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SUMMARY

The goal of this study is to explore different
risk factors for smoking and look at the
relationships between knowledge, attitudes, and
behavioral intentions regarding smoking among
schoolchildren, in order to reduce teenage smok-
ing. To achieve this goal a self-administered
questionaire regarding smoking was provided to
schoolchildren in the 7th and 8th grades in one
junior high school in Jerusalem,

The schoolchildren were exposed to 10—12
hours of a smoking prevention intervention
program. The questionaire focused primarily on
the personal characteristics, social environment,
knowledge, attitudes, practices, and behavioral
intentions of the children.

Crosstabs were performed on each variable to
determine if significant associations exist among
the different variables. The statistical computer
package, SPSS PC, was used to manipulate the
data along with Chi-square test.

The findings were as follows :

About 11% of the children aged 12—14 have
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ever smoked or are smoking currently, and about
24.0% of those who ever smoked started smoking
at the age of 10. Boys smoke more(p<.01),
poorer students(by self-perception of school per-
formance) smoke more, and those who had peers
who were smokers were more likely to smoke(p
<.05).

The percentage of the children who reported
that either father or mother smoked was about
30%, but no statistical association was found be-
tween parental smoking and children’s smoking,
although trends were noted in the expected direc-
tion, i.e. more smokers among children of
smokers, Only 1.1% of the children intended to
smoke in the future, and 98.0% of the children
indicated that they can or they might be able to
withstand social pressure.

Seventy percent of the children demonstrated
medium to high knowledge about smoking, Males,
8th graders, better students, and those without
friends who smoke had higher social pressure
showed more negative attitudes(p<.01). Those
with non-smoking siblings showed more negative
behavioral intentions regarding smoking(p<.01),
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and Dbetter students showed more negative
behavioral intentions. Those who had higher
knowledge scores showed more negative attitudes
towards smoking, but not significantly so. Those
who had very negative behavioral intentions
showed highly significant negative attitudes
towards smoking(p<.01).

I. INTRODUCTION

1. Introduction

Smoking is now recognized as one of the most
damaging, health risking personal habits. The
earlier one starts smoking, the greater the likeli-
hood of subsequent adverse health consequences,
such as heart disease and lung cancer(Brink et.
al, 1988). Yet many young people are still begin-
ning to smoke despite the obvious dangers to
their health(Greenberg & Deputat, 1978).
Adolescents adopt different patterns of behavior
and life-styles, some of which are not conducive
to their present or future health(Bewley, 1986).

Behaviors detrimental to health are embedded
in a complex milieu of social forces that often
overwhelms educated rationality. Increasing
knowledge about the effects of life-style on
health does not necessarily lead to changes in
attitudes about the social significance of
behaviors like smoking(McAlister, 1979) or to
behavioral change.

Many interventions have attempted to reduce
smoking in various populations(McAlister, 1979 ;
Arkin et al, 1981 : Best, 1988), and most of them
emphasized the need to examine more fully the
context in which some young people adopt the
smoking habit. Experimenting with cigarettes and
the subsequent adoption of smoking often begins
during childhood or early adolescence(Coe et. al,
1982 ; McCaul et al, 1982 ; Nolte et al, 1983).

Because of the addictive nature of smoking it
may be easier to persuade people not to take up
the habit than to help them to break it(O’Connell
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et al, 1981). It is important to know at what ages
children begin smoking, which children are most
likely to acquire the habit and what forms of in-
tervention are likely to be effective, Sound infor-
mation on prevalence, knowledge, attitudes, and
behavioral intentions provides an important plat-
form for planning and monitoring programs of ac-
tion,

2. General purpose

The goal of the study is to explore different
risk factors for smoking initiation and look at the
relationships between knowledge, attitudes, and
behavioral intentions regarding smoking among
schoolchildren, in order to plan better preventive

program to reduce teenage cigarette smoking.

3. Specific objectives

1) To study the prevalence of smoking among
schoolchildren by age, gender, grade, parental
smoking patterns, sibling smoking, and peer
smoking in a junior high school.

2) To determine whether children’s degree of
knowledge regarding smoking is related to
their peer smoking, self perception of school
performance, and smoking practices.

3) To determine whether children’s attitudes re-
garding smoking are related to their self-per-
ception of school performance, and self-rating
of ability to withstand social pressure.

4) To determine whether children’s behavioral
intentions regarding smoking are related to
their sibling smoking, and self-perception of
school performance.

5) To determine whether there is relationships
between knowledge, attitudes, and behavioral
intentions regarding smoking.

4. Literature review

The survey undertaken during 1986 in Ten
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countries of the WHO’s European region included
questions on smoking behavior covering present
consumption and past experience with tobacco
use. The survey included representative samples
of 11, 13 and 15 year old children. Smoking
prevalence among 11 year olds is low in most
countries among both boys and girls and there
were clear national or cultural differance such as
Israel and Sweden reporting very low levels of
smoking while others such-as Switzerland,Spain,
Hungary and Austria report relatively high rates
of occational smoking, especially among the boys.
Already by the age of eleven 30% of boys and
20% of girls have tried smoking and in most
countries there is a dramatic increse in overall
smoking prevalence between the ages of 11 and
13. The smoking prevalence rates for the 15 year
old group shows 4 to 5 fold increse in habitual
daily smoking compared with 13 year olds(WHO,
1989). '

Israel has the lowest prevalence rate among 15
year olds when compared with the other Western
European country, but these rates increase mark-
edly when they reach the age of 18. The pro-
portion of adult smokers over age 20 in Israel was
37% in 1989 which shows a gradual increase from
1987(Ministry of Health, Education, and Labor in
Israel, 1989).

