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ABSTRACT

The ability to identify adolescents who are at risk for

becoming smokers may prove useful in developing effective

smoking prevention programs. The purpose of this stUdy was

to assess the importance of familial smoking behaviours on

adolescent smoking patterns. The results were based on

responses to The Grade 7 Lincoln County Smoking Survey

designed by Chudzik and Partington (1994), and are a part of

the "Peer Assisted Learning Program· (PAL) presented by the

Niagara Regional Health Services Department, with the co

operation of a local Board of Education (Region of Niagara).

The results indicate that 12% of the total group of 450

Grade 7 student respondents were current smokers at the time

the data were collected (13% males and 11% females), while

more than 37% of individuals indicated that they had tried

smoking previously. Of the individuals who were classified

as smokers, 11% reported that they smoked because their

parents smoked, but only 6% reported that they smoked

because their siblings smoked. More concerning, however, is

the finding that 4% of smokers reported that they felt

pressured to smoke by their relatives. In a society that is

becoming increasingly concerned about health, it is also

alarming to observe that only 50% of the respondents within

this sample reported that there were no smokers

(parents/siblings) in their homes. The results also

indicate that 33% percent of respondents had grandparents
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who continued to smoke, and 53% of respondents indentified

other relatives who continued to smoke.
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CHAPTER on I TO PROBLBII

Introduction

This study proposes to investiqate the relationship

between adolescent and family smokinq behaviours. Results

from the 1990 ontario Health Survey indicated that 22% of

ontario youth aged 12-to-19 years smoked cigarettes

regularly. In Canada, 90' of current smokers started

smoking before 20 years of age (Heart and Stroke Foundation,

1991) and the average age of initiation to tobacco was

approximately 12 years of age.

Cigarette smoking is responsible for more than 38,000

deaths in Canada annually (Collishaw & Leahy, 1991).

Cigarette smoking is linked to a number of diseases, most

notably coronary heart disease and lung cancer (Collishaw &

Leahy, 1991).

Tobacco is highly addictive and adolescent

experimentation with cigarettes can lead to a dangerous,

life-long dependency (Focus on Tobacco, 1993). Since

smoking has been identified as the single most preventable

cause of morbidity and mortality, it is important that the

adolescent be educated and encouraged to maintain a smoke

free lifestyle.

Increased awareness of the harmful effects of c~garette

smoking has led to: (i) an increase in smoking prevention

programs (Health Canada, 1994), (ii) legislation preventing

the sale of cigarettes to minors (Tobacco Control Act,

1994), and (iii) restricted pUblic smoking areas (Tobacco
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Control Act, 1994). However, adolescents continue to smoke.

Studies of the prevalence of cigarette smoking show

that adolescents are smoking more, even though the

population, in general, is smoking less (Survey on Smoking_

in Canada, 1994). The 1994 findings by Addiction Research

Foundation showed that between the years 1991 and 1993,

there was a 50% increase in smoking among Grade 7 students

(from 6% to 9%). Conversely, Canada's Health Promotion

Survey (Health Canada, 1994) reported that the prevalence of

smoking had decreased across all age groups by approximately

30%.for males and 10% for females between the years 1965 and

1990.

According to the Survey on Smoking in Canada (1994),

between 1991 and 1994 the prevalence of smoking for

individuals between 15 and 19 years of age increased by 4%

to 27%. In the survey of 1,000 respondents (aged 15-to-19

years), 26% of males reported smoking and 29% of females

reported smoking (Survey on Smoking in Canada, 1994).

Almost all (84%) began to smoke before the age of 16.

Overall, the prevalence of smoking among all Canadians (aged

15 years and up) is unchanged from 1991 at 31% (Survey on

Smoking in Canada, 1994).
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Rationale

If adolescents continue to smoke despite increased

efforts toward formalized smokinq prevention education, and

if the rate of family smokinq remains hiqh, then community

health-based education programs should be directed toward

families.

Evidence from previous research studies indicates that

there is a distinct relationship between familial smoking

behaviours and an adolescent's propensity to smoke. The

review of research on adolescent substance abuse by Botvin

and Botvin (1992) found that substance use by parents,

siblings and friends was the most important factor for

smoking initiation by adolescents. Similarly, Bonaquro and

Bonaquro (1989) reported a positive association between the

use of tobacco by parents and the use of tobacco by

children. other studies by Marston, Jacobs and Singer

(1988), sunseri and Alberti (1983), and Miller and Slap

(1989) supported the prediction that adolescents were more

likely to smoke or use other substances if their parents

smoked or used other substances.

Family dynamics may influence the behaviours of

children. For example, Eiser, Morgan, Gammage and Gray

(1989) found that parental attitude to smoking was a more

important direct predictor of an adolescent's smoking

intention than parental smoking behaviour. That is, when

parents opposed smoking, adolescents (aged I1-to-16) were
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less likely to smoke. Wills and Vaughan (1989) also found

that parental support was inversely related to an

adolescent's decision to use substances. That is, when

parental support of the adolescent was high, the likelihood

for an adolescent to use substances was low.

Purpose

In the present study, the role of family smokinq

behaviours was measured in relation to adolescent smoking

behaviours. An adolescent is defined in this study as an

individual between 11 and 19 years of age. The range for

this sample is 11-to-13 years of age. If smoking continues

in spite of smoking prevention education, and if the rate of

family smoking is high, then educational programs should be

re-directed away from the adolescent-aged student and

targeted toward the family unit.

Environments that support non-smoking as the norm in

the home, at school and in the community are fundamental in

preventing and reducing tobacco use by adolescents (Health

Canada, 1994). The main purpose of this research stUdy was

to assess the relationship between adolescent smoking

behaviours and the smoking behaviours of family members in

this sample.

O~jectiv8S

The Objectives were: (i) to determine whether
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adolescent smoking behaviour in the Niagara Region is

different from adolescent smoking behaviours in other

studies, (ii) to determine the relationship between familial

smoking behaviours and an adolescent's likelihood to smoke,

and (iii) to identify changing patterns in the structure of

the family, in order that community health educators will be

able to modify smoking education programs to better meet the

needs of adolescents.

ae.earch Hypothesis

There is no relationship between adolescent smoking

behaviours and the smoking behaviours of family members in

this sample.

Ho: Adolescent" smoking behaviour is not related to

family smoking behaviour.



CHAPTER TWO: REVIEW 01' RELATED LITERATURE

Introduction

As a response to the many health risks associated with

cigarette smoking, the Ministry of Education and Training

and the Ministry of Health have made a commitment to smoking

prevention programs for adolescents. If smoking prevention

is to be effective, it is important for educators to know

the determinants associated with an adolescent's decision to

try smoking cigarettes and/or become a smoker (Health

Canada, 1994). There is a considerable amount of research

which has been done to investigate the predictors of

adolescent smoking. Gatchel, Baum and Krantz (1989)

postulated that it is predominantly social and psychological

factors which influence people to smoke. Adolescents

respond to social pressures to imitate peers, family members

and other role models. In Botvin's 1992 review of

adolescent tobacco, alcohol and drug use, the author stated

that social and environmental factors played a major role in

promoting and maintaining substance use. Botvin suggested

that initiation and early stages of substance use are

promoted by a variety of influences including cognitive,

attitudinal, social, personality, pharmacalogical and

developmental factors. According to Botvin, an impo~tant

precursor to adolescent use of substances is the use of

substances by parents, siblings and friends.

