe the 

children, to stimulate and extend their thinking, to enable them to come up with 

new notions. By contrast however, this challenge to the usual parameters of 

children's thinking did occasionally happen spontaneously, when the participants' 
desire to come up with something better or original, impelled them to be more 

adventurous and thus surpass the confines of their traditional mode of thinking. 
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6.8 Summary of Focus Group Interview Results 

)t- children's negative dispositions, their significant knowledge base, the centrality 

of the family and their dichotomous perspective of smoking were prevalent in 

all groups 

gender and school socio-economic status differences in responses were not 

perceptible 

children in this study believed that the health implications of smoking were 

much greater for children than adults 

there was a general consensus amongst groups that smoking education was the 

remit primarily of parents, then relatives, teachers and other health-related 

professionals 

>- suggested intervention strategies were verbal, visual or physical in nature 

the age at which children thought smoking interventions should be 

implemented varied significantly from early childhood to adulthood 

the content of such strategies it was suggested, should primarily be based on 
health implications of smoking 
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CHAPTERSEVEN 

DISCUSSION OF THE LONGITUDINAL COHORT STUDY RESULTS 

7.1 Chapter Overview 

This chapter synthesises the results of the longitudinal cohort research study and 
discusses the subsequent changes that occurred over time. It posits explanations 
for new insights or significant trends that emerged from the findings and explores 
the salient ideas that reflected children's perspectives on smoking whilst giving 

consideration to the variables that impinged upon these views. The merits of 

utilising a multi-method approach in the light of the findings are also addressed. 

7.2 Introduction 

The principle aim of the longitudinal study was to document and subsequently 

awn changes in primary schoolchildren's knowledge, beliefs, perceptions and 
behavioural intentions dud form the cornerstone of their attitudes about smoking, 

over a thre e year period. It was important to investigate these variables, which 

generally comprise the preparation and anticipation stage of the developmental 

process of smoking (Figure 1) in the light of the fact that the findings can have 

substantive implications on the developmeit of effiective school-based smoking 
intervention strategies. 

There are few longitudinal smoking studies mvolving children under g years of 

age, thus Making comparison and verification of results a difficult endeavour. The 

reality of the situation is that the oldest children in this sample are often younger 

than most subjects of other studies. This inability to compare cohort findings with 

similar studies was somewhat circumvented by contrasting the present research 
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results with the one or two cross-sectional studies designed to investigate age- 

related differences between year groups (Natapoff, 1978; Eiser et al., 1986). 

The research findings from the cohort study demonstrated that for the most part, 

the 5 to 7 year old children in this investigation had as yet to take up the habit, 

had no intention to smoke and had a negative disposition toward smoking that did 

not dissipate with time. Their perspectives, which seemed to be relatively stable, 

were founded in a broad knowledge base that appeared to be influenced by 

cognitive development and socio-cultural experiences. Gender and school socio- 

economic status accounted for very few age-related variations. The children in 

this sample acknowledged the integral role of the flimily and perceived parents to 

be 'preventers' of smoking, at the same time as being 'promoters' of the habit. 

Also, there was unanimous consensus by the whole sample that the adverse 

effects of smoking were far greater for children than adults, which spawned a 

dichotomous perspective of smoking; namely that it was bad for children but 

acceptable for grown ups and was seen to be an intrinsic part of adulthood. This 

finding was not only distinctive to this study but appears to be unique in the 

literature on smoking as welL 

The results of this longitudinal between-methods triangulated study reflected the 

outcomes of the cross sectional study upon which it was based and strongly 

supported the work of other researchers who have explored older children! s 

perspectives on smoking (Oei and Burton, 1990; Bowen et al., 1991; Bbatia et al., 

1993). Such congruence in results served to confirm the hict that the tools 

employed were viable means of accessing accurate information about children's 

perspectives of smoking. Furthermore, the outcomes of this research brought to 

fight many significant issues. The fitcets of the study that merit particular 

consideration are the methodological approach taken, the aspect of change in 

children's responses over time, the prevailing themes and the influence of gender 

mid school socio-economic status. , 
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7.3 Methodological Approach 

Over the last two decades, many smoking studies involving young people have 

been conducted. Most have utilised quantitative methods such as questionnaires, 

some have adopted a qualitative approach like interviewing, and one or two have 

even incorporated projective techniques like drawing into the methodological 
fiwwwork. Few however have taken a pluralistic approach, bringing together 

several research techniques in a triangulated manner, to maximise the inherent 

value of each individual approach and gain a much more holistic perspective of 

the subjects under investigation. This study, thus differed significantly from 

related works in the field of smoking because of its innovative research design, 

employed longitudinally, with a sample that had been largely neglected in previous 

research. 

The success of the longitudinal cohort study authenticated the replicablity of the 

research design. Repeated assessment however, can result in 'measurement 

effem'; influences in attitude or behaviour that can arise as a consequence of the 

annual administrations (Cohen and Manion, 1994). It was not possible to 

egimate if any measurement effects occurred in this study. It can be assumed that 

the yearly administration of multiple tools did, in themselves have some influence. 

However, because the children were always giving but never receiving any 
information on smoking, measurement effects were not considered to be 

problematic. if anything, the annual event may have instigated spontaneous 
discussion on the issue of tobacco within the home and school environment. 

As outlined in Chapter 3, the utilisation of a developmentally appropriate 

questionnaire established a much needed data base of information whilst the 

inclusion of interviews, Draw and Write and focus groups facilitated the 

eVioration of meaning behind the quantitative findings. In addition to augmenting 

the developing profile of local childreifs perspectives on smoking, these tools 

provided further insight into the perceptions and beliefs that underpinned their 

attitudes on tobacco. It is apparent that this melange of tools used in triangulation, 

compkmented each other. The negative perceptions that wme higiffi&ed by the 
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questionnaire results emerged and were further explained by the qualitative 
findings. Such cross-validation of results increased the validity of the study 
findings and substantiated the decision to adopt a triangulated approach. 

This 'confirmation' of findings between multiple methods was the principle reason 
for using triangulation to collect data. In retrospect, it appeared that an additional 
benefit to incorporating such an approach into the research design emerged. The 

between-methods model also enhanced the 'completeness' of the study since the 

diverse methods exposed subtle but important differencts, that would have been 

missed if only one method were used (Nolan and Behi, 1995). For example, in the 

questionnaire and Draw and Write, the perception that smoking was bad for 

people emerged but it was only during the course of the interviews that the 

rationale behind this perspective surfiwed and it was discovered that in actuality, 

children believed that smoking was really only bad for children but not so bad for 

adults. In this circumstance, the combining of methodological strategies added 

'depth and breadth of understanding' (Knafi and Breitmayer, 1991: 229) to the 

topic of interest. 

Whether triangulation can foster both confinnation and completeness within the 

confines of a qualitative paradigm is a much contested argument. For some the 

concepts are complementary (Knafl and Breitmayer, 1991) whilst others believe 

them to be antithetical (Denzin and Lincoln, 1994). The findings of this study it 

would seem, supported those who advocate a complementary stance as the 

triangulated approach provided both convergence of results between the different 

methods used as well as contriNding towards a more complete or holistic 

understanding of the phenomenon being investigated. 

In fight of the fikct that one afin of this research was to identify children's 

perspectives on smDking, the methodological approach taken was of fundamental 

importance. As dictated in previous chapters, certain research tools are more 

effective in the context of childhood than others, hence selection of those most 

suitable was imperative. Tools that are developmentally in, rF or not 
Ilem, ble enough to accommodate the range of cognition between and within year 
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groups could yield inaccurate information. Similarly, methods not child-centred in 
des4A that is based on the needs of children and pitched at their level of 

comprehension could also produce futile results. In a study by Eiser et al. (1986), 

on young children's understanding of smoking for example, slightly less than half 

the 8 year olds in the study were unable to answer a question about why people 

smoked. However, when a similar inquiry was addressed during the Draw and 
Write session of the present study, the entire ample, almost without exception for 

each year group was able to come up with a response. 

In addition to appropriate methods that enable data to be collected from the 

child's own viewpoint, implicit to the research process had to be the wholehearted 

acceptance of children's points of views as valid and true reflections of their 

perspectives. According children this legitimacy had connotations for the manner 
in which the re-search was designed and interpreted and subsequently how 
intervention strategies will be developed in future work. The process -a child- 

centr4 'bottom up' approach in collaboration with children, by which the results 
of this research were obtained is indeed the same process that should underpin the 

product -a proactive health promotion strategy that hs developed, designed and 
implemented in association with the children themselves. 

The value of using triangulation in this study was highlighted by the emergence of 

a discrepancy in responses to the questionnaire inquiry on sample smoking 
behaviour. Because smoking is proscriptive by nature, the validity of self-reports 

of smoking behaviour in chikiren has been under scrutiny for many years (Evans 

et al., 1977; Williams and Gilies, 1984). In the questionnaire, assessment of 

smoking behaviour was conducted via a query asking whether or not the subjects 
had ever hied to smoke a cigarette, even just one puIE Subsequent anabrsis 

revealed glaring inconsistencies in response rates over time. Of those who 

reported having tried to smoke in Reception, none said they have ever tried to 

smoke in Year 2. 

This matter was not deemed to be particularly problematic, in light of the filct that 
it pertairAcd to an inSigUifiCant percentage of the whole sample (jess than loo/0), 
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and consequently any deleterious effects to the nature of the research study were 
innocuous. Such inconsistencies did however, threaten the validity of this 

particular question, making one reticent to draw any conclusion from the data 

based on this information. Perhaps this serves as a reminder that smoking is a 

contentious issue with moral implications and that children are a special 

population, thus such anomalies are endemic to research in this area and must be 

taken into consideration. 

Such inconsistencies in responses also called into question the necessity of 
including measures of smoking preval1ence for this populatiorL Although it my 

be interesting to know if children in their early years had tried to smoke, it was far 

more important to know what their beliefs, feelings and intentions about the habit 

were, as these variables potentially provide a more accurate indication of future 

smoking behaviour. In light of this, the question could have been omitted. 

However, what there was to be gained by leaving the prevalence question in, was 

an aflirmation that the majority of children in their early years were non smokers. 

Moreover, because it has been shown that childmn are starting to smoke at 

younger ages, this question, although not essential for this particular study, may 

one day be relevant for this age group. 

Irregulazities in the responses to this question did not arise in the analysis of the 

cross. -sectional study. It was only as a consequence of the comparative analysis of 

the consecutive results over the three years that brought to light this lum. This 

not only highlights the merits of conducting research longitudinally, it 

substantiates the utilisation of triangulation in this study. 

Because a between-methods triangulated approach was adopted, the eflicacy of 

the other questions in the survey was not contested. The majority of the other 

questionnaire responses were Sirly consistent across time and the results were in 

concordance wW and thus confirmed by those of the various qualitative 

nwasures. This, coupled with the findings of Shute and colleagues (1981) that 

young sutiects do respond honestly to questions about their expected use of 
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tobacco suggests that self-reported data can be valid and thus elicited a high 

degree of confidence in the validity of those other responses. 

7.4 Changes In Responses Over Time 

The replication of the between-methods triangulation, over a three year period 
was both a feasible and successful endeavour and provided ffirther support to the 
findings of the cross sectional study. The consecutive results created an age- 

related proffie of local children's perspectives of smoking, that was considered to 
be reliable and valid. For the most part, very little significant changes over time 

were evident from the questionnaire results but some notable differences did 

emerge from both the Draw and Write and interviews. Such distinction between 

the quantitative and qualitative results, coupled with the methodological issues 

discussed above, substantiates the assertion that 'Question and answr techniques 

... do not provide much reliable evidence Mth children under the age of 9 

(Wetton, 1987: 60) nor do they ' ... readdy provide insights into chil&vn's 

changingperceptions'(Wetton et al., 1998: 265). 

In general, the basic tenets upon which childreif s perspectives of smoldng were 

grounded did not alter over time. They appeared to be mainly augmented by the 

process of maturation, in conjunction with social experiences, such that the 

ensuing vanations were essentWly differences in the depth and breadth of 

responses. Natapoff (1978) in her developmental study on children's health 

be" fowid similar quality and quantity differences between year groups. 