Cigarette smoking has been identified as the
single most important source of preventable mor-
bidity and premature mortality in each of the
reports of the U. S. surgeon general produced
since 1964(Fielding, 1989).
directed towards discouraging smoking stressed

Propose actions

that smoking is one of the greatest health
hazards of modern times and yet is avoidable
(WHO, 1975). It has been estimated that an av-
erage of 5 1/2 minutes of life is lost for each
cigarette smoked, on the basis of an average re-
duction in life expectancy for cigarette smokers
of five to eight years. Cigarette smoking is the
most important modifiable risk factor for coronary
heart disease and also the most powerful risk fac-

tor predisposing to atheroscleotic peripheral-
arterial occlusive disease. Smokers in the age
range of 40 49 appear to have the greatest in-
crease in stroke mortality as compared with
non-smokers. There is an association with smok-
ing and lung cancer, cancer of the larynx, oral
cancer, carcinoma of the esophagus, cancer of
the bladder and cancer of the pancreas(Fielding,
1989). Experimental evidence confirms the pres-
ence of carcinogens and irritants in tar from ciga-
rette  smoke,  Pathological studies show
precancerous changes in the bronchial epithelium
of men who smoke and of experimentally exposed
animals. The known harmful components of
smoke include tar, nicotine, and carbon monoxide,
and a reduction in the first two has been
associated with decrased risk. There is an in-
verse association between smoking and birth
weight. The infants born to women who smoke
during pregnancy weigh an average of 200gm less
than those born to non-smokers, due to the direct
retardation of fetal growth. Infants of smoking
mothers show marked decreses in length and in
the circumference of the head, chest, and
shoulder (Fielding, 1989).

The development of the smoking habit is re-
lated to environmental faétors, social factors and
personal factors. Young people’s actions reflect
the attitudes, values and norms of the society in
which they live(Olds, 1988). According to
Erikson, adolescents must establish their own
identity or be caught in confusion regarding their
role. As they approach adulthood ,teenagers will
contend with establishing intimate relationships
or remaining socially isolated. Decisions regarding
life-style and vocation are most important. Peer
and social spheres are expanding, and adult social
and cognitive skills need to be developed. The
development of the adolescent characterized by
vacillation and ambivalence, family relationships
supportive but tumultuous, peer relationships in-
tense but unstable, development of skills in indi-
vidual and group relationships, increasing involve-
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ment with opposite sex, developing independence,
self-image, becoming more responsible and
discovering reality of the world(Stanhope &
Lancaster, 1988). If young people see smoking as
normal social behavior, with few environmental
restrictions on where and when people can
smoke, those who wish to behave as ’adults’
could see smoking as one way of doing so. The
influence of cigarette advertising campaigns and
promotional strategies can associate smoking with
fun, risk taking, and maturity. The portrayal of
smoking in a positive way through the media
might reinforce positive beliefs about smoking
and encourage children to smoke(WHO, 1989).

A child or adolescent’s peer group exerts the
greatest influence on development. It is with and
through the peer group that a variety of develop-
mental tasks are accomplished. Peers permit the
individual to try out and even fail in new skills,
to validate thoughts, feelings, and concepts, and
to receive acceptance and support as a unique
person, Conversly, a peer group can place
demands and pressure on the individual to con-
form that create feelings of being uncomfortable
or even inferior, The alanced effect of this peer
influence can be positive at times, negative at
others, and almost always lasting(Stanhope &
Lancaster, 1988). Adolescents are continually
comparing themselves to their peer and making
judgements of their own normality based on these
observations, Adolescent feel most comfortable
when they are just like their friends and
age-mates(Whaley & Wong, 1987).

The concept of peer pressure has been consist-
ently identified as a factor influencing smoking
behavior among young people, Having a ‘best
friend” who smokes is a strong predictor of ado-
lescent smoking. Young people who do smoke,
usually ‘smoke with friends’ and smoking clearly
represents a sociable activity for them{Perry et
al, 1986 ; Olds, 1988). Many young people exper-
iment with smoking in groups, and peer approval

is an important mechanism for maintenance of
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the habit. For these reasons, helping young
people develop the confidence and skills to resist
social pressure to smoke could contribute to a re-
duction in smoking(McAlister, 1979 ; Finn, 1981).

The parent’s influence is the first and most im-
pressive throughout a child’s life(Nemir and
Schaller, 1975). The child needs parental love and
support, Parental guidance, knowledge, and
experiences continue to be used by childern as
resources for verifcation of their own fast
developing repertoire of behaviors. Parental
values, ideas, and expectations become a spring-
board for adolescents to develop their own.
Although adolescents may diverge or digress from
parental points of view, the influence remains and
eventually affects decisions and behaviors
(Stanhope & Lancaster, 1988). Parental smoking
behavior and parental attitudes to smoking have
been consistently associated with smoking among
young people. Children from homes where no
adults smoke and /or where parents would disap-
prove are less likely to become regular smokers.
Parental influence appears to be strongest during
the transition from ‘experimental’ smoking to
‘regular’ smoking (WHO, 1989).