In their review of smoking prevention programs, Garcia,

d'Avernas and Best (1988) named social factors as being
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associated with adolescent smoking onset. Pressure from

peers, parental and family role models and mass media

influences were considered antecedents to an adolescent's

decision to smoke.

social Learninq Theory

One possible explanatory theory which provides the

basis for forming a useful framework to explain an

adolescent's decision to smoke is social learning theory

(Bandura, 1977). Social learning theory, described by

Bandura, suggests that environment plays an important role

in a child's development. Children learn how to behave

through modelling and reinforcement, and through observing

role models and the consequences of their behaviour

(Bandura, 1977). These beliefs may be considered normative,

in that they are widely accepted; for example, the child who

observes family smoking accepts smoking as a part of aging

or maturation or normal adult behaviour. Normative beliefs

that support tobacco use are established if the child is

exposed to important people in his/her life who smoke,

portray norms and attitudes favourable to smoking and serve

as role models (Bauman, Foshee & Haley, 1992). Bauman et

aI's survey of 212 adolescents (aged 12-to-14 years),

indicated that sociological factors may have predisposed an

adolescent to smoke. For example, adolescents whose parents

smoked were more likely to become smokers than adolescents
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whose parents did not smoke.

According to Bandura (1977), observation of role models

who smoke suggest to the adolescent that smoking is not only

socially acceptable, but smoking is considered to be

important by the adolescent because smoking gives an

adolescent popularity, maturity and acceptance. Knowledge,

attitudes and beliefs affect the adolescent's susceptibility

to social influences (Botvin, Botvin & Baker, 1992). This

study of 916 adolescents (aged 12-to-14 years) also showed

that the adolescent's normative expectations about cigarette

smoking were important determinants of smoking initiation.

SUbjects were found to overestimate the prevalence of

smoking of adults and peers. Botvin (1992) suggested that

this was the result of the high visibility of smokers,

(e.g., mannerisms, smell of smoke) and the perception

created by cigarette advertisers.

Duryea (1991) suggested that studies about imitative

learning overlook nonverbal communication. In Duryea's

review of the nonverbal communication literature, a

distinction was made between peer "persuasion" (verbal), and

peer "pressure" (nonverbal: gaze, stance, space, gesture

and facial expression). That is, body language and facial

expression were important in a child's observation of the

model. Role models who portrayed positive health behaviours

such as "pushing away an offer of a cigarette while shaking

the'head" (Duryea, 1991) were influential in the
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adolescent's acceptance of constructive health actions.

The Role of the ~..ily

Gordon (1986) conducted a longitudinal study of 2,385

adolescents (aged 12-to-13 years) from Massachusetts and

California. First the author divided the sample into

"triers," "current smokers," and "never smokers" for

comparison. The results indicated that: (i) "Triers" were

more likely to have at least one parent who smoked than

"never smokers", (ii) there was no significant difference

between the parental smoking behaviours of the "triers" and

"smokers", (iii) parental smoking influenced the initiation

of smoking by the adolescent but did not maintain

adolescent smoking, (iv) "smokers" were more likely to have

a friend or friends who smoked than "non-smokers" and

"triers."

Glynn, Greenwald, Mills and Manley (1993) reviewed the

progress of youth tobacco use prevention strategies in the

United states. Glynn stated that controlling the rise in

tobacco use by American youth had not been successful in the

last decade. Glynn cited the strongest predictors of

adolescent tobacco use as: (i) having parents who smoked;

(ii) having best friends who smoked; (iii) having dropped

out of school; (iv) having had poor academic progress; (v)

having had early positive attitudes about smoking; and (vi)

having indulged in other risk-taking behaviours. A total of
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75% of adolescent smokers came from families in which one or

both parents smoked (Glynn et al., 1993). The influence of

the family on youth tobacco use could not be overestimated.

Parents and siblings who smoked provided early negative role

models for children and, conversely, parental and sibling

non-smokers and quitters provided positive role models.

Additonally, early and consistent advice about the effects

of tobacco use throughout childhood and adolescence may have

provided a strong buffer for prevention of the adolescent

uptake of smoking (Glynn et al., 1993).

Chassin, Presson, Sherman and Edwards (1992) examined

psychosocial mediators of the effects of parental education

attainment on adolescent smoking behaviours. The stUdy used

a longitudnal design' in which 765 sUbjects (aged 11-to-17

years) were surveyed. Results suggested that less educated

parents were less likely to set smoking abstinence as a goal

for their children and were less likely to encourage them to

achieve it (Chassin et al., 1992). Once smoking behaviour

was prevalent in a sQcial group, its prevalence served to

maintain the behaviour through modelling and increased

opportunities (Chassin et al., 1992).

Sussman, Dent, Stacy, Sun and Craig (1993) in a one

year behavioural study of California adolescents in 48

junior high schools, found that social influences were among

the most important determinants of adolescent cigarette

smoking and that most such use began in a peer group
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context. Sussman referred to two main types of social

influences which facilitated adolescent tobacco use: (i)

Normative social influence referred to pressure applied by

the peer group to make youth act in ways to achieve group

acceptance (e.g., offers to smoke cigarettes), and (ii)

informational social influence which referred to more covert

pressure applied to make young people adopt social values

favourable to tobacco use. These values were acquired from

statements made by peers, from tobacco advertising or from

parents, movies or videos (Sussman et al., 1993). Results

from the questionnaire data showed that adolescents who

smoked were more likely to report siblings or close friends

who smoked than non-smokers were.

In the research of Botvin (1992), the authors measured

the accepted beliefs about smoking in a sample of 916 Grade

7 and Grade 9 students in New York state. The authors

reported that the prevalence of perceived peer smoking and

the prevalence of perceived adult smoking were significantly

related to adolescent smoking. These correlations provided

evidence that the normative expectations of the adolescent

about cigarette smoking were important determinants of

smoking initiation, suggesting that, if adolescents believed

that their friends arid families accepted certain smoking

behaviours, then they were more likely to adopt similar

smoking behaviours.

Even though adolescent smoking behaviours are generally
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developed within the peer context, it is important to

recognize that the ultimate decision to smoke may reflect

previous events and conditioning within the adolescent's

life.' These previous conditions and events were largely

contributed to by family and environment in the normal

adolescent. The adolescent's normative belief that smoking

was socially acceptable (Botvin, 1992) was reinforced when

the adolescent believed that smoking was necessary for

acceptance into the peer group.

Eiser et al., (1989) surveyed 10,579 students (aged 11

to-16 years) from 10 schools in Bristol, England. A path

analysis was performed to predict intention to smoke from

the variables: (i) smoking status, and (ii) parental

smoking. The variable "parental smoking" had a significant

positive effect on intention to smoke, although the measure

of parental smoking was more predictive of adolescent

smoking status (Eiser et al., 1989).

Research by Sunseri and Alberti (1983) also showed a

correlation between parental smoking and adolescent smoking.

In an experimental study of 1,143 American children (aged

10-to-14 years), Sunseri found that students who smoked were

more likely to have mothers and fathers who smoked than

students who did not smoke.