The age-related differences in childreWs conceptions of smoking that did emerge 

were similar to the findings of Meltzer and colletigues (1984) and lends credence 

to Piaget's Cognitive Stage Theory of Development. For example, the 

catastrophic view allWed to by Meltzer et A's sut*ts was a belief held by most 

children in Reception, as was the idea that smokers partook in the habit 6because 

tjW like it'. Similarly, some children in Yew 2 -"andina of 

the adverse afficts of smoking, both inside and outside of the body, in conjunction 
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with an awareness that the causes and consequences of cigarette smoking were 

multitudinous, that was analogous to Meltzer et al. 's (1984) concrete operational 

explanations. 

Whilst the findings of the longitudinal study 'are clearly congruent uIth the 

theoretical expectations regarding the qualitative differences in the cognitive 

processes relied upon by children.. '(Mehzer et al., 1984: 53), the responses of 
the children in this sample did not strictly adhere to the stage concept of Piaget's 

cognitive-developmental theory. In spite of cognitive development, there 

appeared to be little distinction in responses for some inquires and an overlap for 

others. 'Yeflow teetk', for example, a characteristic response for preoperational 
thinkers, was mentioned most often in Year 2, when children as concrete 

operational thinkers ideally should be refening to specific internal organs. 

What is necessary then, is to be aware that the perspectives on smoking that 

children in this sample held, emulated to sonic extent, the stage-like process 

inherent to Piaget's cognitive-developmental theory. However, it is apparent that 

the children's perspectives, as detailed in Section 7.7 and 7.8 of this discussion 

were also determined by their personal experiences and socio-cultural ffictors. 

This notion (Eiser, 1989) involves many of the principles of Bandura's cognitive 

social learning theory and also needs to be considered in the development of 

interventions strategies for this age range. 

The lack of significant differences in children's perspectives over time, a 

consequence of the high level of agreement between year groups upheld the pre- 

study decision to explore the perspectives of the cohort sample as a group rather 

than individual subjects. Similar conformity in responses across age groups have 

been noted in studies on older children by Cohen et A (1990) who surmised that 

the expected rate of change within some age ranges may nDt be sufficient to be 

perceived and Bhatia et al. (1993) who discovered little change in attitudes 

toward smDking between grade school children and adolescents, with regards to 

knowledge about health consequences of smoking. in conusdiction, Kishchuk et 

al. (1990: 230) reported 'little inlra-indtvidwal consistency in responses, in their 
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sample of 6 year old children. They questioned the reliability of the methods used, 

which were quantitative in nature and expressed uncertainty about children of this 

age having stable attitudes and intentions to smoke that are indeed measurable. In 

fight of what is known about the relevance of quantitative tools used on young 

children, it can be postulated that a qualitatively based methodology may have 

provided a more reliable means of assessment for their study. 

The intra- and inter-consistency of responses found in the results of the 

longitudinal cohort study served to validate the efficacy of the tools chosen for the 

triangulated methodology. Evidently cbffdren interpreted the meaning of questions 

asked of them in a like manner, each year, despite maturity or increasing rapport 

with the researcher that inadvertently developed with each administration. This 

suggests that the variety of tools selected enabled the children to communicate in 

their own terms, at their own level, in a non-threatening way (Backett and 
Alexander, 1991), thus ensuring a true representation of their perspectives on 

smoking. 

7.5 Chaups In Paftems of Neptivity 

Over the three year period, the questionnaire results illustrated that the majority of 

the sample had as yet to establish regular patterns of behaviour (non 

triers for each year group in ascending order = goo/a, 95%, 95'Yo), bad extremely 

negative beliefs about children smoking (95% in Year I and 961/6 in Year 2 

thought smoking was bad for chiklren) but less negative beliefs about grown ups 

smoking (62% in Year I and 77% in Year 2 thought smoking was bad for grown 

ups) and generally had no intention of smoking when older (in ascending order = 

67%, 81%, 90%). As previously mentioned, most of these results supported the 

fndings from diverse research studies on an older population. For huhume, Oei 

and Burton (1990) and (1991) Bhatia et al. (1993) concluded that most children 

between the ages of 7 and 9 are non smokers and hold negative attitudes about 

the habit and Bowen et al. (1991), in accordance with Young and FoWk (19g5) 

attested that most ch&hvn have no intention to smoke when older. Such &dinst 
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provide ample ammunition for advocates of early intervention, because it is 

common knowledge that it is easier to maintain an attitude than change one. 

In a like manner to the questionnaire results of the cross sectional study, 

responses between year groups, albeit statistically insignificant, became more 

negative with the passage of time. This pattern was not prevalent in the research 
findings of the qualitative methods where perceptions of smoking remained 

negative but relatively stable over time. Such differences once again, illustrated 

the value of usmg a triangulated approach that enabled diverse aspects of the 

study to emerge from the different tools employed. 

Although smoking research studies on older children, also indicate that children 

generally express negative attitudes about king (Goddard, 1990; Bhatia et al., 
1993, Oei and Burton, 1990), by contrast, many reveal that these perspectives 
become increasingly more favourable with age (Schneider and Vanmas; tright, 

1974; Botvin et al., 1983; Chassin at al., 1987; Nfichell, 1989). Only the Somerset 

Health Education Authority and Somerset Education Consultants with the Best of 
Health Project (1994) demonstrated a similar attitudinal. trend whereby 

perceptions of smoking were most favourable for the younger age groups but L-W 

so for the older ones. 

Several different reasons can be purported to explain this pattern. one possibility 

stem from the process of maturation. As children develop both cognitinly and 

morally, they become aware of cultural expectations, of what society deem to be 

right and wrong. Since it is in their best interest to obey societal norms, they 

respond in a more socially appropriate manner, thereby according smoking with 

negative connotations. This may explain why some children reported smoking in 

Reception or Year I of the study but not in Year 2. Additionally, the concept of 

mawwon could explain a similar phenomenon with regards to childres 

intention to smoke, whereby the percentage of children who intended to smoke 
decreased with age. Over time, the children probably realised that it was more 

appropriate or socially acceptable to say that they did not want to smoke when 

grown up and thus responded in a manner that conveyed this senthnent. 

278 



Another reason for the noted pattern of negativity could be an issue of 

methodology. The findings for this particular study seemed to suggest that more 
detailed and reliable data was accrued from the qualitative methods as opposed to 

the quantitative measure. One can speculate that survey research, already deemed 

the least appropriate method for gaining accurate information on the perceptions 

of young children did not provide a sensitive or suitable ambience that enabled 

children to put forth their point of view in a meaningfid manner, thus the 

increasing pattern of negativity found in the questionnaire results could be a 
distorted perception. 

It is difficult to posit explanations for the increasing negative trend towards 

smoking evident in the questionnaire results of the longitudinal cohort study 
because this area of research is uncharted territory. Perhaps it is a natural 

phenomenon that all children go through. It could well be that children starting 

their educational career had a more positive view of smoking because the majority 

of their time had been spent at home, under the irdluence of their parents, many of 

whom were smokers. Exposure to other irdluences, increased knowledge and the 

development of moral reasoning possibly fosters a change in perspective. 
Unfortunately, because there are no other studies that document the perspectives 

on smoking of children in their early years, a comparison cannot be made and this 

research to some extent is firnited by its uniqueness. Research of a similar nature, 

with an identical cohort needs to carried out if an explanation for this pattern. of 

negativity is be to found. 

What is also necessary, on the other hand, is the continued tracking of the chikh= 
involved in the longitudinal cohort study. It is highly probable, in fight of Palmer 

and Lewis' (1976: 402) prornulgation that age 8 represents 'a critical period of 

change in chil&en's health attitudes and behaviours', a supposition endorsed by 

Natapoff (1982: 139) on the basis that '... children's health beliefs begin to 

differentiate into a coherent belief system ... ' around this age that the noted 

pattern will in all likelihood4 alter as the children in the sample mature. In order to 

discover if this postulation holds true, it is imperative that the longitudinal study 

279 



continues to document the perspectives of these children, to discover if the 

prevailing negative trend is sustained or if indeed, the pattern fidis in line with 

most research on older children, such that these children's attitudes toward 

smoking become more positive with the passage of time. 

7.6 Changes in Knowledge and Pemeptions 

Although change in responses over time were essentially restricted to variations in 

the quality and quantity of answers, they were much more evident in the salient 

themes to emerge from findinsts of the qualitative methods. The Draw and Write 

investigative Technique in particular, was sensitive to the subtle developmental 

changes that were occurring, an inherent strength of this research tool. However, 

age-related dffEerences in responses pertaining to children's perspectives of 

smoking were also noted in the interviews As children progressed from 

Reception to Year 2, their replies became more knowledgeable, more elaborate, 

and, in some instances more profound. 

Despite the absence of any 6)rmal education on smoking, as verified during 

interviews with head teachers at all participating schools, the children in the 

sample demonstrated a broad understanding of the nature of the habit, one that 

became more sophisticated and accurate as they got older. Although these age- 

related differences were subtle, this evolution of knowledge can be attributed to 

cognitive development and social learning, the two mechanism that have much 

signification on children's attitudes towards smoking mid has implications for 

when interventions need to be implemented; as early as possible and what they 

should include; more than just knowledge about the health consequences of 

smoking. 

The findings from the study confirtned that much of what the children imew about 

smking was based on wbat they saw and what they experienced, what was 

concrete mid observable. Such reliance on perceptual data, was also recognised by 

Natapoff (1978) in her developmental study on children's virm of health. This 
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notion applied in particular, to younger children and seemed to diminish with 
intellectual maturity; because children, as they experience new information, 

construct and reconstruct new meaning to their social world (Piaget, 1970). It 

was especially noticeable in responses relating to queries about the health 

implications of smoking or to inquires about where cigarette smoke went. For 

example, when in Reception, the children relied almost exclusively on what they 

could discern and thus, the majority responded accordingly; that smokers looked 

sick and that the smoke disappeared into the air. However, by the time they were 
in Year 2, some had the cognitive capacity to think abstractly and rationalised that 

the smoke entered the body and affected specific internal organs like the hings and 

heart. 

A similar 'transition of belief was noted by Eiser et aL (1986: 122) in their 

assessment of age-related differences in the knowledge of the physiological effects 

of smoking in young children. Correspondingly, Bhatia et al. (1990) also 
discovered that 7 to 9 year chikiren's awareness of the health hazards of smoking 

were correlated to Merent stages of cognitive development. Interestingly, 

Meltzer and colleagues (1984: 53), in examining childreWs understanding of the 

causes and consequences of smoking asserted that 'the consequences or effects of 

smoking are more salient dimensions of this activity for our subjects than its 

, finition and cause'. Such a presupposition was also supported by the outcomes de 

of the longitudinal cohort study. There was a consensus a ngst all focus groups, 
that what children should learn about smoking should be centred around the 

health consequences of the habit. Incidentally, they felt that any smoking 
intervention strategies should be based on the health implications as well. 

7.7 The Role of the Family 

Acc; ording to the theoretical causal model of the major innuences on stages of 

smoking behaviour (Figure 1), the family is considered to have significant 

persumion on childreWs atfitudes, beliefs and smoking behaviour. The fiunily 

furnishes an ideal social learning milieu for children. Parents, as the most 
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important significant others in young children's fives become effective role 

models both for healthy and unhealthy behaviours and attitudes. This axiom is 

endorsed by a myriad of research although Backett and Alexander (1991: 34), 

allege that '... a lack of detailed empirical evidence about the processes involved' 

in fiunilial influence on health-related bebaviours, in particular with young children 

exists, thus rendering the significance of the association inconclusive. 

From the results of their study, Baric and Fisher (1979) maintain that parents 
serve as important role models and by observing them smoking, children are 
influenced to accept tobacco as a part of normal adult behaviour. In agreerrient 

are Shute et al. (1981), who contend that parents and siblings have a powerful 

effect on both the behaviour and desires of young children with regards to 

smoking, once again, via role modelling, as well as the ease of access to the habit. 