Smoking is an important part of self-image for
young people. Among young children smoking
may represent a tough, adult image.
Contradicting the positive images of smoking, and
helping' young people develop their self-confi-
dence and social skills would contribute to a re-
duction in smoking prevalence(WHO, 1989). One
study found that boys and girls who socialized
more often with those of the opposite sex were
more likely to begin smoking or to increase the
amount smoked(Bank et al, 1978). However, it
appears that already in adolescence, smokers
have a greater interest in the opposite sex and
more success in establishing relationships with

" the opposite sex(Walron & Diane, 1989).

Knowledge and beliefs about smoking have
been shown to be related to subsequent smoking
behavior. Young people who do not smoke are

—423—



more likely to hold negative beliefs about smok-
ing, and adolescents who smoke have less knowl-
edge about the health risks of smoking(WHO,
1989). Bandura reports that belief in one’s ability
to perform a specific behavior is an important
link between knowing what to do and actually do-
ing it. Health education which simply provides
health information, and increases an individual's
desire to a particular behavior does not lead a
behavior change(Lawrence & McLeroy, 1986).

Health education aims to motivate the person
to take the information and do something with it
to keep himself healthier by avoiding actions that
are harmful and by forming habits that are ben-
eficial. School health education aims to conserve
or improve the health of schoolage youth and
give them guidelines for healthful living all of
their lives(Banks, 1978). School heath education
seeks to provide learning experiences which will,
favorably influence individual health behavior,
and ultimately family and community as well
(Waldron & Diane, 1989).

When examining health education campaigns
and supporting materials from the 1960’s, it is ap-
parent they were based on a very simple under-
standing of adolescent health behavior which
linked knowledge directly with behavior, They
assumed that well-informed young people would
respond in a medically rational way to information
about future health risks. Whilst provision of in-
formation about the health risks of smoking my
have helped confirm the intentions of some young
people not to smoke, such approaches were not
consistently shown to be effective in reducing
teenage smoking(Tompson, 1978). Most of the
educational activities of a smoking control pro-
gramme are aimed at motivating people to stop
smoking. Many smokers do wish to give up the
habit but feel unable to do so by themselves.
This means that they need either instruction or
support in their efforts to stop smoking. The en-
couragement of young people not to take up
smoking-as the one certain protection against the

health hazards of cigarettes-is of vital import-
ance(WHO, 1975). Health knowledge of some
kind is probably necessary before a personal
health action will occur, but the desired health
action will probably not occur unless a person
receives a cue strong enough to motivate him or
her to act on the knowledge he or she has
(Green, 1980). The most appropriate age of
smoking intervention is the age in which smoking
onset is greatest(from the sixth grade up)(Glynn,
1989). The subject should be presented clearly
and effectively to children, as part of a health
education component of the curriculum in schools.
It is essential that teachers, parents, and
members of the health professions should set a
good exampleby refraining from smoking them-
selves. At the least, they should aviod smoking
in the presence of children, The point that
moking is an educational and social problem with
health consequences does not appear to have
gained adequate recognition(WHO, 1975). Health
education programs must include kowledge of
what to do, skills to do it, and incentives for do-
ing it, in order to adondon the negative unhealthy
behavior or adopt a healthy behavior (Lawrence
& McLeroy, 1986).

. METHODOLOGY

1. Data collection

A short self-administered questionnaire regard-
ing smoking was provided to 98 7th graders and
117 8th graders in one junior high school in
Jerusalem(total 202 children). The questionnaire
included demographics, parental smoking habits,
smoking habits of siblings and peers, and chil-
dren’s behavioral intentions regarding smoking, as
well as their feelings when they enter a room
where there are smokers, and knowledge and
attitudes towards smoking.

The schoolchildren were then exposed to 10—12
hours of the ‘To Breathe Clean Air’ smoking pre-
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vention program. This program was designed for
7th and 8th graders and involves group work
methods under the teacher’s supervision,

2. Description of the intervention progam

General characteristics of the program are as
follows :

The program includes five lessons , with each
lesson consisting of 5 components :

— An explanation of the goals of the lesson.

— An explaination of the tasks to be done in the
lesson,

— Detailed instructions on how to carry out the
tasks, including preparation of materials
needed for the class.

— Worksheet pages necessary to carry out the
task.

— Background information pages.

Lesson 1. Beliefs and facts about smoking.
Lesson 2. Smoking and non-smoking adults.
Lesson 3. Advertisement of smoking.
Lesson 4, Health consequences of smoking,
Lesson 5, Social pressures and smoking.

3. Statistical Analysis

The analysis was done using the SPSS
packaged program. First, the frequencies and
percentages of each variable were determined.
Then chi-square tests were done to assess the
statistical differences between the independent
variables age, gender, grade, respondents’ smok-
ing, parental smoking patterns, parent’s occu-
pation, sibling smoking, and peer smoking and
their relationship to the dependent vanables
knowledge, attitudes and behavioral intentions of
smoking,

The questionnaire contains 13 knowledge
questions, with those giving correct answers get-
ting 1 point and those giving incorrect answers

getting no points, so when students correctly
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answered all the knowledge questions they got 13
points. In order to relate student knowledge to
the independent variables, the knowledge scores
were collapsed into 3 categories : low knowledge
(0—8 points), medium knowledge(9—10 points),
and high knowledge(11—13 points).