Marston et ale (1988) conducted a survey of high school

aged students in California to determine substance use in

this cohort. In the Marston study, 843 high school students
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were questioned about their use of substances, including

tobacco. Adolescents who reported being non-users of

tobacco more often reported having parents who were non

users of tobacco.

Several Canadian surveys have shown a correlation

between adolescent smoking behaviour and the smoking

behaviour of their parents. The "Tobacco Survey of Grade 7

Students" conducted by Detmold in 1993 showed strong nuclear

family and extended family influences on adolescent tobacco

use. Of the 1,748 students who participated in the survey,

79% of the student smokers had extended family members who

smoked. Similarly, the Tobacco and Youth Survey carried out

in North Bay by Stewart, Wilkinson and Cotgreave (1993)

found that students who reported being from families without

smokers were more likely to indicate that they had not tried

smoking, compared to students who reported being from

families where smoking was prevalent. In addition, students

who reported being from families without smokers were more

likely to indicate that they would not try a cigarette soon,

compared to students who reported being from families where

smoking occurred. In the North Bay study, 600 students from

Grade 7 and Grade 9 completed written questionnaires. It

was also found that if parents had quit smoking, their

children were at a reduced risk of becoming smokers.

Taylor (1993) undertook a qualitative study of 10 focus

groups of 6-to-10 students each in ontario Secondary
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Schools. Many of the participants stated that the family

had a great influence over whether someone began to smoke.

In cases where parents or siblings smoked, students not only

considered smoking as a normal behaviour, but they also

reported they had access to cigarettes. In many cases,

family members gave them their first cigarettes and

encouraged them ~o .try smoking (Taylor, 1993). Conversely,

one student commented that his father's smoking-related

illness influenced him not to smoke (Taylor, 1993).

The Heart and Stroke Foundation of ontario (1991)

reported that parental smoking-was a major influence in an

adolescent's decision to smoke. In households where both

parents smoked, 33% of teens (aged 15-to-19 years) were

smokers; with one adult smoker, 21% of teens smoked; and

with no adult smoker, 13% of teens smoked.

Similarly, in a study by Lauer and Ackers (1982) in

Iowa, the authors demonstrated an association between the

smoking habits of 2,156 children (aged 12-to-18 years) and

the smoking habits of their parents. Children with non

smoking parents were significantly less likely to be smokers

than children with smoking parents (Lauer & Ackers, 1982).

Among the regular smokers, there were twice as many subjects

whose parents smoked as there were SUbjects whose parents

did not smoke (Lauer & Ackers, 1982).

Parental smoking mayor may not be the stimulus to

smoke cigarettes for high risk youth. Sussman et ale (1993)
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investigated a cohort of high risk youth among a sample of

1,518 students in 12 California high schools. Regular

(weekly) smokers were more likely to report: (i) having a

close friend who smoked, (ii) planning to become a smoker in

the future, and (iii) placing a lower value on health than

light smokers (less than weekly). Sussman found that of six

socioenvironmental categories (father, mother, sibling,

other relative, close friend and other adult), high risk

youth were most likely to report siblings' smoking and close

friends' smoking as influencing them to smoke.

It appeared that males and females may be influenced

differently by parental smoking behaviours. Clayton (1991),

in a review of literature, revealed that external pressures

such as peer and parental smoking were important to both

males and females but in different ways. For example,

younger adolescent females (aged I1-to-13 years) were more

affected by peers' smoking behaviours than males (aged 11

to-13 years), whereas older adolescent males (aged 14-to-17

years) were more affected by peers' smoking behaviours than

females (Clayton, 1991). Several studies showed that

parental smoking predicted smoking in female adolescents but

not in male adolescents (Clayton, 1991). Other variables

positively related to the frequency of adolescent smoking

were found to be: (i) siblings who smoked, (ii) low

supportiveness of parents, (iii) low parent expectations for

success of the stUdent, and (iv) low participation of the
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parents in the student's life (Clayton, 1991).

In an earlier study in Boston by Williams (1973) of 386

Grade 9 students, the author reported that parents' smoking

behaviours had a stronger influence on females than on

males. The results of the Williams survey in 1973 showed

that females who smoked were most likely to have parents who

smoked. However, male adolescents who began to experiment

with cigarettes as a result of other influences adopted

higher levels of smoking faster if their parents smoked

(Williams, 1973). The Williams study (1973) also pointed to

a positive correlation between siblings' smoking behaviours

and male and female adolescent smoking•.

It was not only familial smoking behaviour that was

influential in an adolescent's propensity to smoke; attitude

also played a part. Eiser et ale (1989) found that the

direct effect of parental opposition to smoking was high,

especially in younger adolescents. In the Eiser et ale

(1989) study, 10,579 students (aged 11-to-16 years) answered

questionnaires on smoking habits and intentions. Wills and

Vaughan (1989) also found that parental support was

inversely related to an adolescent's decision to use

substances. Wills and Vaughan (1989) surveyed two l~rge

groups of Grade 7 students from Manhattan four times over a

two year period using a questionnaire that included

psychosocial variables, coping patterns and substance use.

The authors found that although peer support was positively
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-related to smoking, adult support was inversely related.

wills suggested that adult support made adolescents less

susceptible to modelling the behaviours of peers.

The Williams study (1973) also showed that parental

attitude toward smoking was related to adolescent smoking.

According to Williams, parents who expressed disapproval of

smoking were likely to decrease an adolescent's intention to

smoke.

In a 1983 study by Nolte, smith and O'Rourke of 5,409

Illinois students (Grades 7-to-12), the researchers found

that parental smoking behaviour was associated with the

doubling of the youth smoking rate whereas parental attitude

was associated with a fourfold increase.

Although there is some evidence of a correlation

between parents' smoking and adolescents' attitudes toward

smoking, several researchers have not supported this.

McNeil et a1. (1989), in a study of predictors of adolescent

smoking uptake, found that prior experimentation with

cigarettes, having a boyfriend or girlfriend who smoked, and

being drunk were the strongest predictors of smoking

initiation. In this Bristol study of 2,159 adolescents

(aged 11-to-13 years}, parental smoking and attitudes were

not predictors of smoking initiation. In a British survey

conducted by Goddard (1992), the authors found that parents'

smoking behaviour had little effect on children's smoking if

there were siblings who smoked. However, this may have had



a significant influence if there were no siblings who

smoked. Goddard (1992) interviewed secondary school

students on three occasions. Those students who started

smoking during the study were found to be those in lone

parent families, whether' or not the parent was a smoker.

18

allmmary

Although there appears to be a number of personality

and environmental factors which contribute to the risk for

an adolescent to smoke, most research supports a

relationship between smoking behaviours of family members

and smoking behaviours of adolescents.



CHAPTER THREB: KETBODOLOGY

overview

This project was developed as the result of an

evaluation of the PAL (Peer Assisted Learning Program)

delivered annually to Grade 6 students in the Lincoln County

Board of Education. Cigarette smoking by adolescents has

become an issue of increasing concern as knowledqe of its

harmful effects has increased. The intent of the initial

PAL evaluation was to develop effective smoking prevention

education strategies. However, the theme of the present

study was to determine whether a correlation existed between

family smoking behaviours and smoking behaviours of

adolescents.