Oei and Burton (1990) discovered that parent's attitude toward smoking and their 

subsequent smoking behaviour influenced children's decision to try out smoking 

whilst Fidler and Lambert (1994), in assessing the impact of the adult role model, 

also gleaned that parents have the capacity to fidluence children's perceptions of 

smoking, to the extent that children who have smoking parents an more likely to 
intend to smoke when older. Charlton (1996) postulated that children's smoking 
behaviour is circularly related to that of their parents, such that children of 

smokers are more likely to become smokers themselves. 

The results of the longitudinal cohort study generally paralleled to some degree, 

the research findings of the above mentioned studies. According to the results of 

the questionnaire, the smDking prevalence rates for parents remained relatively 

gable over the three years, on average 41% of mothers and 470/6 of fidhers 

smked, with the majority of stwkers coming from the low to mid socio- 

economic classes. Interestingly, many of the children in the sample based their 

reports of parent's perspectives about smoking on their actual behaviour rather 

than their personal point of view. Hence, children of smokers were more inclined 

to believe that their parents had a positive disposition toward smoking. This 

finding iends credence to the old adage 'actions speak louder than wrds, and 
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confirms Baric and Fisher's stipulation (1979) that the best way parents can 
influence children is by their own example. 

This tenant holds true because, according to social learning theory, observation 

can lead to the imitation of models with whom children identify, those they 

admire and want to be like. It can be postulated that most children aspire to be 

grown up, like their mother or fither, and thus they will learn to imitate the 

behaviours they perceive to be intrinsic to this time of life. Smoking, as the 

children themselves have attested is perceived to be such an activity. Although the 

children have as yet to take up the habit of smoking, they have assimilated the 

nuances of the habit vicariously and long after this exposure, when the proper 

context to perform the behaviour arises, they will potentially imitate the behaviour 

(Pellegriniý 1987). 

Because of the inconsistent reporting for the question on prevalence, it was 
impossible to ascertain if parental smoking behaviour had any impact on the 

smoking behaviour of the children in this study. With regards to the other 

questions on the survey however, it would seem that parental king behaviour 

did have some impact on the sample's intention to smoke but for the most part, 
had little influence on children's beliefs about smoking. T'his is in 

fight of the fitct that the negative beliefi6 in particular for those pertaining to 

children king, were so pervasive, for each year group that it was impossible to 

detect the impact of any intervening variables. 

parental smoking behaviour did however, appear to have some sway, albeit 
indirectly on children's perspectives of smoking. It was discovered that the 

highest proportion of parents who smoked had children attending low SES 

schools and it was these children who were twice as I&ely to have positive beliefs 

about grown ups smoking iind were more inclined to express a desire to try out 

smoking and to want smoke in the firture. Additionally, the findin from the 

qualitative methods suggested that children themselves, had discerned the 

importance of fimilial inflkýe on habit acquisition mid further, had 

acknowledged that much of this was actualised via the mechanisms of social 
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learning, as a result of role modelling. The subjects of this study cited the 
imitation of mother and father most often as the rationale for where young people 
learned to smoke: 'off theirparents'as well as one of the main incentives for why 

young people want to smoke: 'to copy their mum or dad'. 

With regards to the qualitative findings, there was a lack of significant 
differentiation of responses within and even between each year group, in spite of 
familial smoking habits. It would seem that children from 5 to 7 years of age 

tended to think about smoking in a similar manner, regardless of the smoking 

context of their home environment. This lack of difference was a valuable finding. 

Although the in4mt of television is often cited as an explanation for the 

elimination of such differences (Wetton and McWhirter, 1998), few children 

alluded to this medium as an influential factor in the longitudinal study. Perhaps 

this consistency of perceptions about smoking between all the children can be 

explained by Bandura's notion that imitative kwning is based on e configurations, ' 

a combination of various different models (PelligrK 1987). Thus the observation 

and imitafive learning process exceeds the confines of the fitmily, especially as 

children get older, to the larger community. Children learn how to behave in this 

context by observing how others behave in that same context. Smoking is 

pervasive in our society and the constant exposure to the habit and observation of 
diverse models indulging in it enables the children to assimilate a universal 

perspective on the nature of smoking. 

This universal perspective reflects the philosophical orientation of 'conmwnity 

approaches, to health promotion which are based on the principle that '.. the 

culture of a community has a deep and abiding influence on health' (Steuart in 

Steckler et al., 1995: 313) and acknowledges that ' ... 
local values, norim and 

behaviour patterns have a signiflcant effect on shaping an indivi"'s attitudes 

and behaviours (Tbompson and Kinne in Steckler et al., 1995: 313). The findings 

from the longitudinal cohort study demonstrated the pervasivness of cultural 

influences; on a members of society, pven those like chikIren. who occupy the 

least powerfid positions in the wider commwiity- They also support Eiser's (1989) 
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supposition that experiences and socio-cultural factors influence children's 

perceptions as much as cognitive development. Such revelations suggest that the 

way forward to effective health promotion interventions for children might well 

need to encompass the theoretical underpinnings of community development 

approaches to health. 

7.8 Dichotomous Perspectives 

Children's perceptions of the role parents play in the domain of smoking were 

coherent, ubiquitous and principally dichotomous in nature. Most of the subjects 
held divergent views simultaneously, namely that parents were seen to be the 

prime preventers of smoking, that is the main educators of anti-smoking messages 

at same time as being seen as the predominate reason why young people start to 

smoke. Tlis view abounded, regardless of parental smoking status. Such an 

outcome confirmed the study findings that parental smoking behaviour was only 
indirectly associated to children's beliefs about smoking and advanced the 

postulation that the wider social world in which chikiren. interact also had 

significant influence on their perspectives on smoking. 

Furthermore, it can be surmised that this finding was most likely a fimction of the 

innovative methodology used to acquire data from children. Because diverse tools 

were used, drawing on the individual results of each method to inform the 

protocol of the next, perceptions and ideas that emerged in the Draw and Write 

Technique for instance, could be extended mid probed in further detail in the 

interviews and focus groups that followed. Hence, it was this proom that enabled 

this dichotomous perspective to emerge. 

Another dichotomous view, unique to the fbding of this study that arose in 

relation to children's perceptions of smoking, had to do with children's beliefs 

about the adverse effects of smoking. Almost without exception, the children 

believed that smoking was far worse for thm than adults. This two-tiered notion 

about smoking seemed to be founded in the perceived size difterential between 
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children and adults. Children felt that the smallness of their bodies made them 

physically vulnerable to the health consequences of smoking whilst those of 

grown ups were big, thus strong enough to cope with the subsequent health 

implications. Moreover, the children in the sample were in tune to the fact that in 

a culture that condones smoking as adult behaviour, there were sigifficant social 

taboos associated with young people smoking. The combination of these notions, 
in all likelihood, accounted for the prevailing perception that children in this age 

range considered smoking to be bad for children but an intrinsic part of 

adulthood. 'The social climate is crucial in reinforcing the idea among children 

that smoking is still a socially acceptable practice' (Rylands et al., 1993: 32). 

These differences of opinion that children accorded to children smoking and 

adults smoking have not been explored in any research to date. They emerged 
initially from the results of the cross sectional study, spurring a modification of 

some questions in the longitudinal study, to enable an in-depth exploration of this 

two-tiered concept to take place. Subsequent findings in the cohort study for both 

the quantitative and qualitative methods highlighted the various dichotomous 

perspectives and justified the rationale for pursuing this fine of thh*in . This 

unique outcome which shed valuable insight into the manner in which children 

perceive smoking may well be rooted in cognitive or moral development but 

certainly demonstrated conclusively, that children's perspectives were also 

influenced by their wider social world. 

The persuasiveness of these dichotomous perspectives of smoking suggests that 

they am crucial to the manner in which the concept of smoking unfolds in the 

minds of children and thus, must be taken into consideration when developing 

interventions. Further, their existence supports the advocates for early 

intervention. Children as young as 5 evidently harbour some deep-rooted ideas 

about smoking. They believed smoking to be exclusively an activity for grown 

ups because unlike children, adults are safeguarded from its adverse health effects 

by ft invincible nature of adulthood. Such prevaiHng misconceptions need to be 

dispeUed. 
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7.9 Influence of gender 

The results of the cross-sectional study highlighted the need to assess the 
influence of two particular intervening variables related to children and smoking, 

namely gender and socio-economic status. Previous research has shown that both 

these factors have some impact on attitudes, beliefs and behaviour, at different 

stages of the developmental process of smoking. The findin s from the 
longitudinal study were at best, inconsistent for gender and inconclusive for socio- 

economic status, which in essence, are similar to findings from previous work in 

this area. 

In general, the findings from the questionnaire indicated that gender was 

somewhat related to smoking behaviour, and smoking intention but not to beliefs 

about the habit. Boys were most likely the ones to report having hied to smoke a 

cigarette and those most likely to cite intention to try out smoking now and in the 

future. Such results concur with risk behaviour theory (Hill, 1994) mid the work 

of Baugh et a (1982) and Cohen et al. (1990) to name a few, who found sex 

diff6rences with regards to experimentation; boys it seems start to smoke earlier 

than girls. The current pattern whereby females not only equal the prevalence 

rates of males, but often surpass them did not appear in the fix1ings of this study 

because most children in this age range had as yet to start smoking. 

Although, a slight gender bias did emerge from the quantitative data, no sex-based 

diffmnces were perceptible in the resultant themes of the qualitative methods. As 

was the caw with familial fid1uences, gender did not have any discernible impact 

on these children's perspectives of smoking. Thus it seems that children of both 

sexes approach the age of experimentation with a similar mind set on smoking. 

Which factors impinge on this universal vie-wpoint that eventually lead to 

divergent patterns of prevalence in the future needs finther exploration. 

Intaestingjy, the children in the sample themselves had disfinct m4ressions about 

the gender of smokas, which changed slightly but did not alter i over 
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time. Twice as many children thought men smoked more than women in 

Reception and Year 2, and at least one and a half times in Year 1. Although the 

responses were similar, the rationale behind the answers demonstrated age-related 
difterences. With time, the reasons children had for this perceived gender bias 

became more elaborate, more diverse but also, more realistic. In addition, when in 

Year 2, the subjects were more likely to express uncertainty with regards to who 

they believe smoked more or proffered a neutral answer, saying both men and 

women smoked the same. Meltzer et al. (1984), contend that children are limited 

by absolutist thinking and personal experiences with regards to their opinions 

about who smokes such that if they see a certain person smoking, all members of 

that same group, in the minds of children smoke. 

7.10 Influence of Social Claw 

Social class, as defined by the school the children in this sample attended 

accounted for very little variation in the sample's perspectives on smoking, 
despite its designation as a major influencing variable on the smoking behaviour of 

children (Figure 1). This finding was similar to others (Oakley et al., 1992; 

Glendinning et al., 1994) and comparable to those of the cross sectional study 

where no significant differences between children's responses were found, based 

on parental socio-economic status. However, the stated hypothesis that socio- 

economic status is an important intervening variable that indhv. * influences 

children's perspectives on smoking did manifest itself in the findings of the 

questionnaire. Parents who smoked generally had children attending schools of 

low socio-economic conditions and it was these children who were twice as likely 

to have positive rather than negative beliefs about smoking. Further, it was mainly 

these same children who e)qpressed an interest in smoking when grown up. It can 

be said then, that sociD-economic status influenced the smoking behaviour of the 

parents in this sample, which in turn had some impact on the perspectives children 
bad about smoking. 
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Subtle school differences were also noted and could perhaps account for some 
socio-economic differences found in the results of the study. It was the experience 
of this researcher that children from the low and mid socio-economically defined 

schools seerned to be more open, honest and much more worldly in their 

responses which were generally based on personal accounts. The experience of 
participating in the study was something new and exciting and consequently their 

approach was one of enthusiasm. Few discipline problems arose. 