There were 4 attitude questions. Those who
showed a negative attitude towards smoking got
1 point and those who showed a positive attitude
towards smoking got no points, Thus when a
student showed a negative attitude towards
smoking on all attitude questions they got 4
points, To relate attitude to the independent
variables, attitude was collapsed into 2 categories
:very negative attitude(4 points) versus not so
negative attitude(3 points or less).

There were 4 behavioral intention questions,
Those who answered negatively got 1 point and
those who answered positively got no points, so
when the student showed very negative
behavioral intentions with regard to smoking they
got a total of 4 points. To analyze behavioral in-
tention with the independent variables it was col-
lapsed into 2 categories : very negative intention
towards smoking(4 points) versus not so negative
intention(3 points or less).

There were 7 questions related to satisfaction
with specific aspects of the program. Three
points were allocated to those who answered ‘I
learnt a lot’, 2 points to those who answered °‘I
learnt some’ and 1 point to those who answered ‘I
learnt a little’. The highest possible score was 21
points. To relate satisfaction to the independent
variables, satisfaction was collapsed into very sat-
isfied(15—21 points), and somewhat satisfied
(0—14 points).

5. Limitations

The study population i1s a selected group in one
school and may not be representative of the entire
school population in Jerusalem, so it is unclear to
what extent the results are generalizable.
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There is no comparison group because there are
two types of schools in Jerusalem which include
7th and 8th grades :

(a) elementary schools with 1st—8th grade

students and

(b) high schools with 7th—12th grade students.

The intervention program for the prevention of
smoking was introduced to 7th and 8th graders in
all the elementary schools in Jerusalem that in-
clude 7th and 8th grades. If we had used compar-
able grade levels in a high school setting, it
would not be appropriate because the younger
students are very much influenced by the more
senior students.

The reliability of the questi‘onnaire was not
tested and the degree of the accuracy of self-re-
port is not known, although the questionnaire was
purposely kept anonymous to minimize report
bias(Martin & Newman, 1982).

. RESULTS

1. Description of the General characteristics of the
study population.

In table 1, the findings show that 185 subjects were
participated, and the age range was from 12years to 14
years old. Female subjects were slightly more prevalent
and there were fewer 7th graders,

Table 1. Distribution of the Study Population by
Age, Gender, and Grade.

No %
Age(yrs.) 12 38 21.0
13 93 53.0
14 46 26.0
Gender Male 78 43.0
Female 105 57.0
Grade 7th 88 48.0
8th 97 52.0
Total 185 100.0

With regard to the childrens’s rating of their
ability to withstand social pressure the majority

(53.0%) were sure they could withstand social
pressure, 45.0% thought they might be able to
withstand social pressure, while only 2.0% of
them were not sure of being able to withstand

social pressure(Table 2).

Table 2. Distribution of Schoolchildren’s Self-Rating
of Ability to Withstand Social Pressure
(Self-efficacy).

No %
I don't think I can 4 2.0
I think I might be able to 82 45.0
I'm sure I can 97 53.0
Total 183 100.0

2. Smoking practices of the schoolchildren.

In table 3, 17.9% of the male children reporting
having ever smoked or were smoking currently,
versus 5.7% of the female children, There is a
highly significant difference between prevalence
of smoking in males and females(p <.01). Of
those reporting ever smoking, the age of smoking
initiation was evenly divided among 10 year olds
(24%), 11 year olds(18.0%), 12 year olds(29.0%),
and 13 year olds(29.0%).

Table 3. The Prevalence of Smoking Among Sch-
oolchildren by Gender.

Gender Male Female Total
Smoking No. % No. % No. %

Have ever smoked 14 179 6 57 20 109
or smoking currently

Never smoked 64 821 99 943 163 89.1
Total 78 100.0 105 100.0 183 100.0
Chi-square=6.88153 D.F.1  p<.01

Table 4 indicates that the vast majority of
students in the study population have never
smoked. Only 6.8% of the 7th graders and 14.4%
of the 8th graders reported ever smoking or
smoking currently(a non-significant difference).
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However older graders have had double more ex-

perience than the younger graders.

Table 4. The Prevalence of Smoking Among School-
children by Grade.

Grade 7th 8th Total
Smoking No. % No. % No. %
Have ever smoked 6 68 14 144 20 108

or smoking currently
Never smoked 82 932 83 8.6 165 89.2

Total 88 100.0 97 100.0 185 100.0

Chi-square=2.77479 D.F.1 p>.05

In table 5, 7.3% of the children with smoker
fathers had ever smoked or were smoking cur-
rently, as opposed to 12.5% of children with
non-smoker fathers. These differences did not
reach statistical significance(p>>.05).