Research Desiqn and sample

The data were collected through a self-report

questionnaire survey (Appendix A) of 449 Grade 7 students

from 29 schools, randomly chosen from each of the four

geographical areas of the Lincoln County Board of Education.

This sample represented 32% of the total of 1,477 Grade 7

students in the Lincoln County Board of Education. There

were approximately equal numbers of males and females

ranging in age from ll-to-13 years of age.

The questionnaire was administered following a

standardized protocol: students were given written

instructions and any questions they had about particular

items were answered (Appendix C). All questionnaires were
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labelled with a school code. Students were informed that

all answers were confidential and that they should not write

their names on the survey.

Instrumentation

The Grade 7 Lincoln County Smoking Survey (Appendix A)

consisted of 38 questions generated from a literature review

that focused on adolescent smoking behaviours in Canada and

the United states. In March, 1994, two Grade 7 classes (n =

45) participated in a pilot testing session designed to

determine the validity, timing and clarity of the

questionnaire and the procedures. After slight

mOdification, the final 38-item instrument was organized to

focus on the following variables: (i) personal use of

cigarettes, (ii) reasons for initiating smoking, (iii)

reasons for not becoming a smoker, (iv) peer and family use

'of cigarettes, (v) origin of cigarettes, (vi) smoking

cessation desire, (vii) source of information and education

about smoking, and (viii) selected demographic variables.

In addition, there were 18 questions testing the SUbjects'

knowledge about tobacco health effects.

One hundred fifty-one participants answered an

additional questionnaire (Appendix B) consisting of six

questions which surveyed specific issues in familial smoking

behaviours.
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Lt.itation8 and Delt.itation8

1. It was not possible to survey all Grade 7 students in

the Lincoln County Board of Education. Therefore, a

stratified random sampling method was used. The Board was

divided into four geographical areas. An equal number of

schools was randomly chosen from each of these areas.

2. Adolescent re~ppndents may not have reported smoking

behaviours accurately. Data were cross-checked for accuracy

in reporting (i.e., pertinent questions were asked in

different ways).

3. Reading comprehension may have varied. To ensure that

the respondents understood the questions, the examiners read

each question to the class, allowing time for the

participants to answer.

4. There was a danger in the examiners giving information

in the introduction of the surveyor while reading the

survey questions and accompanying script (Appendix C) which

affected the way in which the participants answered. To

avoid "examiner bias," the survey was administered by four

pUblic health nurses who were briefed to ensure consistency.

Procedure

Verbal permission was granted by the Lincoln County

Board of Education to survey the students. Parental

permission was not required; smoking prevention education is

mandated by the curriculum department. Arrangements were
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made through each school principal to administer the

questionnaires (Appendix D). Data from The Grade 7 Lincoln

County Smoking Survey were manually transferred to

"Scantron" computer readable cards for the purpose of

analysis. The Scantrons were entered into a computer for

data compilation. Permission was granted by Niagara

Regional Health Services to analyze the data (Appendix F &

G). Throughout, the completed surveys and data were

securely stored.

Data sets were used to determine the relationship

between smoking behaviours of Grade 7 students and the

smoking behaviours of their family members. The specific

variables included: (i) smoking behaviours of the

respondents, (ii) age" when adolescent tried first cigarette,

(iii) number of cigarettes smoked in one day, (iv) reason

for starting to smoke, (v) where adolescents smoke, "(vi)

reasons non-smokers gave for choosing not to smoke, (vii)

smoking behaviours of friends, (viii) smoking behaviours of

relatives, (ix) source of cigarettes, (x) pressures to

smoke, (xi) source of smoking information, (xii) whether

adolescents discuss smoking with their parents, and (xiii)

parental approval of adolescent smoking. The results of all

findings were documented and reported to the Lincoln County

Board of Education and Niagara Regional Health Unit.



CHAPTER I'OUR: RESULTS

Characteristics of the sample

There were 237 male and 212 female respondents from 29

schools in the Lincoln County Board of Education. The

average age for the 449 respondents was 12 years old. The

average age did not differ between males (x = 12 +/- 0.5)

and females (x = 12 +/- 0.8).

smoking Behaviours of the sample

Almost 12% of the respondents (N = 449) indicated that

they were current smokers at the time of the data

collection. When differentiated by gender, the results

indicated a greater percentage of males (13%) reported

smoking versus females (11%). A total of 37% of the

respondents reported having tried smoking. In addition,

more males (42%) than females (30%) reported having tried

smoking (x2 = 6.95, probability 0.01). Most of the

"triers" were in the 11-to-12 year old group when they tried

smoking. A comparison of the proportion of "triers,"

smokers and non-smokers is presented in Figure 1. Within

the proportion of smokers category, the rate of smoking was

further subdivided into occasional smokers (under three

cigarettes daily), low rate of smoking (three to five

cigarettes daily), and high rate of smoking (six or more

cigarettes daily). The results indicated that occasional

smokers comprised 8.5% of the total group while low rate

smokers and high rate smokers comprised 2.2% and
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1.1% respectively.

In response to "where do you smoke?,· most individuals

indicated that they smoked out of doors, followed by pUblic

places and others' homes. For those respondents who

indicated that they smoked, 5% indicated that they smoked at

home.

Characteristics of the Bon-Saokers

The reason given for not smoking differed between males

and females. "Maintenance of positive health" was the

reason more often reported by females (84%) than by males

(79%). However, "effects on sports" was reported more often

by males (59%) than by females (32%). "Parental attitude"

was given as a reason more often by males than females for

not smoking. In total, 55% of male respondents and 46% of

female respondents reported parental attitutes as

influencing their decision not to smoke.

Source of Information About Smoking

Although 14% of the total sample reported their home as

the most important source for information about smoking, 59%

reported that they received most of their information about

smoking from school. The media (17%) and friends (11%) were

the other sources of smoking information. Interestingly,

81% of the respondents reported having had the PAL program

or another smoking prevention program.
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ReaSOD for starting to Smoke

In total, 11% of the smokers stated that they smoked

because their parents smoked, while 6% of the respondents

reported that they smoked because their siblings smoked

(Figure 2). These two reasons for smokinq were equal across

male and female respondents. Furthermore, the results

indicate that 4% of the smokers reported getting cigarettes

from home, While 4% of the individuals who were classified

as smokers reported that they were pressured to smoke by

their relatives. Approximately 12% of the smokers reported

"friends smoke" as a reason for smoking, while 7% reported

that they smoked to "fit in."

Smokinq Behaviours of Family Kambers

The study participants were questioned about the

smoking behaviours of their family members (Figure 3). The

'results showed that 33% of the fathers smoked and 28% of the

mothers smoked. Further, the data indicated that 10% of the

respondents had a brother who smoked, while 9% had a sister

who smoked. The largest cohort of family smokers were the

grandparents and other relatives. Almost 34% of

grandparents and 53% of other relatives were reported as

being smokers. In a society that is becoming increasingly

concerned about health, it is surprising that only 19% of

the sample had no relatives who smoked. Male and female
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respondents reported very similar smoking behaviours in

their family members. To determine the number of

respondents who lived in a smoke-free household,

grandparents were excluded from the analysis. It was

assumed that the subjects lived in nuclear rather than

extended families (i.e., father, mother and siblinq[s]).