The children from the school with high socio-economic conditions, although much 
more articulate were also more difficult to work with. These children were more 
confident and inquisitive by nature but also less respectful. Interestingly these 

same children were the only ones who, for Inquiry Four in the Draw and Write 

Technique questioned or acted against a smoker. The girls from this school 
generally cited the 'right' responses, those most expected and those most 
appropriate whilst the boys, in particular in Year 2 seemed to be less senous 
about their participation and more inclined to give silly responses. For example, in 

the focus group interviews, when the boys were asked to comment on who they 

thought should teach children that smoking is bad for them, the response was 
'us', followed by much laughter. 

Th- lack of respect for the research process, is one possible explanation for some is ---- 
of the anomalies that emerged in the responses of the male subjects from high 

socio-economic conditions whereby their intentions to smoke increased rather 

than decreased over time. Because the greatest diftbrential. in responses seemed to 

occur specifically between Year I and Year 2, perhaps it was an attempt on the 

part of these male subjects to exert some sort of authority or control over the 

circumstance, thus they responded contrary to expectation. 

Another particular insight of interest that did emerge occasionally from the results 

of the longitudinal cohort study in relation to school socio-economic status was 

the polarisation. of responses between the sample in attendance at schools of low 

and high socio-economic status. For example, with regards to cunvnt htention to 

smoke, as expected half of all children who intended to try out smoking in the first 
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two years were in attendance at schools characterised by low socio-economic 

status. In Year 2 however, those expressing interest in trying a cigarette were 

equally divided among those children from the low and the high ends of the socio- 

economic spectrurn. There did not seem to be any plausible explanation for this 

pattern, although when it did appear, it generally did so in Year 2, which suggests 

that it might be linked to the gender differences postulated above. Such a 

conundrum requires fiudier investigation. 

7.11 Overall Summary 

The findings from the longitudinal cohort study provided a profile of local primary 

schoolchildren's perspectives on king and thus, facilitated greater 

understanding for the development of effective smoking prevention measures for 

local primary schools. Significant insights that emerged from the results highlight 

the need to implement smoking prevention strategies from Reception onward and 

reinforce the briperative that any programme created must be developmentally 

appropriate and more than just knowledge based. Further, the outcomes dictate 

that parents must play a role in any health promotion strategy that is developed. 
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The findings from the longitudinal cohort study were: 

this sample of children in their early years were essentially non smokers and 

expressed little intention try out smoking in the present or in the future 

the children in the study had negative attitudes about smoking which did not 
dissipate over time 

their understwding of smoking was rather comprebeinive and &* 

homDgenous, influenced mainly by cognitive development wd socio-cultund 

influences 

other variables that shaped childreif s thinking about smoldng, to varying 

degrees, included parents, gender and school socio-economic status 

ýt- the sample held dichotomous views of the role parents play in the realm of 

smoking 

>- the children from this sample believed king to have greater health 

consequences for children than adults 

)P. many of these children perceived smoldng to be an inappropriate activity for 

children but an acceptable one for grown ups 

291 



CHAPTER EIGHT 

SUNMARY AND CONCLUSIONS 

8.1 Chapter Overview 

This final chapter reflects back on the main aims of the study and elucidates on 
how the resultant findings add to the existing body of knowledge in the field of 

smoking research, child studies and health promotion. A reflection on what was 
learned about conducting research with children in their early years, what was 
discovered about children's perspectives on smoking and how the outcomes can 

contribute to the development of effective anti-smoking health promotion 

strategies is provided. Limitations to the study are articulated and finally, the 

chapter concludes with recommendations for further research. 

8.2 Introduction 

The aim of this thesis was multi-purpose: 1) to develop an appropriate 

methodology that would fiamish the means to explore the perspectives that 

Liverpool primary schoolchildren have about smoking and 2) to provide greater 

understanding for the creation of an effective smoking prevention model. The 

findings not only contribute to the existing body of knowledge but challenge 

some of the prevailing assumptions about the ability to conduct valid research 

with young children. 

8.3 Conducting Scho&based Remarch 

Although a multi-method approach is common practice in research with young 

children ' ... in an attempt to increase the accuracy, completeness, and 

understanding of the Phenomena being studied' (Deatrick and Faux, 1991: 205) 
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few, if any smoking studies have linked together the diverse child-centred 
methods implicit to this study. The value of utilising such an approach is 

immense. 

The use of child-centred participatory methods made it possible to start where the 

children were at in their thinking about tobacco, to discover what their 

perspectives were about the nature of the habit. This is important because 

'starting where people are at.... is perhaps the mostfindamental tenet of health 

education practice' (Raeburn and Rootman, 1998: 91). Since each method 

chosen drew on a different dimension of the problem being investigated, the 

findings resulted in a 'world view' (Raeburn and Rootman, 1998) of how 

Liverpool children in their early years conceptualised and experienced smoking 

in the context of their own lives; one that differs significantly from adults. Such 

differences confirmed the need to conduct research within a child-centred 

paradigm that was conducive to and thereby gave value to children's 

perspectives. 

This study has verified that children in their early years can be competent and 
legitimate constituents of the research process. This confirmation of their 

abilities to be 'reliable historians' (Gorman, 1980) has established the feasibility 

of conducting research with young children and the viability of adopting a 'grass 

roots, approach with this sample. It has also raised issues concerning the way 

models of health promotion are implemented in childhood. KaInins et al. (1992) 

cite several examples of good practise from Canada and the United States. 

Others, like Child to Child Activities (1993), Empowerment Education 

(wallerstein and Bernstein, 1988) and Shared Leming in Action (King and 

Occelstone, 1998) widely used in developing countries, have been inspired by 

Paulo Freire's theoretical perspective on empowering education. There is a need 
for the development of a child-centred health promotion strategy which 

acknowledges that children occupy a unique and vital role in society and that 

their needs should to be accommodated in a manner that best befits them 

Triangulating child-centred participatory tools is not only methodologically 

strategic, it has social and psychological advantages as welL Tjw children 
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involved were made to feel that their contributions were crucial to the success of 

the study. The importance of what they thought was constantly stressed which 

was empowering. The entire process was enjoyable, non-threatening and 

worthwhile, as confirmed by the number of children who asked if they could be 

involved to a greater extent. Moreover, it was noted that the nature of the 

questions asked; questions that address the feelings and emotions of children 

such as How do you feel when somebody smokes near you? could in fact, help 

prepare children for similar type questions on school examinations. 

The findings did bring to light some salient issues surrounding research 

methodology. In retrospect, it was obvious that the quantitative method was used 

to embellish a principally qualitative study rather thalm the equal and parallel 

integration of different methods, as originally outlined in Chapter Three. This 

inductive process is better exemplified by the model of integrating methods 

depicted below. 

Figure 61. A Model of Integrating Methodologies (Steckler et al., 1992) 

8.3.1 Questionnaire 

previous research has noted that questionnaires are meffective means of 

measuring perceptual change in studies involving young children (Wetton and 

McWbirter, 1998). This, to some extent, was supported by the results of the 

longitudinal cohort study. Although it would be easy to dismiss the questionnaire 

completely, it did have a role to play in this study. The utflisation of the 
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questionnaire as the only tool to explore children's perspectives on smoking 

would have been inappropriate because using a singular quantitative method, in 

the context of childhood, is limiting and potentially unreliable. Within the 

triangulated framework however, the questionnaire provided a glimmer of 

children's thoughts about smoking rather than a panoramic view of their 

perspectives on the habit. The quantitative findings also determined the scope 

and direction for the qualitative methods. 

One question that warrants further deliberation is how the questionnaire could be 

made to be a more useful instrument for assessment in child studies. The key 

may be the involvement of children in the process of questionnaire design. It is 

suggested that if the questionnaire was developed 'bottom up', constructed in 

collaboration with the subjects themselves, thereby giving them the hititude to 
define the issues of smoking that are important to them it could become more 

reliable. 

Children in their early years may lack the cognitive ability to develop an 

appropriate questionnaire without significant guidance but it would be possible to 

commence with a brain storming session, to help them focus to the task at hand 

and generate some ideas about the kinds of questions that they think need to be 

asked and answered. Certainly older children could accomplish such a feat. This 

questionnaire could then be to the younger children in a peer-led 
initiative. This participatory approach is a reflection of the 'child-centred' ethos 

that predominated this research and will be recommended as the best course for 

action, in any future work that is to evolve from this research study. 

8.3.2 Draw and Write Technique 

As a true child-centred participatory approach, the Draw and Write Technique 

provided invaluable information about childrews perspectives on smking and 

clearly illustrated how these ideas are influenced by the developmental process. 
There were however, some drawbacks, to using this method. It was time 

consuming mid labour intensive and the expectation of completing a picture and 
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a written response within a time limit was occasionally stressful. Further, the lack 

of time to colour in their drawings left some children unsatisfied or frustrated. 

Because young children are limited by their inability to write down all their 

thoughts in detail, many were not documented. It can be assumed that they would 

probably provide more extensive responses given the opportunity to talk about 

rather than write down what they think. 'Drawing and Dialogue' (DAD) is a 

similar concept that has been used successfidly by Shaver and colleagues (1992). 

The feasibility of adopting this approach with children in their early years, to 

explore their perspectives on smoking needs further investigation. 

One issue that did emerge from the Draw and Write results but was not explored 
fiirther was the role of 'image'. As a factor that motivates young people to start 

smoking, image was mentioned with increasing fiequency as the sample grew 

older. According to Chapman and Egger (1993), anti-smoking campaigns must 
focus more on image and less on knowledge. They contend that such strategies 

need to convey an appealing non-smoking image, one to which children can 
identify. Farrell (The Sunday Telegraph, Sept. 25,1994: 9) believes that health 

campaigns tend to forget about the cool image perpetuated by smokers. 'The 

anti-smoking message may be everywhere ... but a single supermodel with a 

cigarette in her mouth cancels out a thousand health promoters. ' Broaching the 

issue of children's image of smokers and establishing who their role models are 

and why they appeal to them might provide greater into who and what 

children value as important and possibly could furnish the image needed to front 

an effective simking preventk)n campaign. 

8.3.3 Semi-struetured Interviews 

The interviews provided an ideal forum. for the in-depth exploration of children's 

perspectives about king. Content analysis was done thematically, grouping 

the salient ideas that emerged from the transcribed discussion under common 
headings. Such a task was feasible because the numbers involved wen small and 

the interviews were relatively short. If this study were to be conducted with a 
larger sample, content analysis would be rather difficult. The utilisation of 
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computer programmes like NUDIST which are specifically designed to code, 
retrieve and make connections between categories of information and then 
formulate propositions (Miles and Huberman, 1994) would simplify the job but 

the workability of utilising such a programme in the context of this study needs 
to tested. 

8.3.4. Focus group interviews 

The viability of conducting focus group interviews with children in their early 
years was tried and tested in the longitudinal cohort study. Although the original 
impression was that little was gained, in hindsight, this proved to a productive 

endeavour. Because there is 'safety in numbers', the group environraent was less 
intimidating than the one-to-one circumstances of semi-structured interviews and 
as such, it was found that the children were more verbose and in general, more 

responsive to the queries being posed. In circumstances where the aim of the 

research is not to examine individual differences in children, it is proposed that 
focus group interviews could be used with confidence, in place of traditional 

semi-structured interviews. 

8.3.5. Facilitating the Research Process 

School-based research with children in their early years can be complex and 
difficult. There are issues of access, administration, ethics, timin , mid resources 

to name a few, that need to be dealt with on an on-going basis. As a consequence 

of conducting this research, the following valuable lessons were learned: 

>- Establish good lines of communication. As the gatekeeper to the, school, little 

is possible without the approval and support of the head teacher. It is essential to 
develop rapport with the classroom teacher. Outline clearly what you need, who 

you need, when you need them and how long the process is expected to take. 
Maintain a sincere relationship with the children themselves, for without their 

willingness to participate, field work in schools would not be possible. 
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>- Select appropriate methods that are easily accommodated within the confines 

of the school system and that are attractive to children. 

>ý- Be organised. Time is of the essence and it must coincide with that of the 

school day. Children are entitled to several breaks and such factors need to be 

considered. Implement time saving measures like the pre-coding of materials and 
the recruiting of assistants. 