Table 5. The Prevalence of Smoking Among School-
children as Related to their Father's

Smoking.
Paternal smoking  Yes No - Total
Child Smoking No. % No. % No. %
Have ever smoked 4 7316 125 20 109
or smoking currently
Never smoked 51 927112 875 163 89.1
Total 55 100.0 128 100.0 183 100.0

Chi-square= 1.07983 D.F.1  p>.05

Table 6 shows pattern oppsite to the one in the
previous table, with more children of smoking
mothers having experienced smoking(17%) than
children of non-smoking mothers(8.3%), although
again the differences were not significant. Those
with smoking mothers seem to have had more ex-
perience smoking than those with smoking
fathers. Similar patterns to those of maternal
smoking were noted with respect to sibling smok-
ing habits(i.e. more smokers among those with
sibling smokers, although statistically not signifi-
cant)(data not shown).
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Table 6. The Prevalence of Smoking Among School-
children as Related to their Mother's

Smoking.
Maternal smoking Yes No Total
Children smoking No. % No. % No. %

Have ever smoked or 9 170 11 83 20 108
smoking currently

Never smoked 44 830121 917 165 89.2
Total 53 100.0 131 100.0 185 100.0
Chi-square=2.93305 D.F.1 p>.05

Table 7 shows a significantly greater preva-
lence of smoking in schoolchildren among those
whose friends smoke than in those without
friends who smoke(p<.05).

Table 7. The Prevalence of Smoking Among School
Children as Related to Friends Smoking.

With friends who smoke  Yes No Total
Children smoking No. % No. % No. %

Have ever smokedor 3 30.0 17 9.7 20 10.8
smoking currently

Never smoked 7 70.0 158 90.3 165 89.2
Total 10 100.0 175 100.0 185 100.0
Chi-square=4.03716 D.F.1 p<.05

Table 8 shows that children with very negative
intentions regarding smoking have experienced
significantiy less smoking than children with not
so negative intentions(4.7% vs. 19.0%) (p<.01).

Table 8. Distribution of Schoolchildren’s Smoking
Practices According to their Behavioral
Intentions Regarding Smoking.

Behavioral Intentions Not so Very Total
negative negative
No. % No. % No. %

Have ever smoked or 15 19.0 5 4.7 20 108
smoking currently

Smoking habit

Never smoked 64 81.0 101 953 165 89.2

Total 79 100.0 106 100.0 185 100.0
Chi-square=9.56006 D.F.1 p<.01
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Table 9 shows that attitudes towards smoking
among those who have ever smoked or are smok-
ing currently are less negative than those who
have never smoked(p<.05). Children’s smoking
practices and attitudes towards smoking are re-
lated.

Table 9. Distribution of Schoolchildren’s Smoking
Practices According to their Attitude
Towards Smoking.

Attitudes Not so Very Total
negative negative

No. % No. % No. %
10 185 10 76 20 108

Smoking habit

Have ever smoked or
smoking currently

Never smoked 44 815 121 924 165 89.2
Total 54 100.0 131 100.0 185 100.0
Chi-square=4.69866 D.F.1 p<.05

3. Schoolchildren’s degree of knowledge regarding
smoking.

Distribution of the knowledge scores regarding
smoking showed that following a smoking inter-
vention program, almost 1/3 had low knowledge
scores, and the majority had medium and high
knowledge scores. With regard to the relationship
between friends smoking and children’s knowl-
edge about smoking, table 10 indicates that for
the low knowledge group, 70% had smoking
friends and 27.4% did not have smoking friends,
In the medium and high knowledge groups on the
other hand, the pattern was reversed with more
non-smoker friends in the higher knowledge
groups. There is a significant difference in the
degree of knowledge regarding smoking between
children with smoking friends and children with-
out smoking friends(p <.05), but the numbers in
the first group are small.

Table 10. Distribution of Schoolchildren’s Knowledge
Regarding Smoking by Friends Smoking.

Friends smoking Yes No Total
Knowledge No. % No. % No. %
Low knowledge 7 70,0 48 274 55 297
Medium knowledge 2 200 72 411 74 400
High knowledge 1 100 55 314 56 30.3
Total 10 100.0 175 100.0 185 100.0

Chi-square=8.25859 D.F.2  p<.05

Table 11 shows a significant difference in the
degree of knowledge between the better and
poorer students(p <.05). In general, the better
students are more knowledgeable about smoking
than the poorer students.

Table 11. Distribution of Schoolchildren’s Degree of
Knowledge Regarding Smoking by Self
Perception of School Performance.

Performance Better Poorer Total
students students
Knowledge No. % No. % No. %

Low knowledge 35 255 19 404 54 293
Medium knowledge 62 453 12 255 74 40.2
High knowledge 40 29.2 16 341 56 304
Total 137100.0  47100.0 184 100.0

Chi-square=6.,29443 DF2 p<.05

In table 12, it can be noted that there is a re-
lationship between the children’s degree of knowl-
edge regarding smoking and their smoking
practices. Ninety percent of those who ever
smoked or are currently smoking had low to me-
dium knowledge, whereas of those who never
smoked, the equivalent subtotal is 67.3%. How-
ever, statistically, these differences were not sig-
nificant(p>.05).

Table 12. Distribution of Schoolchildren’s Degree of
Knowledge Regarding Smoking by Smok-
ing Practices.

Smoking habit Have Ever S. Never S, Total

Knowledge No. % No. % No. %
Low Knowledge 6 30.0 49 29.7 55 29.7

Medium Knowledge 12 60.0 62 37.6 74 40.0
High Knowledge 2 10.0 54 327 56 30.3
Total 20 100.0 165 100.0 185 100.0

Chi-square=5.28681 D.F.2 p>.05
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4. Schoolchildrens attitude towards smoking.

The great majority(71.2%) of schoolchildren
had very negative attitude towards smoking,
although 28.8% of them had a not so negative
Table 13 indicates
that the better students were more negatively
than the
students(73% of the better students were very

attitudes towards smoking.

disposed toward smoking poorer
negative vs. 66% of the poorer students), but
these differences did not reach statistical signifi-

cance(p>.05).