Results of the fr~qqency procedure showed that 50% of the

total sample had a least one family member in the home who

smoked. More than 17% of the respondents had two parents

who smoked, 44% had one parent who smoked, 10% had a sister

who smoked, 9% had a brother who smoked and 10% had both a

parent and a sibling who smoked. It is of great concern

that only one-half of the respondents had a smoke-free home.

smoking Behaviours Among Self-Reported Smokers

and Their Relatives

Within the sample of self-reporteQ smokers (12% of the

total group), fewer than half of the respondents indicated

that their fathers smoked (40%) and 53% indicated that their

mothers smoked. App~oximately 17% of the cohort of self

reported smokers reported that they had a sibling who

smoked. Nearly 32% reported that they had a grandparent who

smoked and 53% reported that they had other relatives who

smoked. Only 9% of the cohort of self-reported smokers

reported that they had no relatives who smoked. It is also

important to note that adolescents who smoked had a higher
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number of smokers in the family than the general sample. It

would also appear that maternal smoking was an important

factor in an adolescent's decision to smoke.

Female smokers reported higher rates of smokinq by

their relatives than did male smokers. The results were:

father smokes (males 30%, females 52%); mother smokes (males

47%, females 61%); brother smokes (males 13%, females 22%);

sister smokes (males 17%, females 17%). However, 33% of

male smokers reported that their grandparents smoked, while

slightly fewer (30%) of female smokers reported that their

grandparents smoked. When the male and female smokers in

the sample were examined in more detail, 28' reported that

both of their parents smoked, while 64% reported having one

parent who smoked. These rates were considerably higher

than the smoking rates of the parents of the total sample in

which 17% reported that both parents smoked and 44%-reported

that one parent smoked. Sibling smoking rates were reported

as: brother (17%), sister (17%) for the smokers; and brother

(9%), sister (10%) for the total sample.

In an addendum to the original questionnaire (n = 151),

the results indicated that a higher percentage of the

respondents reported being smokers, (15% of males and 18% of

females), than reported being smokers in the total sample

(13% of males and 11% of females). Surprisingly, 94%

reported that they did not discuss smoking with their

parents.
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Of this group of 151 respondents, a large percentage

reported that family members had quit smoking: father, 26%;

mother, 23%; brother, 3%; sister, 1%; grandparents, 21%; and

other relatives, 27%. Almost 7% of the participants (n =

151) reported that their parents would approve of their

smoking. Males reported a slightly higher parental approval

rate (8%) than females (6%).

Chi square tests were used to determine the

relationship between parent smoking behaviours and

adolescent smoking behaviours. Table 1. shows the

organization of the chi square. The finding is significant.

In a second chi square analysis (Table 2.), a

significant relationship was observed between one parent

being a smoker and an adolescent being a smoker.

No significant relationship was observed between a

brother being a smok~r and an adolescent being a smoker.

However, a significant relationship was observed between a

sister being a smoker and an adolescent being a smoker. (x2

= 4.463, probability 0.04).

No other significant relationships were observed

between familial smoking behaviours and adolescent smoking

behaviours. The results indicate tha~ one parent being a

smoker has a more profound effect on the likelihood of an

adolescent to smoke than the influence of both parents being

smokers. However, while both parents being smokers is

significantly related to the likelihood of an adolescent to
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smoke, many of these respondents may have come from single

parent families and would therefore be ineligible.



adolescent
non-smoker

adolescent
smoker

mother and father
non-smokers

335

38

mother and father
smokers

61

15

33

x2 = 5.53, probability < 0.02

Table 1. The relationship between parent
smoking behaviours and adolescent smoking behaviours.



adolescent
non-smoker

adolescent
smoker

mother or father
non-smoker

232

19

mother or father
smoker

164

34

34

r = 9.8, probability < 0.002

Table 2. The relationship between one parent being a
smoker and. an adolescent being a smoker .



CHAPTER )'IVB: DISCUSSIO)f

While 12% of the subjects considered themselves to be

smokers, 37% reported having tried smoking. These smoking

rates are equal to or lower than those reported in other

Canadian studies. The Alberta Tobacco Survey of Grade 7

students (Detmold, 1993) showed a 25% rate of smoking, more

than double the smoking rate of the Lincoln County stUdy.

However, a discrepancy was noticed in the data between the

number of self-reported smokers (12%) and the number who

responded to the question "where do you smoke?" in which 38%

reported the whereabouts of their smoking and 62% reported,

"I don't smoke."

The percentage of "triers" in the Lincoln County study

was also lower than that in other studies. In the Alberta

study, 47% of the subjects reported having tried smoking

compared to only 37% in the Lincoln County study. Health

Canada (1994) reports that one-half of Canadian school

children have tried smoking by age 12.

It is interesting to note that 81% of the subjects in

this study reported having received smoking prevention

education in school. When questioned about their main

source of information about smoking, more than half reported

school as the source, with media, home and friends being

less often reported as sources of their smoking information.

In the present study, 50% of the respondents reported

at least one smoker in their home. This is consistent with

the data reported by the National Clearing House on Tobacco
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and Health (1994) which stated that 50% of Canadian children

are exposed to environmental tobacco smoke in their home.

Smoking by parents and siblings cannot be discounted in

the-adolescent's decision to smoke. Adolescents who

reported being smokers themselves reported a much higher

rate of smoking by parents and siblings. Maternal smoking

had the most effect (i.e., of those adolescents who smoked,

almost twice as many had mothers who smoked as did the

adolescents in the total sample). Smoking behaviours of

grandparents and other relatives outside the home did not

differ between the smoking adolescents and the general

sample. These findings would indicate that the home

environment has the strongest impact on the child's social

learning~regarding smoking behaviour.

An interesting finding was that female smokers reported

a much higher rate of smoking in both their fathers and

their mothers than male smokers did. These findings

indicate that the smoking behaviours of parents have a

greater effect on the female adolescent's propensity to

smoke than on the male adolescent's propensity to smoke.

It is alarming that 5% of the respondents reported that

they smoke at home and that 8% reported that they smo~e in

others' homes. Smoking prevention education should include

education of parents, including: making their homes

tobacco-free, identifying the parents as role models,

presenting non-smoking as the norm, discussing addiction and
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tobacco use realistically, and supporting anti-tobacco

legislation.

Responses by 4% of the sample that they get cigarettes

from ·their parents and from 4% that they are pressured to

smoke by a relative are clear indicators of the need to

educate families about the addiction and danger of tobacco.

Further, in the sub-sample of 151 subjects, 94% reported

that they did not discuss smoking with their parents and 7%

reported that their parents would approve of their smoking.

An effective way to prevent adolescents from smoking may be

to encourage adults to quit smoking and to promote smoke

free families. Given that 50% of the respondents have

immediate family members who smoke and .that adolescents are

at a reduced risk of smoking if their parents quit smoking,

it follows that smoking cessation education for parents and

siblings would be of value. Pregnant women and young

parents should also be target groups for anti-smoking and

smoking cessation education.