8.4 Chiklren's Perspectives On Smoking 

Some of the fundamental points about children's perspectives on smoking that 

emerged from the research were not surprising nor did they reflect new insights. 

in fikct, many of the findings were similar to what is currently known for older 

children. That these outcomes concurred only strengthened the belief that the 

chosen methodology was a valid mid reliable means of collecting information 

about children's perspectives and because the process by which this information 

was garnered was novel, the outcomes were substantive. Furthermore, the daurth 

of smoking information for the early years means that the results are filling a 

void, providing much needed empirical evidence on a previously neglected 

subject group. 

The study findings established that the majority of children in the sample were 

non smokers, expressed little intention to smoke and had attitudes and beliefs 

about smoking that were eminently negative and unwavering in nature. 
Collectively, thew children possessed a tremendous amount of smoking-related 
knowledge, far more than is recognised by most educationalists. This knowledge 

base was very sunilar within age groups suggesting that the environment had a 

significant impact on children's thinking about smoking. Because young children 

rely mainly on external cues to inform their thoughts processes, their 

perspectives are learned from observation and experience, in line with their own 

cognitive abilities. Most of the subsequent changes between age groups were 
largely in depith and breadth of understanding about smoking; much of which 
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could also be accounted for by cognitive development and socio-cultural 
influences. 

The results shed light on certain aspects of children's perspectives about smoking 
that are not documented in the literature. The children in the sample harboured 

several dichotomous views of smoking. Firstly, they believed that smoking was 

much worse for children than adults because adults were big enough to cope with 
the health implications. Secondly, they were of the opinion that smoking was 
inappropriate for children but often, an acceptable activity for adults. Lastly, the 

children viewed parents as the primary agents of smoking prevention as well as 
the primary influence behind young people's motivation to smoke. 

It is now evident that children in their early years have a distinct point of view 

about smoking, one that is influenced by age, experience and environment. It 

means that they think about tobacco in a manner dMerent to older children and 

adults. This finding is important and has significant implications on the 
development of effective anti-smoking interventions. Traditional health 

promotion strategies that aim to educate children about abstract concepts like the 

consequences to health would be meaningless to young children. Ironically, it is 

precisely this type of education that the Government is advocating in their new 
drugs strategy. 

8.5 Implications For The Development Of Smoking Prevention Strategies 

The research findings have made it possible to klentify elements that may be 

important to the development of effective smoking prevention strategies. In 

particular, knowledge was enhanced and understanding clarified on issues of 

timing, focus and content, the conceptual and contextual fmmework and the 

delivery process of an intervention. 
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8.5.1 Timing of Intervention 

The depth and breadth of children's knowledge about smoking, substantiates the 

premise that smoking prevention should commence early. It is evident that 

children come to school well informed about the nature of smoking, coupled with 
largely negative attitudes about the habit. It is imperative that efforts to maintain 
this negativity are maximised, such that children's attitudes toward smoking will 

continue to remain negative, as they approach the age of experimentation. 

The implementation of early intervention has yet to be embraced wholeheartedly 
in the United Kingdom Few actually endorse the notion. The reluctance to 

involve young children in anti-smoking activities is fuelled by the fear of raising 

greater awareness which in turn, might stunulate interest and lead to 

experimentation (Hurry and Lloyd, 1997). The research findings from this study 

clearly indicated that the awareness is already present in young children, thus this 

applehension is unfounded. In fitct, it is imperative that we acknowledge this 

awareness, that we implement 'proactive' measures focused on addressing the 

problem of smoking before the habit manifests itself, to avoid the 'limited 

contribution' (Reid, 1996) of conventional models of smoking prevention that 

traditionally target older children. 

8.5.2 Focus and Content of Intervention 

The prevalence of smoking in society and its impact on children's perspectives 

about the habit suggests that tobacco needs to be acknowledged in the curriculum 

as an issue of significance within its own right. To some extent this is happening 

abudy. The new drugs strategy provides a fisinework for implementing a 

proactive health promotion initiative from age five onward. However, unless this 

action is included as a specific target in Key Stage I of the National Curriculum 

and supported by the appropriate Policies, the likelihood of success is minimal. 

The issue of addressing tobacco within a drugs programme has bearing on the 

focus of the intervention developed, either tobacco-specific or comprehensive. 
There is evidence to suggest that both concepts have particular strengths and 
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weaknesses (Health Canada, 1994), but there is significant support for the 

comprehensive approach, in light of evidence that health risk behaviours are 

related and thus could be tackled by a broad substance misuse initiative (Reid et 

al., 1995; Little, 1997). The appropriateness of tackling smoking in this broader 

context merits consideration. 

Tobacco and alcohol hold an esteemed position in society and as a consequence, 

children and adults generally do not consider them to be drugs. The preferential 

treatment given to these so called 'acceptable" narcotics needs to be addressed. 
Situating smoking in the broader spectrum of drug misuse may have little impact 

if it is not perceived as such. Perhaps a smoking-specific preventative measure, 

set within the larger context of a comprehensive drugs programme would be a 

more effective health promotion strategy; thereby giving tobacco the special 

attention it deserves whilst enforcing the message that it is in fact, a drug. 

Without question, any smoking prevention endeavour for the health promotion of 

children must be developmental in nature. This research study verified that 

children's perspectives on smoking move from the concrete to the abstract over 

time and thus, prevention shvegies, should be tailored accordingly. Furthermore, 

the proposed intervention should also parallel the changes in children's stages of 

smoking. T'he different influences on smoking behaviour that prevail at the 

different stages need to be accommodated. 

The development of any health prornotion initiative must reflect the intrinsic 

characteristics of the target group. Children for example, are egocentric, 

cognitivelY limited, Perceptually oriented, easily influenced and easily distracted, 

making them more receptive to concrete, hands-on activities. Tbese distinctive 

features Of childhood need to be taken into account in the fabrication of an 

effective prevention measure. 

Children are 'bound up in the wrld as it is' (Flavell in Oei and jWdwin, I M: 

161), so that much of what they believe about smoking is based on what they see. 
An anti-smoking initiadve will need to focus on tobacco ham that have been 

identified by and thus are meaningfid to children, such as not getting burned, 
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being a better sports person, not smelling like smoke, easing their asthma or not 
being bullied into having a cigarette. The model must attempt to dispel the 

misconceptions that children have about smoking, such as the belief that tobacco 
is less harmful to grown-ups because of their size, in a compassionate manner so 

as not to distress the children whose parents smoke. 

This research work has confirmed the fitet that children view smoking as an 
intrinsic part of adulthood. Many, as they age also become conscious of the 

positive image that smokers perpetuate. To combat this normalisation of tobacco, 

to make young people see that it is 'cooler' to be a non smoker than a smoker, it 

is proposed that a 'social denormalization' philosophy underpin any conventional 

strategy that is created. The concept of social denormalization, '... an all-out 

campaign to take the normality out of smoking ... so smoking is not a normal 
behaviour by rational people' (Carey, 1996: F7) is au courant in North America. 

For maximal success, it is essential that such community-based campaigns must 

complement whatever strategies are occurring within the school setting. 

Because children have short attention spans, anti-smoking messages should be 

largely visible and continuously reiterated for increased effectiveness. 
Consequently, any programme developed needs be embedded in the spiral 

curriculum and revisited constantly throughout the children's scholastic career. It 

is recognised that the time constraints imposed by the demands of the national 

curriculum make it difficult to implement a comprehensive prevention 

programme which receives continual attention. Greater parental and community 
involvement in programme delivery may ease the workload on the teacher and 

could foster a more successful initiative (Cushing, 1998). Interestingly, simple 

ways to reinforce anti-smoking messages without intensive instruction whilst 

recognising children's penchant for visual cues were put forth by some children 

at a conference Addressing The Issue Of Tobacco And Young People (London: 

June 12,1998). Their suggestions included putting up posters in schools and 

shops, passing out leaflets to children in school, the dispersal of fi-ee computer 
discs detailing the dangers of smoking and the installation of anti-smoking screen 

savers for school computers; to remind children not to smoke every time they use 
the computer. 
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The perception of what health promoters and educationalists see is needed in an 
intervention may not be what children themselves perceive is needed. 
Historically, a 'softly sooftl . y' approach to smoking prevention has been taken with 

children. Previous research (DallL 1996) has shown that some teachers are 
hesitant to teach about certain aspects of smoking for fear of causing distress to 

children by insinuating that their parents will die. Based on the study findings, 

such reservations may be unfounded. Many children do not believe that smoking 
is necessarily bad for grown ups. This of course, is confirmed every time they 

witness someone who is alive and well, light up a cigarette and smoke. The 

visual message, in this case: I am fine and I look healthy even if I smoke has far 

more relevance to children than the abstract message that it is bad for one's 
health 

It is interesting to note that when asked to consider the best ways to keep the 

young from taking up the habit, most children suggested a far more radical 
approach to smoking prevention than is currently accepted in the reahn of health 

promotion. Heavy emphasis on the health implications was deemed to be the best 

suategy in the minds of children in their early years. ' I'd teack Mew not to 

smoke because all black stuff goes all your lungs . -the bean wig stop beating 

and your teelk could go all hoMW ' Tke man might shout at them and say 

never ever smoke cause ft badfor you and you might die. I 

Young people themselves condone a similar course of action. At a conference on 

young people and smoking, Jones (1998) suggested that the key to prevention is 

to 'let them see thingsfor real ... getting someone with a smoking related disease 

like lung cancer to go and visit the schools and talk to the children about how 

theyfeel now ... I 
dare say that this will affect their thoughts on smoking. ' This 

perspective cannot be ignored and requires further investigation on what should 
be taught and how it should be done, now that the outcomes of this research 

study have established why anti-smoking measures are necessary for children in 

their early years. 
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This fascinating insight into children's perspectives of smoking gives 

ammunition to those who advocate 'scare tactics' as a method of prevention. 
Since young children rely so heavily on perception then maybe they need to 'see' 

the implications to health caused by smoking rather than just hear about it. Once 

a popular prevention strategy, such an aggressive approach which is fraught with 

numerous ethical and psychological connotations is now experiencing a 

resurgence (Hill et al., 1998) as evidenced by the Health Education Authority's 

National Smoking Education Campaign that uses shock tactics in a television 

campaign aimed at young people (Breakfi-ee Bulletin, January 1998). 

The overall findings from the research emphasised the homogeneity in children's 
thinking about smoking and this implies that the strategy developed can be based 

on a core of messages distinguished by the children which are extended and 

expanded upon, in the ensuing years. It will need to provide the children with the 

skills, the knowledge and the confidence to be decisive about smoking and 

should offer other alternatives to such health risk behaviour. Further, 
involvement and participation on the part of the children should be maximal and 
activities need to be interactive so as to foster interest and empowerment. 

Although smoking is a ubiquitous influence in their lives, most children do not 

perceive it to be an issue relevant to them. SmDking is something grown ups or 

people who want to be grown up do. In view of this perspective and coupled with 
the knowledge that children are egocentric, it is surmised that any anti-smoking 

strategy that is devised ne eds to personalise the problem of tobacco, to make it an 
issue pertinent to children, to demonstrate how smoking impinges on their lives, 

to highlight how their choice of behaviour affects those around them mid to help 

them decide what they can do about it. 

8.5.3 Conceptual Framework of the Intervention 

smoking is not an isolated behaviour and should not be addressed by a single 
isolated health promotion approach. It would seem that a combination of several 

might produce the most conducive anti-smoking strategy. Oei and Baldwin 

(1992) contend that an effective smoking prevention initiative must be structured 
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to incorporate aspects from. four theoretical bases: rational basis, social 
reinforcement basis, social norm basis and developmental basis. This 

recommendation is sound and should be used as a guide to intervention 

development. 

This study has shown that children have the capability to participate 

meaningfully in their own health promotion. Their inclusion in the research 
process has enabled the children to identify relevant issues and perceived needs, 
now the children need to acquire the skills and the confidence to act upon them. 
This process perpetuates the notion of empowerment. 