Table 13. Distribution of Schoolchildren’s Attitude
Towards Smoking as Related to Self-Per-
ception of School Performance

Performance Better students Poorer students  Total
Attitude No. % No. % No. %
Not so negative 37 27.0 16 34.0 53 288
Very negative 100 73.0 31 66.0 131 71.2
Total 137 100.0 47 100.0 184 100.0
Chi-square=(0.84460 D.F.1 p>.05
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With regard to the relationship between attitude
towards smoking and self-efficacy judgements re-
garding ability to resist social pressure, Table 14
shows an inverse relationship, the children who
had the most negative attitudes towards smoking
were for the most part sure they could withstand
social pressure(81%), whereas a majority of the
not so negative children were unsure of their
ability to do so(75%). These differences were
highly significant (p<.01).

5. Schoolchildren’s behavioral intentions regarding

smoking.

With
almost two-third of children with smoker siblings

regard to sibling smoking, however,
had less ' negative intentions towards smoking,
while only 38.5% of those without smoker siblings
did so(Table 15). There appears to be a highly
significant inverse relationship between
behavioral intentions among those with and with-

out smoker siblings(p<.01).

Table 14. Distribution of Schoolchildren’s Attitude Towards Smoking as Related to Self-Rating of Ability to

withstand Social Pressure(Self-Efficacy).

Self-efficacy I don't think I can I think I might I'm sure I can Total
Attitude No. % No. % No. % No. %
Not so negative 3 75.0 31 378 18 186 52 284
Very negative 1 250 51 622 79 814 131 71.6
Total 4 100.0 82 100.0 97 100.0 183 100.0
Chi-square=12.45642 D.F2 p<.01
Table 15. Distribution of Schoolchildren’s Behavioral Table 16 indicates that 38.0% of the better

Intentions Regarding Smoking as Related
to Sibling Smoking.

Sibling smokers Yes No Total
Intentions No. % No. % No. %

19 655 60 35 79 427
10 345 9% 655 106 57.3

Not so negative
Very negative

Total 29 100.0 156 100.0 185 100.0

Chi-square=7.31609 D.F.1 p<.01

students had not so negative behavioral intentions
as opposed to 55.3% of the poorer students, 62.0%
of the better students had very negative behavioral
intentions, versus 44.7% of the poorer students,
" There is a significant difference in the behavioral
intentions regarding smoking among the better and
poorer students(p<.05).
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Table 16. Distribution of Schoolchildren’s Behavioral
Intentions Regarding Smoking as Related
to Self-Perception of School Performance.

Performance Better students  Poorer students ~ Total
Intentions No. % No. % No. %
Not so negative 52 38.0 26 55.3 78 424
Very negative 85 62.0 21 447 106 57.6

Total 137 100.0 47 100.0 184 100.0
Chi-square=4.31999 DF.1 p<.05

6. Relationhips between the degree of knowledge
and attitudes and behavioral intentions.

Table 17 shows that there is no relationship be-
tween the students knowledge regarding smoking
and their attitudes towards smoking(p>.05). The
same lack of relationship was noted between
knowledge and behavioral intentions(p >.05-data
not shown). This pattern held for childrens
attitudes towards smoking as well(data not

shown).
Table 17. Relationships between Schoolchildren’s
Degree of Knowedge and Attitude
Towards Smoking.
Attitudes Not so Very Total
negative negative
Knowledge No. % No. % No. %
Low knowledge 19 35.2 36 27.5 55 29.7
Medium knowledge 18 33.3 56 42.7 74 40.0
High knowledge 17 315 39 29.8 56 30.3

Chi-square=1.64771 D.F.2  p>.05

Table 18, on the other hand, shows a relation-
ship between behavioral intentions and attitudes,
i.e.,, those who had more negative behavioral
intentions showed more negative attitudes
towards smoking. The differences were statisti-
cally significant(p<.01).

Table 18. Relationships between Schoolchildren’s
Behavioral Intentions and  Attitude
Towards Smoking.

Attitudes Not so Very Total
) negative negative
Intentions No. % No. % No. %
Not so negative 32 405 47 208 79 292
Very negative 22 59.5 84 792 106 70.8
Total 54 100.0 131 100.0 185 100.0

Chi-square=8.54368 D.F.1  p<.01

7. Schoolchildren future intention to smoke.

Table 19 indicates that only a tiny percentage
of the children intend to be smokers in the fu-
ture, while one-third showed uncertain intention
for the future,

Table 19. Distribution of Schoolchildren’s Future
intentions to Smoke.
Intentions No. %
Tobe: A smoker 2 11
A non-smoker 123 66.5
I dont know 60 32.4
Total 185 100.0

8. Satisfaction with the intervention program.

In table 20, it can be noted that only 40.0% of
the schoolchildren predicted that the intervention
program they received will be highly effective in
preventing smoking among their classmates,
while 60.0% of them thought otherwise. Females
found the program of significantly more interest
than did the males(Table 21).

Table 20 Distribution of Schoolchildren’s Prediction
of the Effectiveness of the intervention
Program in Preventing Smoking Among
Their Classmates.

No. %
High prediction . 73 40.0
Low prediction 110 60.0
Total 183 100.0
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Table 21. Distribution of Schoolchildren’s Interest in
the Smoking Prevention Intervention
Program by Gender.