Parents also need to be educated about the dangers of

adolescent smoking and need to be discouraged from supplying

cigarettes to their children. A change in attitude and

behaviour among long-standing tobacco users could be

beneficial in changing tobacco use patterns among

adolescents. Wills and Vaughan (1989) found that adult

support made adolescents less susceptible to modelling

smoking behaviours of peers. with more smoke-free
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environments and less exposure to smokers, students would be

more sensitive to the effects of smoking and perhaps less

likely to begin to smoke, and, if they are smokers more

likely to quit.

Health Canada (1994) reports that a combination of

educational and environmental measures is more likely to

affect behaviour change in the student population than

education alone. A recent study found that Grade 6-to-8

students who received both classroom-and community-based

smoking prevention programming had much lower smoking rate~

at the end of high school than students who received only

the classroom program (Perry, Kelder, Murray, & Klepp,

1992).

There are ways in which families could be effective in

providing environmental and social support for non-smoking.

Parents could' be involved in program planning and

reinforcing anti-smoking initiatives in the community and at

home. Family discussion could be generated by providing

children with homework that involves parents.

The impact of school-oriented programs may not always

be effective. In groups where students are likely to quit

school at an early age and may be exposed to smoking at

home, there is an increased need for multi-faceted health

promotion intervention. For example, parents and other

siblings could be reached through workplace smoking

prevention education and through mass media.
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There were gender differences in responses of the non-

smokers. Males gave "parental attitude" as a reason for not

smoking more often than females did. These findings may

have implication for differential teaching strategies for

males and females. The ontario Heart and Stroke Foundation

(1994) reported that, in 1966, females made up only 34% of

smokers in the 1?-~o-19 year age group. In 1993, they

comprised 60% of that group (Heart and Stroke Foundation,

1994). King (1992) reports that females increase smoking

dramatically from age 11 (5%) to age 13 (20%). Increased

knowledge of the psychological and social development of

teenage girls would assist in the design of more effective

smoking prevention programs for female adolescents.

Many studies (Bonaquro & Bonaquro, 1989; Botvin &

Botvin, 1992; Chassin et al., 1992) show the importance of

peer influence on an adolescent's initiation into smoking.

In this study, only 12% of the respondents gave "friends

smoked" as a reason for smoking, while 11% gave "parents

smoke" as a reason for smoking, and 6% gave "siblings

smoke." The tendency to conform to group norms in

adolescence increases until mid-adolescence (Botvin &

Botvin, 1992) and it is conceivable that, in this sample,

peer influence will increase in subsequent grades.

Longitudinal studies following adolescents from Grade 7 to

the end of high school would be indicated.

As parental influence declines and the influence of
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peers increases, smoking prevention program planners may

elect to include peer leaders as part of the instructional

strategy. By modelling social skills, peer leaders can help

counteract social pressures on adolescents to smoke.

Students may also be influential in helping other students

to quit smoking.

since situational and environmental influences are

shown to be predictive of adolescent smoking, smoking

prevention strategies based on a social influences model may

be the most effective educational approach. The social

influences approach assumes that the influences in the

child's environment are major determinants of whether the

child will become a smoker (Bertrand & Abernathy, 1993). In

this teaching technique, the child is taught the abilities

and skills necessary-to withstand the social pressures to

smoke. Although students may be aware of direct pressure to

smoke from peers, they may not be aware of indirect, subtle

pressures of family members or the media. If students

recognize and identify these influences, they will be better

prepared to resist them. These skills can be taught through

role playing and group discussions in the classroom. Botvin

(1992) divides these skills into: (i) personal skills such

as problem solving, decision making, goal setting and

anxiety reduction; and (ii) interpersonal skills such as

effective communication, social interaction, and

assertiveness. social .influence strategy also aids in
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correcting normative expectations regarding the social

desirability of smoking and the number of people who smoke.

The social acceptibility of smoking has an impact on

children and adolescents. Although hazardous and addictive,

cigarettes are easily obtained. Parents, schools and

communities working together to restrict sale of cigarettes

to minors will help to de-normalize tobacco as will the

Tobacco Control Act (1994), which makes it illegal to smoke

on school property.



CHAPTER SIX: COHCLUSIOII

The literature has shown that the social context in

which adolescents live has an impact on their behaviour.

The influences of family and friends are instrumental in the

formation of the adolescent's health behaviours. The

development and maintenance of smoking behaviour as a result

of social learning is well documented (Botvin & Botvin,

1992; Millar & Hunter, 1990).

This research was developed to assess the relationship

between adolescent smoking behaviours and the smoking

behaviours of family members to determine the extent to

which family smoking.behaviours increase the likelihood for

an adolescent to smoke.

The PAL smoking prevention program. has been delivered

to Grade 6 students in the Lincoln County Board of Education

since 1989. In this study a high percentage of respondents

reported having received PAL or another smoking prevention

program. However, 37% of respondents report that they are

smokers or have tried smoking. These findings suggest that

the programming being offered is not sufficient to attain

large scale reductions in smoking experimentation and

initiation among adolescents. Prevention goals may be

attainable, possibly.through a broader educational approach

as outlined in chapter five.

Efforts to prevent smoking need to target the child

before the age of 12. Many children are exposed to adult

role models who smoke. Health Canada (1994) reports that
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one third of young smokers (aged lS-to-19 years) began

smoking before the age of 13. Detmold (1993) reported that

by the age of 8, 13% of children in the study had tried

smoking. Distinguishing the variables that can identify

children likely to become smokers may lie in conducting

longitudnal studies.

Education efforts must continue to include teaching

that tobacco is an addictive drug and the cause of disease

and premature death. It must be made clear that tobacco

smoke harms the non-smoker as well.

Teaching about social influences, building self-esteem

and training in refusal and coping skills are essential

components of smoking prevention education. Advertising

pressure of cigarette companies remains an issue even though

legislation bans tobacco advertising in Canada.

School-based intervention should not be limited to

. classroom presentations. A comprehensive approach linking

policy, environment and curriculum is necessary for

effective smoking prevention in adolescents.

Although the school setting is an important focus for

reaching this age group, it is not the only context for

smoking prevention action. Because of the important

influence of the home environment, community-based and

family-based smoking prevention and cessation are equally

important.
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SMOKING SURVEY

1. Age , O. Do any of your friends smoke 7

2. i. male b. -= female
a.
c.

all
one

b.
d.

some
none

11. Do any of your relatives smoke1
3. Have you ever tried smoking cigarettes? This

means even one puff. 2. father b. mother

a. __ yes b. __ no c. brothers d. sisters

e. grandparents f. __ none
4. How old were you when you tried your first

cigarette7 (Write 0 if never tried a cigarette.)

a. __ years old

g. other

5. Did you first try a cigarette by yourself or with
friends?

a. __ self b. __ friends c. __ other

6. How many cigarettes do you usually smoke in one
day?

12. Where do you get cigarettes?

a. friends b. grocery store

c. home d" corner store

e. pharmacy f. __ other

g. ven.ding h. _ I don't smoke
machine

, 3. Has a sales person given you a "special dea'" on
cigarettes7

a.

c.

none b. __ less than 3

d. _ 6 and over
2. cheaper b..· __ single cigarenes

d. no

7. Why do you think you started to smoke
cigarettes?

a. I have never smoked

c. small pack e. __ I do not buy any

b. .most of my friends smoked , 4. Has a store refused to sell you cigarettes?

c. my parents smoked a. yes b. __ no

d. _ my brother/sister smoked c. never tried to buy any

15. Does anybody pressure you to smoke?
e. __ fit in with a group

f. __ look older

g. control my weight

h. other _

a.

c.

friends

relatives

b. __ other students

d. __ no one

8. Where do you smoke7 16. Have you tried to Quit smoking?

a. home b. __ public places a. no b. __ 1-2 times

c. other's home d. __ outside c. 3 or more d. __ I don't smoke

'7. If you are a smoker, would you attend a "Quit
smoking" program/group?

e. t don't smoke

9. If you are a non"smoker, why did you choose not
to smoke?

a. __ yes b. no

. ~9

, 8. Where do you get most of your smokino
information?

a. cost b. appearance

c. illegal d. parents

e. sports f. __ addiction

g. health h. __ unpleasant taste
and smell

i. __ other

a.

c.

friends

school

b.

d.