Empowernwnt, according to Tones (1997), is concerned with the reciprocal 

relationship between individuals and their environment. The study illustrates that 

there is little reciprocity between children and their environment as the children 

are largely influenced their social world but have little impact on it themselves. 
This imbalance of power needs to be redressed and it is suggested that the way 
forward is the creation of a smoking prevention strategy that attempts to amend 
this powerlessness. 

One approach that embraces the notion of empowerment and caters to the 

amendment of powerlessness is community development. Other principles 

central to the concept of community development include the collective and 

active participation and involvement of individuals in issues that directly affect 

them, the development of power, skiffs, knowledge and experiences to enable 

them to tackle their own problems, a holistic process that allows people to 

identify and prioritise their own needs and the provision of an infrastructure to 

help meet their needs and achieve the desired outcomes (Sidell, 1997). 

Upon reflection, it becomes apparent that many of the notions inherent in this 

research study embody the tenets of community development. T'he 

research design was holistic, involving the participation of the children 
themselves, allowing them to identify their own perspectives and to highlight the 
issues thitt were relevant to them. Further, the recommendations for intervention 

development based on the outcomes of the study findings also purport some of 
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the notions intrinsic to such an orientation. It has been asserted that any strategy 
developed needs to involve the active participation of the children themselves, 

that it should foster empowerment and ameliorate powerlessness, that it should 

involve the development of skills and knowledge and confidence. The success of 

this research study has confirmed the viability of using a 'grass roots' approach 

with children in their early years. On this basis, it is asserted that a smoking 

prevention model developed should be underpinned by the philosophical tenets 

of community development approaches. 

8.5.4 Delivery of the Intervention 

There is much debate about who should deliver smoking prevention messages. 
Some like Oei and Baldwin (1992) contend that parents of children under 10 are 

the 'best agents' of education primarily because of their role modelling influence. 

In theory, this course of action seems appropriate considering the research 
findings which indicate that the children themselves recognise parents as the 

primary anti-smoking educators. In practise however, such a ideal is much more 
difficult to implement. 

Parents may not see themselves in the role of smoking education and may not 

have sufficient knowledge, time or confidence to act in this capacity. According 

to study results, few parents actually talked to children about smoking. Much of 

what was learned was vicarious rather than the consequence of in-depth 

discussions about the habit. Furthermore, parents like most adults, probably 

underestimate the depth and breath of children's knowledge about smoking and 

possibly, would not address the issue spontaneously. In addition, the hypocrisy of 

telling children not to smoke when many parents themselves smoke may be an 

unreasonable expectation. 

The practicality of having parents deliver anti-smoking education is also 

questionable and has been found to be unfeasible in some programmes (Nancy 

Hobbs, personal communication, July 1998). However, in a review of innovative 

health promotion strategies that try to integrate school activity with wider 

community practice, Nutbeam (1992) concluded that parental involvement is 
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possible and beneficial, not only to school health education but to the health of 
the parents as well. Moreover, this strategy would alleviate rather than add to a 
teacher's work load, a benefit that all teachers would gladly appreciate. 

It is imperative that parents become partners in the health promotion process, to 

bridge the interface between home and school so that the health messages learned 

in school are reinforced in the home. Such congruency of information alleviates 

the disparity that many children encounter; that what they are taught in school 

(smoking is bad) is in contradiction to what they perceive at home (mum and dad 

enjoying a cigarette). Based on the well known adage that 'actions speak louder 

than woords' it is easy to surmise which message has a more resounding impact 

on young children. 

In view of the fact that almost half of the parents of children involved in the 

study were smokers, a more practical approach to health promotion may be the 

provision of smoking cessation programmes for parents. It can be presumed that 

as long as parents continue to smoke, children will continue to take up the habit 

so that they can 'be Hke mum and dad' To break this fianily cycle of smoking 
(Charlton, 1996), the needs of the parents must be addressed along side the needs 

of the children. This course of action is sanctioned by Vartiainen et al. (1999) 

who conclude that the efficacy of school-based prevention programmes are 
increased when associated concurrently with a community-based cessation 

programme for adults. 

Teachers traditionally are given the task of educating children about health. 

There was little scope in the present programme of research to involve teachers 

and this is now considered to be a limitation to the study. With a view to 

providing greater understanding for intervention development, involving teachers 

would be a good idea. and certainly recommended for finure work. According to 

Macdonald (1997), it is necessary to understand the value system the is 

operating in the school and teacher's own attitudes, beliefs and behaviour, to 
facilitate the adoption and dispersal of new health promotion tools within the 

educational system Green (1998) confirms that teacher involvement encourages 

acceptability and fosters empowerment and adds that their input is crucial to the 
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development of a successful strategy that can work within the boundaries of the 

current national curriculum. 

8.5.5 Context of the Intervention 

In light of the premise that one's physical and social environment endows them 

with their health beliefs and behaviour (Baric, 1998), it is suggested that any 
smoking prevention measure, to be successful needs to be set within the context 
of a health promoting school. In agreement are McWhirter and colleagues (1996) 

who maintain that strategies are most likely to be effective if they are grounded 
in the ethos of the health promoting school. 

The health promoting school aims at achieving healthy lifiestyles for 

the total school population by developing supportive environments 

conducive to the promotion of healtk It offers opportunities for, and 
requires commitment to, the provision of safe and health-enhancing 

social and physical environment. A health promoting school will, 
through its management structures, its internal and external 

relationships, the teaching and learning styles it adopts and the 

methods it uses to establish synergy with its social environment, 
create the means for all who live and work within it to take control 

over and improve their physical and emotional health (Rasnwssen et 

aL, 1996: 3). 

The main tenets of the health promoting schools are similar to those purported by 

community-oriented approaches and thus would complement the philosophical 

underpinnings of a strategy developed within this theoretical fi%mework. 

School based strategies are limited (Reid et al., 1995; Stead et al., 1996) and 

should not be expected to be the panacea for deterring children from starting to 

snjoke. Because health promotion is a shared responsibility, any school-based 
health promotion strategies developed should be multi-agency, a coalition 

comprising the individual, the school, the home the community and the media. 
Ideally what is needed is a collaborative effort from all so that one congruous 
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message is being delivered. Findings from the Minnesota Heart Health 

Programme of 1989, a community-wide smoking prevention strategy has shown 

that a community focus to anti-smoking education diminishes the inconsistency 

between what is taught in the classroom and what transpires in the real world 
(Lynch, 1995). 

Health promotion strategies, in order to be effective are also contingent upon the 

political process. Tackling the issue of smoking among the young requires more 

than the 'right' intervention, it must be sanctioned by the Government. Policies 

that address the problem need to be developed, implemented and adhered to if 

there is to be any hope of combating the increasing prevalence of smoking. 

Moreover, if early intervention is to have any hope of succeeding, smoking 

prevention education needs to be given priority in Key Stage I of the National 

Curriculum. 

8.6 Limitations Of The Research 

This research study has been instrumental in providing much needed information 

about the perspectives children in Liverpool have about smoking. Whilst such 
knowledge will eventually be used to underpin the development of smoking 

prevention strategies for the primary schools in the area, the extent to which the 

findings are genemlisable has not been measured. Local knowledge may not have 

any relevance beyond the Liverpool area and therefore any aspirations to develop 

interventions nationally would be inappropriate. 

As previously discussed, this research study is to some extent, also limited by its 

own uniqueness. The age range of the present study has meant that a comparison 

with otber work has not been possible and thus it is difficult to assess if the 

resultant findings are indeed universal to all primary schoolchildren in their early 

years or just particular to children living in Liverpool. To authenticate the results, 
it is imperative that the study be replicated elsewhere. In addition, it is necessary 

to continue to track the perspectives of the children in the present study, to see if 

their attitudes toward smoking eventually align. themselves with those of older 
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children. If this is the case, the findings from the early years research will have 

great significance. 

The sampling frame my also be considered an impediment to this work. 
Contrary to the questionnaire findings of the cross-sectional study where most of 
the associations explored were statistically significant, such significance did not 

emerge in the questionnaire results of the longitudinal cohort study. The best 

rationale proffered for this difference is sample size. It may be that the sampling 
frame (N=145) was insufficient. Alternatively, as proven by the other methods, 
few changes occurred over time therefore changes of significance would be 

imperceptible. 

The role of significant others in this research needs to be reconsidered. Parents 

were involved to a thnited extent in the cross-sectional study and teachers were 

excluded completely. As outlined above, these omissions should be rectified in 

any further developments from this work. Ironically, although data was collected 

on both siblings and peers, neither group figured prominently in the results of 

this study despite their known influence in the process of smoking acquisition. It 

is expected that the peer group will become a major determinant as the subjects 

approach the age of experimentation but this certitude does not extend towards 
brothers and sisters. It is suspected that one reason why the impact of siblings 

was negligible for this study is because the majority were younger than the 

subjects themselves and thus did not factor into the equation at all. The only way 

to authenticate this premise is in future, to document the ages of the sample's 

siblings. Asking the ages of peers would also be useful as it is probable that 

children who report having friends who smoke, interact with older children. 

V Recommendadons For Futnre Research 

Suggestions for firther work based on the outcomes of this research mainly 

concern the extension and expansion of the study. The necessity of extending the 

longitudinal cohort study is crucial in view of the possible changes in health 

beliefs and behaviours they may arise as the sample approaches age nine. As the 
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children in this sample inadvertently progress through the stages of smoking 
initiation and experimentation, it is important to document who become smokers 

and who do not. If children who do take up the habit are indeed the same 

children who expressed intention to do so in their early years, this would suggest 
the need to target smoking prevention programmes specifically for this high risk 

group. 

Extending the present study would also enable the investigation of other 
influencing variables in the stages of smoking to be taken into account. The 

effect of intrinsic personal factors like self-concept, self esteem, self efficacy, 

self-image and personality on attitudes, beliefs and smoking behaviour of these 

subjects could to be determined. Furthermore, a follow-up study of the children 

in the longitudinal cohort study could culminate in a 'indicators of risk' profile 

whereby a composite score assigned to each child based on a range of risk factors 

could possibly predict which children are most likely to become future smokers. 

it would be prudent however, to 'top up' the original longitudinal cohort sample 

involved in the qualitative components of the study (N=30) with an equal number 
drawn from the same population, to avoid attrition and to extend the possibility 

of tracking individual dMerences over time. 

Another recommendation would be the conduction of similar work, at the 

regional or even national level. The expansion of this study is needed to see if the 

congruence in children's perspect ives on smoking are universal or heavily 

influenced by their socio-cultural experiences. Based on Lynch's assertion that 

'We all have personal constructs - our own set of values - through which we 
interpret our experiences and which we use to describe the world we live in. 

Different life experiences lead us to develop alternative perspectives' (Lynch, 

1995: 5), it can be hypothesised that children living in areas with different socio- 
demographics from those found in the Liverpool region (high deprivation, high 

unemployment and high smoking prevalence) may have diflbrent perspectives on 

smoking. The documentation of such differences in children's thinking about 

smoking is imperative if any effective school-based interventions developed are 

to be tailored according to the perspectives that children have about the habit. 
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As the outcomes of this research have contributed to a better understanding of 
how smoking interventions should be developed for primary schoolchildren, it is 

surmised that the development of such strategies could begin. It is suggested 
however, that the definitive work be delayed until such time as the data has been 

analysed for age nine. If significant differences are discerned for at this age, it 

would suggest that one developmentatly-based smoking prevention strategy 

could be constructed for the early years and that dif1brent ones would need to 
developed for the ensuing years. 

8.8 Conclusions 

If we endeavour to provide the children of today with the tools to make informed 

choices about smoking and the motivation to remain smoke-free, it is imperative 

that we give them a voice. We need to engage them in dialogue, give them the 

opportunity to express their views from the context of childhood. We must 
accord these views with the respect and legitimacy that they deserve. We need to 
listen to what children have to say, and we need to utilise their perspectives as 
the foundation on which to develop appropriate and effective anti-smoking 
interventions. To accomplish this end successfully, we must collaborate with 
children. We need to involve them at all levels of the research process. We must 

allow them to have ownership of the issue of tobacco, an issue that is endemic to 

this period of their lives and thus, needs to be defined by them, directed by them 

and driven by them. 