Male Female Total
‘Level of Interest No. % No. % No. %
Very much 14 179 24 229 38 208
Much 29 37.2 47 448 76 415
Intermediate 19 244 21 257 46 251
Little 16 205 7 67 23 126
Total 78 100.0 105 100.0 183 100.0

Chi-square=7.99828 DF.3 p<.05

Table 22 indicates that the 7th graders were
generally more satisfied with the programme than
the 8th graders(p<{.01). There were no significant
differences in overall satisfaction between girls
and boys(data not shown).

Table 22. Distribution of Schoolchildren’s Degree of
Satisfaction with Smoking Prevention In-
tervention Program as Related to Grade.

Grade 7th 8th Total
Satisfaction No. % No. % No. %

Somewhat satisfied 25 305 52 542 77 433
Very satisfied 57 695 44 458 101 56.7

Total 82 100.0 96 100.0 178 100.0

Chi-square=10.10217 D.F.1 p<.01

IV. DISCUSSIONS

Efforts to prevent smoking among adolescents
have increased due to the recognition of the re-
lationship between cigarette smoking and the risk of
many diseases, and the fact that for a majority of
smokers, smoking begins at an early age(Rodney,
1982). This study was designed as a cross-sectional
descriptive study to generate some variables which
influence initiation of smoking and to find out the
relationships between smoking practices and knowl-
edge, attitudes and behavioral intentions regarding
smoking among schoolchildren, Some interesting
results were found. '
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In this study, a significant difference in smok-
ing prevalence was noted between boys and girls
(p<.01), which supports Bewley’s(1986) findings
that 6.9% of the boys and 2.6% of the girls in
Great Britain, and a higher proportion of boys
experimented with cigarettes. However, our
results contrast the WHO report that there is
only a small difference in prevalence between
boys and girls,

The development of health béhavior among
young people cannot be fully understood without
considering the social context of behavior
(Nutbeam, 1989). The social environment is the
single most important determinant of smoking on-
set(Best, 1988). In the current study we found
that children were significantly more likely to
smoke if their close friends smoke(p <.05). In
Bewley’s(1986) study, 55% of the boys stated
that they had smoked their first cigarette with
their friends. The smoking onset process has
been viewed as a series of stages evolving from
preparation and anticipation(knowledge, values,
beliefs, attitudes) to intentions, experimentation,
regular smoking, and adult smoking. From these
stages experimentation is strongly influenced by
the presence of smoking peers(Best, 1988). This
suggests that the impetus to start smoking

‘among children may come from the peer group

and that smoking intervention program should
have a social component, )

The percentage of children who reported that
either father or mother smoked was approximately
30%. This is less than the 42% found in
McAlister’s(1979) study. Alexander(1983) mentioned
parental smoking was significantly related to adop-
tion rates of smoking among their children. In ad-
dition, in the study by Nolte(1983), it was
mentioned that parental attitude and behavior affec-
ted adolescent smoking behavior, In this study par-
ental smoking showed some association with chil-
dren’s smoking practice, but the data did not reach
statistical significance, perhaps due to the small
number of smokers in the child population,
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O'Connell et. al.(1981) mentioned that sibling
smoking was the variable most strongly related to
smoking prevalence among schoolchildren and
Alexander(1983) found children whose siblings
smoked were twice as likely to adopt the habit as
children whose siblings did not smoke or who had
no siblings. In this study however, sibling smok-
ing appeared to show an association with chil-
dren’s smoking practice, but this did not reach
statistical significance. Those who had never
smoked showed significantly more negative
behavioral intentions(p<.01), as well as more
negative attitudes(p<.05) than those who had
ever smoked or were smoking currently.

Only 1.1% of the children expressed an inten-
tion to smoke in the future which supports
O'Connell’s(1981) study. However, 32.4% of the
children answered they did not know whether
they would be a smoker or non-smoker. This
implies an ambivalent attitude about future smok-
ing among a significant propotion of this
propotion, a fact which justifies further
interventions in the future.

In general, it has been found that many chil-
dren living in an environment in which adults or
older children smoke begin experimenting with
smoking at a fairly early age(WHOQO, 1975). In
this study, of those who had any smoking experi-
ence, 24% started smoking at the age of 10.
Zoller's(1983) study in Haifa showed most Israeli
children start smoking at the age of 14(-+1),
with boys starting at a younger age than girls. In
O'Connell’s(1981) study many regular smokers
reported that they had had their first cigarette at
the age of 6, and Alexander(1983) found that
children’s adoption rate at 5-6years was 10.0% in
boys and 7.5% in girls. In 1982, a national study
in Great Britain of boys and girls aged 11-16years
found that half of the boys and a third of the
girls had tried their first cigarette by the age of
11(Bewley, 1986). This suggest that the very
young need to be told about smoking and that
health promotion activities which are designed to

discourage children from starting smoking need to
be undertaken before they light their first ciga-
rette.
Perceived self-efficacy is a judgement
individuals make about their ability to adopt a
particular behavior(Lawrence & Mcleroy, 1986).
In 1980, WHO decided on smoking as the theme
of the world health day and set the slogan
“SMOKING OR HEALTH, THE CHOICE IS

YOURS™. This leaves the responsibility to the in-

‘dividual to decide whether to smoke or not, The

current study showed that 98.0% of the children
think that they can or they might be able to
withstand social pressure, so it gives us the po-
tential of a bright future prospect. In the study
of McAlister et. al.(1979), the schoolchildren
themselves report that what influences their de-
cision to experiment with tobacco is peer press-
ure. So there is the need to reinforce health edu-
cation in this aspect.