'nome

media
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a.
c.

P.A.L.S. b.
no

other

20. Ho\,y did you feel about these non-smoking classes?

UKED DISlIKEO PASS

a. Understanding advenising/social pressure g 0 0

b. Role-playing (Skits) g G 0

c. Learning effects of tobacco on my body g Q 0

d. Interviewing/Surveys 9 ® 0

e. Tips on "How to Say No" g 0 0

f. The laws about smoking g 0 0

Now a few questions about Cigarettes & Smoking,lI"

21. Smoking cigarettes is a form of drug use. T F

22. Most smokers are !!.Q.t addict.ed to cigarettes. _T_F

23. Smoking can cause heart attacks. _T_F

24. Smoke from other peoples' cigarettes can damage your health. _T _F

25. A person whose friends smoke is more likely to smoke. I F

26. Cigarette smoking is a leading cause of death in Ontario. _. T _F

27.. It is illegal for people under 18 years to buy cigarettes. _T _F

28. Smoking is relaxing. _T _F

29. After just one puff of a cigarette, the heart beats faster. _T F

30. The only cancer caused by smoking is lung cancer. _T _F

31. Smoking is glamorous, fun and sophisticated. _T F

32. Mare than 70% of Canadian a.dults do not smoke. T _F

33. Smoking reduces a person's athletic ability. _T F

34. Smoking during pregnancy can harm the baby. _T _F

35. Cigarette advertising can influence people to start smoking. _T F

36. Smoking is allowed in all public places. T _F

37. A smoking habit becomes associated with certain activities. T F

38. Name three things you can do to refuse cigarettes. ~U'.

a.
b.
c .

• ~~u!A;,nl 7. 1994



APPENDIX B

SMOKING SURVEY

39. Has anyone in your family quit smoking?

50

Yes No

If yes, indicate their relationship to you.

40. Please write in the line below where you get most of your
information about the effects of smoking on your health.

41., Please indica,te the number of cigarettes you smoke daily"

42. Do you ever talk about tobacco use with your parents or
guardians?

43. Who provides tobacco related information to you in
school?

44. If you smoked, would your parents or guardian approve?
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APPENDIX C
This survey Is be'ing carried out with various grade 7 students from the

lincoln County Board. The information thet we receive from you will be Important
to help us plan ou,r future programs. This survey Is strictly confidential. Do not
put your n8me on It, fold It tn half when you are finished 10 nobody else leeI your
answers. Therefore, answer 8S honestly 8S possible. There are no right or wrong
answers fof the sectJon dealing with survey questions.

1. Write In the age you are today.

2. Check one that applies to you.

3. If you've only ever had one puff to experiment you would still check yes.

4. Write the age you first tried a cigarette. Write "0" if you've never tried one.

5. Other means anyone else other than with your friends.
Add d never tried.

6. ••.

7. Check 8S many of the reasons 8S you feel apply to you. If you check the
"other" response, fill In what that reason was in the blank provided.

8. Check as many of the answers as you feel apply to you.

9. Check as many of the reasons as you feel apply to you.
Answer only if you are a non smoker

10.

11. Check as many of the answers 8S you·feel apply to you. If you check the
"other" please write your answer on the line provided.

12. '"Check ~s many of the aRswers as you feel apply to you.

13. Check as many of the answers as you feel apply to you.

14.

15. Check as many o~ "~he answers 8S you feel apply to you.

16. If you Ire presently smoking or have quit smoking answer how many times
you have tried.

17. If • group started In your school about strategies or ways to help you quit
smoking, would you attend. Answer onry if you are a smoker.

18. Only choose one response. .'

19. RA" is PALS. This consisted of 6 classes which were given by the school . ~

nurse or the teacher. It involved such activities as role.playlng, skits and
surveys.

~B" is other. This would mean any other type of classes offered by your
teacher.

"C" is no. This means you did not receive any classes on smoking.

20. Choose one of these responses which best describes how you feel about
these activities. Circle or "x" either like, dislike orpass.

Pass refers to those of you who have never had smoking classes in these
areas.

21. This last se.ction has to deal strictly with students' general knowledge about
smoking issues. Choose the response that you feel is correct for each
.question. Only choose one response.

•

I
!,
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HEAL TH SERVICES DEPARTMENT
Office of The Medical Officer of Health
573 Gienridoe Avenue, P.O. Box 3040
St. Catherines, Ontario l2A 7£3
Telephone: (905) 688·3762
Toll Free: '·800·263·7248 FAX (905) 682·3901

April 7, 1994

Dear Principal,

Niagara Reqional Health Services has collaborated with Harvie
Hagerty, of the Lincoln County Board of Education, to provide your
teachers and students with the most up to date curriculum in the
area of health promotion.

Doctor Richard Schabas, Chief Medical Officer of Health has
identified Tobacco Use as the most important pUblic health problem
in ontario, with the vast majority of smokers becoming addicted in
their teens. If we are to eff.ect change and protect our youth from
future disability and premature death we must work together to
provide the state of the art smoking prevention programming_

As new research and relevant strategies for smoking prevention
become available, it is necessary for us to evaluate the
effectiveness of the present smoking prevention program. The
program evaluation tool we wish to employ is that of a survey of
grade seven students in your school. This survey will take
approximately 30 minutes for the Public Health Nurse to administer
and is designed to assess the students' smoking behaviours and
their knowledge about tobacco use. The results of this survey will
assist us to identify the strengths and the "weaknesses in our
present smoking prevention program and in the development of future
programming. ._.

Yours sincerely,

Karen ChUdzik, R.N., B.Sc.N~

Health Promoter
Tobacco Use Prevention

)~~~~
Harvie Hagerty
Coordinator Physical
Education and Health
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III,

NAME --=::~::;-:..'"_~;.......;,;..l'j --

COURSE

DATE

IMPORTANT

-e:::::::1U"SE HB OR NO.2 PENCIL nil ':;f,,)
1 2 3 4 5

• EXAMPLE: CA:J rAJ _ CDJ CEJ

• ERASE COMPLETELYTO CHANGE

~:.T-';~ .].

ctp CO:'! C:O~1 C(J.1-,

~ C1] C:lJ $"

L2J C2J cZJ C2J
C3J $' C3J C3J

GP up GfJ .up

r:iJ tiJ CiJ Ci=l.~

C6J CiJ CiJ qp

c::p cp t.7J r:p

ClP C1P L3J C8J
C9J cg:J cgJ .•. L:i?