Affording children the opportunity to take responsibility for the issue of tobacco, 

engenders the notion of empowerment which in turn, should foster the 
development of more effective strategies that will help stem the growing tide of 
increasing prevalence in the rates of smoking among the young. This process 
however must not become an act of tokenism 

Tessa Jowell, the Minister for Public Health recently announced a national 

competition for children to design the cover of the Government's forthcoming 

White Paper on Tobacco because she '... want/ed] to involve children in the 
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production of our anti-smoking strategyfrom the start - if theyfeel that they have 

made a contribution and have a stake in it, they are more likely to identify with 
the messages we want to communicate' (ASH, 1998b: 22-23). If the Minister for 

Public Health wants children to contribute to and identify with the messages in 

the White Paper, then it is imperative that the children are asked to contribute to 

and identify these messages themselves, not just to colour the front page. This is 

a poor and denigrating attempt at involving children in the process. It ignores 

children's ability to articulate their own ideas about smoking and is likely to fidl 

in its attempt to reach the children. 

In conducting this research on the perspectives that Liverpool primary 
schoolchildren in their early years have about smoking, much was learned and 
the quintessential aim, to provide understanding to facilitate the development of 

effective health promotion smoking prevention initiatives was achieved. We now 
know that local primary schoolchildren have well informed perspectives on 
smoking that are influenced by their own cognitive development and their own 
experiences in the wider social world. In general, these perspectives are negative, 
homogenous and in some aspects, dichotomous. Such perspectives are intrinsic 

to childhood and this point of view needs to be accommodated if we hope to 

succeed in overcoming the 'paediatric epidemic' of tobacco with effective health 

promotion strategies. 

To best facilitate this process we, the 'so called' experts need to heed the words 

of an ancient proverb which says 'Here's to the child and all he has to teach us' 

and to recOgnise that those most qualified to create an effective model for 

smoking Prevention in the PrimarY schools are in reality, the children themselves. 
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, 0;, 
WLiverpool John Moores UnIversity 

School of Human Sciences 

Dear Parents of St. Patrick's School: 

As you may know, smoking has become a serious health issue. Liverpool 
in particular, has a very high lung cancer rate which is mainly due to 
smoking. There is a growing concern about the number of children who 
start to smoke while stiff at school. Therefore, the Institute For Health at 
John Moores University is undertaking a research project funded by The 
Lung Cancer Fund-Roy Castle Cause For Hope Appeal to look at 
attitudes. be&eLs and smoking behaviour Ln local prfmga schoolchildren 
(5 to 8 years of age), in hopes of developing an effective smoking 
prevention programme for health education. 

The smoldng project requires children to fill in a short questionnaire. It 
will take pLue at the school and we would like permission for your child 
to participate in this research. Please fill in the form attached and return it 
to the school as soon as possible. We would also be gratefid if you would 
MI. in the 1xief questionnaire found below the permission form. This 
information will help us to better understand how children develop their 
attitudes and beliefs towards smoldng. As agreed with your Head Teacher, 
if this form is not retumed, your child will automatically be included in the 
project. 

AD information gathered from both you and your child for this research 
will be confidential and treated as anonymous. Please feel free to contact 
me at the Institute For Health (051-2314072) at any time if you have any 
questions or concerns about the snoldng research project. 

Thank-you for your help and co-opwation. 

Yours . if 9 

Loma Porcellato 

DIrqctor of School I Professor Tom Reilly Trueman Building 15-21 Webster Street Liverpool L3 2 
BA Dip PE MSC MIBI(A PhD ;: ErgS I Telephone 051-231 2121 
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VIf 

Liverpool 
John Moores 11M 

I University 

I DO/ DO NOT (pieawdwde as awmpriaw) GIVE PERMISSION 

FOR TO PARTICIPATE 
(chdd's fidl name) 

IN THE SMOKING RESEARCH PROJECT. 

(parent's signahm) (date) 

PARENTS QUESTIOAWAIRE 

y REPLY WILL REMAIN CONFIDENTUL AND ANONYMOUS 

Wy child's nwne is: 

domy child's school is: 

*My child's date of birth is: 

oi am the child's: 

- .. 
EM 

mother UJ tatlier Uj other 

*My occupaton (if NO is: 

oMy husband/ wife/parhm's occupafion (if any) is: 

OYXASN TUAN OVEM 



aTick the box Which best desaibes ym 

I have never smoked a cigarette/cigar/pipe 

I have only tried smoking a cigarettelcigar/pipe a few times in my life El 

I used to smoke cigarettes/cigars/pipe but I do not smoke at all now El 
I usually smoke less dm I cigarettelcigar/pipe each day El 
I usually smoke I to 6 cigarettes/cigars/pipe each day El 
I usually smoke more dm 6 agarettes/cigars/pipe each day El 
_. 
p7k* the bax which best describex vow husbAxd4vff&bw*w 

HetShe has never smoked a cigarette/cigar/pipe 
13 

JWShe have only tried snx*jng a cigaretWcipr/pipe a few ftmes in dxir fife 1: 1 

He/She used to smoke cigareftes/eigars/pipe but does not smoke at A now 

He/She usuaUy smokes less d= I cigarettelcigar/pipe each day 

He/she usu* smokes I to 6 ciguettes/cigam/pipe each day E3 
He/She usuaUy smokes more d= 6 cigarettes/cigarstpipe ewh day 1: 1 

um dm bom to mdieate which meiinbm of w-ar fandiv Emme 

dw&ter (s) smoke 

son (s) smoke 

nxdw (s) smoke [child's gruximother] 

fadw (s) smoke [child's gmndfather) 

Odw relative (s) smoke 

YES NO DONT KNOW 

El 11 0 
r-m r"". rmm 

Li u Li 

13 EI 13 
rm r". ". 

Li Li 

. H(yw nwW snx)kers live m the same house as your chdd? nwe 

1 

2 

rwl - "... 

Li 
r7l 

U"d 
m 

or more ED 

coMMENTS: 

TEUNK YOU FOR FIDLUING IN THIS QUESTIONNAM 
LrjjRpooL JOHN MOORES UNIVERSrrY*15-21 WOW= ST. * UVERPOOL L3 2ETo OSI 2314072 
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SCHOOL: NUMBER: 

Liverpool 
John Moores 
University 

TicKONEBOX FOR EACH QUESMON 

1.1 AM A 

rw-l-l 

GIRL LJ BOY 

iAm YEARSOLD, 

fIAVE YOU EVER TRIED TO SMOKE A CIGARETTE, 
EVEN JUST ONE PUFF? 

L YES 
0 

NO 

HOW MANY TIMES HAVE YOU TRIED TO SMOKE 
A CIGARETTE, EVEN JUST ONE PUFF? 

TIMES 

DO YOU WANT TO TRY TO SMOKE A CIGARETTE, 
EVEN JUST ONE PUFF? 

"'YES W NO MJ DON'T KNOW 

DO ANY OF YOUR SCHOOL FRIENDS SMOKE? 

YES NO DON'T KNOW 

I 



DOES YOUR MOTHER SMOKE? 

YES NO USED TO SMOKE 

8e DOES YOUR FATHER SMOKE? 

YES 11 NO El USED TO SMOKE 

9o IF YOU HAVE SISTERS, DO ANY OF THEM SMOKE? 

YES 
r--- ".. 

NO 

10. IF YOU HAVE BROTHERS, DO ANY OF THEM SMOKE? 

YES NO 

DO YOU THINK SMOKING IS GOOD OR BAD FOR 
PEOPLE? 

GOOD BAD DON'T KNOW 

12. DO YOU WANT TO SMOKE WHEN YOU GROW UP? 

YES 
11 

NO DON'T KNOW 
* 

TEL4NK YOU FOR FILLING IN THIS QUESTIONNAERE 

* 
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INSTRUCTIONS FOR DRAW AND WRITE 

e EXPLAIN TO CHILDREN HOW THE ACTIVITY WELL BE ORGANIZED 
o REMIND THEM OF THE IMPORTANCE OF THE ACTIVITY 
o THERE ARE NO RIGHT OR WRONG ANSWERS-TRY YOUR BEST 
o REMIND THEM TO WORK QUIETLY SO THEY CAN HEAR THE QUESTIONS 
o READ INSTRUCTIONS 2 TIMES AND DRAW AIFTER TRE SECOND TIME 

INSTRUCTIONS TO 
DRAW AND WRITE 

REMINDERS TO T1,113 
CHILDREN 

POINTS OFCAUTJON 

INQUIRY 1: 
Draw a person smoking a *Draw as quickly as you can. eDo not give hints, reminders 
cigarette. Think about the or suggestions. 
smoke and where the smoke *Don't spend too much time 
is going. How does your on drawing the background. *Write down exactly what 
person look and feel? It is the people and what the child says even if it 

they are doing that we want does not make much sense. 
*Write where the smoke is to see. 
going? 

*Now write how your person *Do not shout out your 
looks and feels. thoughts-keep them to your- 

selves. 

*If you need some help, raise 
your hand, and your teacher 
or I will come to see you. 

_J 

INQUIRY 2 
This time draw a person who 
has been smoking for a long 
time. How can you tell from 
the inside of the person's body 
that your person has been 

smoking for a long time? 

-Ren-dnd children of the task 
by repeating the question- 
HOW CAN YOU TELL? 

*Emphasize INSIDE the 
person's body. 

*Remind them to raise their 
hand if they need help with 
the writing. 

They can colour the 
pictures at the end if there 
is time. 

*Write down how you can 
tell? 



I 
INQUIRY 3 

Now turn the paper over. 
This time draw a young person 
who has just started to smoke. 
Why has your person started to 
smoke? Where did your person 
learn about smoking? 

oWrite down things that 
might make your person try 
to smoke. 

Write down where your 
person has learned about 
smoking, 

INQUHtY 4 

Ahnost finished-hist box. 
Now I want you to think 
about yourself for a moment. 
Draw yourself in a room where 
other people are smoking. 

. How do you look and feel? 

What would you say to 
them about their cigarette 
smolcing mW what it is 
doing. 

Write down what you 
would say. 

Emphasize phrase jiLst 
started 

Remind chddren that they 
we in a room where other 
people are smoking. 

What would you say to 
than? 

Suggest the use of a speech 
bubble. 

Remind children to raise 
their hand if they need help 
writing. 

9 Do not suggest anything. 

Do not indicate approval 
or disapproval 

- Try to keep voice neutral. 

Ile Draw and Write hivestigative Technique has been adopted from The BEA 
Best of Health Project and Somerset Health Authority "No Ifs, No Butts" 
Study, 1994 (@ Noreen Wetton ). 

a 



Appendix Five 

Frequency Tables For The Draw And Write 
Technique 

337 



w 

C, 

N 
I Go 

in 
in 
V-4 

co 
T-4 t- 

.S - 

OR V" eft el 

I 

Zý 1 14 1 11 1 1 1 1 
.9 
.4 

IPA 

pi ý 4 
04 tý " i2 

0 
C4 1 %D 1 i z wo 

- I 
%D t-. 

; 
24 

e4 

S 

W 

to 



N 

0. %" Z V. W en 
0% 
IA 9-4 en Mb r- 

c4 
0% 

.N ob 
9 

0 oý ei 00 en 44 oo in %n 2 8 0 
1 1 eý 

1 

A !a 

0,1 Ei 1.4 l% e4 
2 ii 

i -4 m 

m 
1 

Wd mg 
00 fli An ffl vw r- c4 cý 

9 ww e4 m -! IM p« "4 en ei 

. 
', t 

Z-4 V. W e4 m 

. om 0 

Z 
c; 

L 1 

on 

* 
' 

.m 

i 
e %n -n 

vw 
en v« f4 %0 

9- 00 

i 

r- r. :3 4 r. ww (n "9 m ? 0% 

am % 9 9 % 9 % N 
I 



en 
w 

ol 
eq V-4 I V" nl e4 t; 

W) 

en 
Cý 

V: -. 