In general, academic achievement is negatively
associated with smoking, i.e. children who do less
well at school smoke more than children who do
well at school(McAlister et. al, 1979). This study
also showed that better students smoke less than
poorer students, but showed no statistically sig-
nificant difference.

Most of the smoking prevention programs have
generally attempted to dissuade schoolchildren
from smoking by providing factual information
about the dangers of cigarette smoking. The
underlying premise was that if schoolchildren
were adequately informed of the adverse effect of
tobacco use, they would simply choose not to
smoke(Botvin & Williams, 1980). Whilst pro-
vision of information about the health risks of
smoking may have helped confirm the intentions
of some young people not to smoke, it was con-
sistently shown to be ineffective in reducing
teenage smoking (Thompson, 1978).

In our study, 70.0% of schoolchildren
demonstrated medium to high levels of knowledge
about smoking. In Uri Zollar et.al.’s(1983) study
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of Haifa children, however, 99.2% of schoolchildren
had heard about the health risks associated with
smoking. Boys obtained slightly higher knowledge
scores but not significantly so, whereas O’Connell et,
al.(1981) found boys obtaining higher knowledge
scores, Eighth graders had higher knowledge scores
but not significantly so. Children not exposed to
peer smoking showed statistically higher knowledge
scores than those exposed to peer smoking(p<.05).
With respect to self-perception of school perform-
ance, the better students demonstrated higher
knowledge scores than poorer students(p<.05).
However Gilchrist et.al.(1985), stated that being
informed about dangers of smoking is not enough.
Adolescents must repeatedly make the decision
not to smoke and must effectively make the de-
cision in the face of social and peer pressure to
do otherwise,

Our study showed that children’s attitudes
towards smoking were related to therr sex,
father’s smoking, self perception of school per-
formance and self-efficacy. Boys showed more
negative attitudes, and those whose fathers were
non-smokers had more negative attitudes also.
Self-rated better students showed more negative
attitudes towards smoking, but not significantly
so. In self-efficacy, those who were sure that
they could withstand social pressure showed stat-
istically more negative attitudes(p<.01). Children
with non-smoking siblings had statistically more
negative behavioral intentions than children with
smoking siblings(p<{.01). Also, children who
perceived themselves as better students had stat-
istically more negative behavioral intentions than
poorer students(p<.05).

Relationships between knowledge and attitudes
about smoking showed that those who had very
negative attitudes towards smoking had ‘more
knowledge than those with less negative
attitudes, but not significantly so. In addition,
this study showed that those who had less nega-
tive behavioral intentions had more knowledge
than those who had very negative behavioral
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intentions(not significantly so). Most people are
aware that smoking is harmful to health, but
many continue to smoke, so there remains a dis-
crepancy between behavior and attitudes(Bewley,
1986). Relationships between behaviorél intentions
and attitudes towards smoking showed that those
who had very negative behavioral intentions had
more negative attitudes(p<.01). This supports
the study of Alexander et.al.(1983) in which
changes in smoking behavior were accompanied
by substantial changes in attitude scores.

Results of this study might be utilized in the
further development of the content, methodology
and strategy of anti-smoking educational
programs, including improving the “TO BREATH
CLEAN AIR” program with emphasis on smoking
behavior which is influenced by peer smoking,
sibling smoking, school performance, and self-effi-
cacy judgements of the children.

V. CONCLUSIONS AND RECOMMENDATIONS
1. CONCLUSIONS

Most of the previous intervention programs
emphasized the need to examine more fully the
context in which some young people adopt the
smoking habit. This study was carried out to ex-
plore different risk factors for smoking and look
at  the
attitudes, and behavioral intentions regarding

relationships  between  knowledge,
smoking among schoolchildren,

Although this study involved limited hypoth-
eses applied to a relatively small sample, it
supports some previous findings in the literature.
Specifically, it supports other study findings that
if a child has close friends who smoke there is a
greater likelihood that he will begin smoking, and
if either one of his parents smokes the child is
more likely to smoke. Since some of those who
ever smoked started smoking from the age of 10,
if the prevention program is to be effective,
efforts must be made during early adolescence.
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During the school years, students are exposed to
peer influences and role models that encourage
smoking initiation,

The data suggest that there is a relationship
between sibling smoking habits and behavioral
intentions regarding smoking, student perform-
ance in school and behavioral intentions regarding
smoking, and self-efficacy to withstand social
pressure and attitudes towards smoking. The
study also indicates that relationships exit be-
behavioral

intentions regarding smoking, and attitudes

tween smoking practices and
towards smoking and behavioral intentions re-
garding smoking.

2. RECOMMEMDATIONS

1) There should be a more intensive and
thorough study regarding how to teach chil-
dren to withstand social pressures, especially
peer pressures to smoke.

2) A longitudinal study should be designed to see
tHe changes concerning smoking over time, for

" example future intentions to smoke, self-effi-
cacy; attitudes, and behavioral intentions

3) A smoking prevention health education
program should be developed which adopts
self-efficacy theory.
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