T F
4600 tSi CCJ r:tP [£.3

T F
76 l'JO~ t:CJ CO] CEJ

T F
91~ CBJ CCJ [OJ CEJ

T F
3200..CCJ !:OJ l:EJ

T F62 t'A] CBJ f.cJ rm CEJ
T F

92~ CBJ CCJ QJJ CEJ

T F
33 L:4."J iIIiiU":CJ 0:0 CEJ

T F78sa 1::aJ CC:J t:tn CEJ

T F19CiJi7,} CBJ cc::n::m CEJ
T F

3400" CCJ [OJ l:EJ
T F

4900 C'I& CCJ CCJ [£J

T F
350tJ - CCJ COJ CEJ

T F
95 CAJ CSJ CCJ COJ CEJ

T F
3&-' CSJ CCJ COJ CEJ

T F
51 CAJ [S) CCJ [OJ [E:J 81 d:J • CCJ [OJ L"EJ

T F
22S9 CSJ te:l COJ CEJ

T F
82~ CBJ CCJ COJ CEJ

T F
97 CAJ CBJ CCJ [OJ eEl

T F
5300 l"lJi"rCCJ COJ CEJ

T F83 CA-l CB] t:CJ rm f..EJ

T F
54"CSl CCJ [OJ [E] 69~ In r.:C:·1 i.:O:J CEJ

T F
84 r;-AJ raJ CC) rm f.:E:l

,. T, F, , ,,..55 .:x., ~. ce..,= ..E:::

T F
71 GXJ 1::tr.'1 LC:J err.. ::EJ

QUESTIONS 101
THROUGH 250
CONTINUE ON

THE OTHER
SIDE

T F72W [g .. :,::C:} .. 0 :E!

T F
~ A,: f5: . C' 0 LEJ

.' T F30 ~-.A . £8J ~·:c:: .0 'E
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Health Studies Program
Brock University
St. Catharines, Ontario
L2S 3Al
(905) 688-5550, ext. 3385

FAX (905) 688-0541

REQUEST FOR PERMISSION

Dr. Megan Ward, MD.,
Medical Officer of Health,
Niagara Regional Health Services Depannlent,
St. Catharines, Ontario
L2R 7E3

May 17,1994

Dear Dr. Ward,

Two employees with the Niagara Regional Health Services Department are
currently'enrolled in the degree of "Master of EducationU

, at Brock University. Karen
Chudzik and Betsy Partington have chosen to complete their degree requirements by
working through thesis projects in the area of adolescent cigarette smoking.

Although Karen and Betsy will defend their projects separately, they have decided
to base their research on the earlier work of the Grade Seven Cigarette-Smoking Survey.
As you may recallt the Grade Seven Cigarette Smoking Survey was a collaborative project
betw~n the Lincoln County Board of Education and the Health Promotion Division of the
Niagar~ Regional Health Services Department.

Currently, the data is in survey form and is held by the Niagara Regional Health
Services Department. As their thesis project supervisor, I am requesting that the data be
released to Karen Chudzik and Betsy Partington, so that they may use the data in their
thesis projects.

As is consistent with the rules for ethical research at Brock University, 'all data will
remain confidential, and no individual subjects will be identified by name or identification
code. The responses to the survey will be transcribed to "Scantron recording sheets" so
that the data can be uploaded to a computer for statistical analyses. The original surveys
will then be returned to the Niagara Regional Healt}l Services Department. The electronic
data set will be used in the specific analyses related to the theses projects, and will not be
used for other projects without written pennission of the Niagara Regional Health Services
Department.

If you have any questions or conlments regarding this proposal please feel free to
contact me at your earliest convenience.

Sincerely,

William J. Montelpare, Ph.D.,
Director,
Health Studies Progranl

3
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HEAL TH SERVICES DEPARTMENT
Office of The Medical Officer of Health
573 Glenridge Avenue
St. Catharines, Ontario L2T 4C2
Telephone: (905) 688·3762
Toll Free: 1-800-263-7248 FAX (905) 682-3901

23 June 1994

Dr.Wm.J.Montelpare, Director
Health Studies Program
Bro,ck University
St.Catharines, Ontario
L2S 3A1

Dear Dr.Montelpare,

In reply to your letter of 17 May 1994, it is gratifying to k.now that Karen
Chudzik and Betsy Partington are progressing well in the Brock University program,
and are now prepared to undertake the·ir Masters degree thesis projects.

As you noted, the Grade Seven Smoking Survey was undertaken with the
cooperation of the Lincoln School Board as an evaluation of the PALS education
offered to grade 6 students through the Adolescent Health Program of the Health
Services 'Department. The survey was initiated as a collaborative project of the
Adolescent Health Program in the Nursing Division and the Tobae'co Use Program in
the Health Promotion Division, which was recently reorganized as the Healthy
lifestyles Division under the direction of Ellen Wodchis. The Epidemiology Division
provided consultation on survey design and sampling strategies. The request that
these data be released for the purposes of analyses and'reporting by Karen Chudzik
ar:'d Betsy Partington has been conditionally approved by the responsible prog'ram
manager and division directors.

The conditions for approval of the release of the data collected in the Grade
Seven Smoking Survey, now held by the Health Services Department are that:

1) Data entry, analyses and interpretation will be completed
under your direct supervision;

2) Survey forms, and a copy of the entered data set [in ASCII
format] will be returned to the Health Services Department
when data entry is completed;

3) Confidentiality with respect to the identity of specific
schools will be protected in any written or verbal reports of
the findings;

4) Niagara Regional Health Services Department and the
Lincoln School Board will be acknowledged in publications
of the findings;

MORE.FIBRE, LESS FAT: HEALTHY EATING'S WI/ERE IT'S AT



5) Information required to document and monitor the status of
these projects, and reports of the findings will be provided
to the Health Services Department.

With respect to the last condition, we are currently in the process of developing
internal guidelines for research involving Health Services Department staff, premises
and clients. These will include provisions for the review of research proposals,
monitoring and reporting on the status of research projects by a Research Committee.
It tlas been proposed that the position of Research Coordinator on this committee be
filled by the incumbent Director of the Epidemiology Division. Although the Research
Committee has not yet been formed, it would be appropriate to direct copies of the
research proposals and further information regarding these projects to Dr.S.L.Ritat,
current Director of Epidemiology.

Under these conditions, we are pleased to release the Grade Seven Cigarette
Smoking Survey data to Karen Chudzik and Betsy Partington for analyses and
reporting of results as their theses work.

With regards,

Megan Ward,MD,MHSc,CCFP,FRCP(C)
Medical Officer of Health

cc:
Ms. Ruth Ferguson, Director of Nursing Division
Ms. Ellen Wodchis, Director of Healthy Lifestyles Division
Ms. Hazel Ann Blew, Manager of Adolescent Health Program
Ms. Betsy Partington, Adolescent Health Program
Ms. Karen Chudzik, Tobacco Use Program
Dr. SL Rifat, Director of Epidemiology
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