I 
kn 9-4 9.4 

I 

r- I 
0ý 

N 

cl 

C4 "*I 

I 1 

, 01 m 
"l 

a 

C'i 
- 9-1 

I 

%D 

1 

"4 

I 
4n 

I 
"' " OR $^ 

I 

n w, 
rlý rlý 

, 

in v 

,f i t 
fn 

"4 P" V" 

l 

L 

*E V, v A A "W4 12 
C4 

,4 .4 0% fft 
V" 

A 
W" 

N eq C4 

- 1-4 
9 



F- 

ce 

' IN 
1 

%* f14 
1 1 

u 1 

- 
CP% 

44 %0 e ch f14 00 

1 

1-4 
14 

p 

Co% r- r- Irý 
ww 

M 
WO en Z ei 

0 
1 Ch fq W ww 

%0 
v4 

c: -l «b e, 1 0A 
r- 

1 1 
r4 

1 1 1 

e c ei 
ein "0 

1 1 

e4 tn 

1 

-1 el 

1 1 

«a 1C 0 o it 

l3Z 
19 1 

e 

i 
N V, e oo N Da[ 

,e &IL, Z ;2 0 r- r- :s M r- en em, ? e e 

> 

% 9 9 % 9 e. 

4 

9 9 9 9 e 
R %, - 

1 1 1 1 1 
1 

, 



I- 

4" fn - f14 Ch 
m 

C) 
on V %0 in " -A VA 

co 
" 

on en 
m 

"0 V 

r-ý I I I I I 

- 

91 fft f4 W) t- w 0) A 
ýq ýq 

1 "a tn fn fft tow rý 

rs 

Ii I* " %a Ilp "t 
V- 

w0 
1 1 1 

1* " " CIO 

a V 

I 

1" %0 as 
4 I 
I 

A 
f" " t- f" t"ý 

r. ý . 
1,1.04 

'A eft " M m i l l I 

, 
ff 0-4 4-4 1" 

N fft V on "s N? 
, 

I 

ý 14 
0 ý ý ý ý 0 t. 0 



94 9-4 M %0 fi 
1-4 9-9 

0 A in fflg en Na e- "4 "4 m 0 M »ý e4 - %* -re p« 
", 

%D 
'. e: Ow Z 

1 1 1 1 
-, 

1 

ma 
0 An m en e4 en 

e cq 
1 

v« ffl -, %0 " 44 m 
le l m w ýd 1 e %r; 

.a 
pw ww ww en 

ch 
V. ý CY% 

"d l' p« o lýI m ",: lä&, W-1 

, 
c14 

, 13 m 
-0 r- «q 01 

mim 

.Z 
*d 2 qq eq 

4*b 

rjrj 0 

re 0-4 
Co m 

0 -v en «b -e " e4 Z 0 
v4 m r- 

1 

ml leI gn $j 9 

t 
0 

-e %0 
r- 
c4 

%0 
ei ein 

ww Z -- 
t"4 

tob V-4 4 4 e 
0 

'0 

ein : 



F- 

9-4 
00 en oo r- 9-1 

00 

1 

ei M wg en en 14 
V. 4 

ww 
r- 
e: 

Q gc 

00 en 

g oý 94 1-4 . 
Illý l 

0 1 %0 m m %0 !2 rý r- m f4 ei le 10 
p« "i 

bw gn e- r- c» 

e 

.. t 1 te m 01 

"4 
0 r4 in ei c4 ;, ý c4 r- v« o x Z z V% IM 

06 

18 Im " en F# %n %0 3 



00 

0 go 
C4 4 eft 12, 'r Ift *a A 

ýo 

-1: IV %a t- 914 %a in 
C4 

Wý 
40 

W) V-4 W) 'Cý e4 f4 qn 

0 en en W) W) W" v v v v 
00 

00 1ý in 00 
C4 

a Z: 
01 so -4 

a 
V-4 00 w w % W, 

V-4 eft 00 0% 44 C4 V 
r4 

0 
V-4 

ux 

' .ý0 v CD IV 0% 40 t- 3 ": 
N N %0 on fft %0 ;x C4 

v" vm4 V-4 vm4 C411 fob %D C4 
W4 

t- 
V-4 

en 
vw 

p t- -ý 
C4 

a 0 V-4 C4 e4 V" V-. 4 V-4 40 "'! v en w C4 w eq m , 

c 

&1 
1 1 1 1 1 1 11 1 1 1 1 

fob f4 f4 V a, 

cm 12 
94 el In 1.4 t- v m so V4 V" 

CD 
41 

Rz pn w t '. or t- :: A t"4 - 1.4 eft m g s 4 
1 a 

as 
so 44 A A A 

- 
" fib 

e4 eft V) 

1 
; 04 

1 0 0 0 0 0 0 
0 Zý 0 

>4 01 0 0 X H 
0 x 

lt, ý 
P-4 



I- 

z AN 1-4 "M in et a% CO, 
04 3'ý %a 9-4 ýo %q 

N en C4 t, 0ý CP% e4 V4 C4 a% ()ý 

0: 13 
Co ow on "I 

A '. 4 
1 

eft en V" %n I" r- N 
a 

N " -4 r- I* W4 '. 6 N fft r4 t- C4 

10 1 
r- P" a "R '. 4 a, in m " ,, a% Cý 

oq 
m 

qq %n t- v %n 

tot V* a% 00 00 %D 
0ý 
P" 

V-0 ýo V. -4 VM4 F l 

V-4 W4 
0, 

V. 4 1-" 
it-- 

in 
"0 

coo 
'. 4 cn 

00 

Z 9 3 P A 
W4 vo 

ca 

fs 



0 

F- 

,*9 Z tm %0 em 00 w1 ,e "r2, ch 

1 1 

rA 

CD 09 

c> w4 Ci 

A1 

1 

00 
1 

rm 

1 ,m1 

PW 
0, 

4: 
1 0 "4 M PW V% 

'zý Q 

M - cý w 1 

o 
"m Pw -1 tm e- Q '9 f4 en -e 0% -e ;1 «i 

g1 'l l« en 00 en r- g n 
00 

'"d 
-4 vý 0% rq V-4 

PM cl 1 
a 

rA " r4 ýo fi 1--4 m m M "ý 

00 
gilt 

Z 94 u) %0 lag ffl 



Appendix Six 

Semi-structured Interview Guide 

338 



Show picture of children smoking 

Tell me what you see- how do you know? 

What do you know about cigarettes? 
Why do we have them? What are they made of? 

What do you think they taste like? 
If they taste horrible, why do people still want to smoke? 

Why do you think these children are smoking? 

What can happen to children who smoke? 

Do you think that they know that smoking is bad for them? 

Who should teach children that smoking is bad for them? 

How do you think these children feel when they smoke? 

Where do you think they learned to smoke? 

How hard or easy would it be for them to stop smoking? 

Do you think these children have mums and dads who smoke? 

Are they old enough to smoke? Why or why not? 

is there an age when it is ok to smoke? 

Would you like these children to be your friends? Why or why not? 

You said smoking is bad for people. Do you think it is worse for grown 
ups or for children? Why? 



Interview Schedule 

Show pictures of adults smoldng 

Why do you think they smoke? 

What can happen to people who smoke? 

Where did you learn about these bad things about smoking? 

Can you tell me what the word cancer means? 

These smokers look healthy. If they smoke, why are they not sick? 

Lots of people smoke so there must be something good about it. Can you 
think of any good things about smoking? 

How easy or hard is it to stop smoking? Why? 

If people are smoking near you, how do you feel? 

Can you tell what passive smoking means? 

Where do you see people smoking? 

Who do you think smokes more: men or women? 

What do your mum and dad think about smoking? 

Does anyone at home smoke? 

If yes, why do you think they smoke? 
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SCHOOL: CODE: 

Liverpool 
law John Moores 

-000 

ý4C<, 

- 

University 

Mark ONE box for each question. 

1.1 AM A GIRL 

iAm 

BOY 

YEARS OLD. 

HAVE YOU EVER TRIED TO SMOKE A CIGARETTE, 
EVEN JUST ONE PUFF? 

YES(go to question 4) 
IINO(go 

to question 5) 

IF YOU HAVE YOU TRIED TO SMOKE A CIGARETTE, 
EVEN JUST ONE PUFF, HOW MANY TWIES DID YOU TRY? 

TIMES 

DO YOU WANT TO TRY (OR TRY AGAIN) TO SMOKE A 
CIGARETTE, EVEN JUST ONE PUFF? 

11 

YX EJL JS 
11 

NO DON'T KNOW 

DO ANY OF YOUR FRIENDS AT THIS SCHOOL SMOKE? ^-I 

YES L NO El DON'T KNOW I 



DOES YOUR MOTHER SMOKE? 

YES 

DOES YOUR FATHER SMOKE? 

YES [] NO 

USED TO SMOKE 

USED TO SMOKE 

DO YOU HAVE ANY SISTERS? YES 

I IF YES, DO ANY SISTERS SMOKE? 

YES II NO 
11. DO YOU HAVE ANY BROTfiERS ? YES 

NO [] 

NO 

12. IF YES, DO ANY BROTHERS SMOKE? 

YES [] NO [] 

13. DO YOU THINK SMOKING IS GOOD OR BAD FOR YOU? 

GOOD DON'T KNOW 

14. DO YOU THINK SMOKING IS GOOD OR BAD FOR GROWN 
UPS? 

QOOD 

NO 

15-DO YOU WMT TO SMOKE WHEN YOU GROW UP? 

BAD 

BAD [] DON'T KNOW 

YES Lj NO H DON'T KNOW 
* 

THANIC YOU FOR FILUNG IN TMS QUESTIONNAME 
* 
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Moderator's Guide for Focus Groups with Year 2 

Introduction: 

Hello my name is and I work at John Moores University in Liverpool. As 
you know, we are interested in learning what you think about smoking. Today I would 
like you to tell me your thoughts on why children smoke and how you think we can 
stop children ftom becoming smokers. There are no right or wrong answers. I just 
want to hear what you think or feel about the questions I ask. I am going to tape the 
discussion so that I can remember what we have said but nobody will hear the tape 
except me. This is not a test but what each of you have to say is very important so 
please remember not to copy each other's answers. It is also very important to be 
honest and give the answer you think is best, even if you do not agree with what the 
other children have said. 

When I ask a question you don't have to raise your hand to answer. But it is very 
important that I hear all of your answers. So when you have something to say, please 
wait until the person talldng stops talldng or until I call your name. Are there any 
questions? 

Warm up: 

Now, you all know each other but I don't know you so we need to introduce 
ourselves. I would like each of you to say your first name and to tell me what your 
favourite tv show is. I'll Stan. My name is and my favourite show on tv 
is . Now lets go around the table and say your first name and tell us 
your favourite tv show. 

(Allow each child a moment to say their name ) 

Questions: 
What can you tell me about smoking? 
If smoking is such a bad thing, should grown ups be allowed to do it? 
What about children, should they be allowed to smoke? 

2. Show pictures of young smokers and say-9 
I am going to sbow you this picture of this boy and this gid wbo are 11 
years old and they are smoking 

Why do children try out smoking? 
How would you feel if your ffiends started to smoke? 
What can happen to children who smoke? 
Children who try out smoking, will they smoke when they am grown up? 
Tell me some ways that we can stop children from trying out smoking9 



3. At what age do you think children should learn about smoking? Why? 
What should children learn about smoking? 
Who should teach children about smoking? 

4.1 want you to pretend that you are the teacher. What is the one message you 
would teach your class about smoking? Ask someone what I me= by this. 
( Give blank sheet of paper and few minutes to write down their message) 

5. What activities would you like to do in the classroom, to nuke sure that you do 
not start to smoke when you are bigger7 

7. Advertising: Show picture 
What can you tell me about this picture? 
Where do you see this kind of picture? 
Do you think that this picture makes people want to smoke? 

Wrap up 

Unfortunately we are almost out to time. if I could just go over the main points that 
you that have told me. (Identify the major themes of the participants' responses and 
summarise them) 

Closing Statement 

I want to thank you all very much for talking with me today. Your answers have really 
helped me to understand what you really think about smoking. Are them a" last 
questions? OK, you can all return to your classes. 
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