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Abstract

The primary purpose of this study was to assess the
effectiveness of smoking prevention and cessation efforts in
this province which were delivered as part of a piloted
comprehensive health program to grade 7 students during the
1992-1993 academic year. Specifically, the study examined
the smoking knowledge, attitudes, and behaviours of a sample

of grade 9 adol p to the comp ive health

program in grade 7, as compared to a sample of grade 9
adolescents who were not exposed to the program in grade 7.
This study also examined whether the relationship between the
comprehensive health program and student smoking knowledge,
attitudes, and behaviour varied with gender and role
modelling influence.

The experimental group consisted of a convenience sample
of 122 grade 9 students in the school which received the
comprehensive health program while the control group
consisted of a convenience sample of 69 grade 9 students in
another school who did not receive the program. Both schools
were in the St. John’s area. All students completed
questionnaires which secured data on gender and the smoking
behaviour of friends and family, previous and current student
smoking behaviour, student smoking knowledge, and student

smoking attitudes.
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The results of the study demonstrated that the
experimental and control groups were not statistically
different overall in their smoking knowledge, attitudes or
behaviour. Descriptive statistics indicated that students
were very knowledgeable on smoking issues, yet substantially
large numbers of students reported they currently smoked.
Findings also suggested that the relationship between the
comprehensive health program and student smoking attitudes
and behaviour varied with role modelling influence. When
controlling for other variables, mothers’ smoking behaviour
was most predictive of student smoking behaviour.

The findings in the study demonstrated that the
effectiveness of comprehensive school health on smoking
attitudes and behaviour can be impeded by the antecedents of
health behaviour, namely environmental influences such as
role models’ behaviour, and in particular, mothers. Such
influence must be taken into account in the design and
implementation of school health programs. Further research
is warranted to assess the impact of mothers’ smoking
behaviour on adolescents and to identify interventions that

may be effective in counteracting this influence.
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Introduction

The public health objective to reduce prevalence of
cigarette smoking is no longer debatable. Tobacco-related
diseases in Canada will cause eight times as many deaths as
car accidents, suicide, murder, AIDS, and drug abuse combined
according to the Heart and Stroke Foundation of Canada (HSFC)
(1988), yet there are still about 600,000 young smokers in
Canada. Haché (1994) reporting on "The Health Canada Survey
on Smoking in Canada: May to August 1994" revealed that 30%
or 6.5 million Canadians smoke, and 80% of these smoke daily.
Further, smoking has increased among the 15 to 19 year age
group from 20% in 1991 to 29% in 1994 for females and from
12% in 1991 to 26% in 1994 for males. Worldwide concern is
being expressed regarding projected smoking-related death
rates. The Evening Telegram (1994) reported that the results
of a survey recently conducted by the World Health
Organization which indicated that smoking worldwide is
killing six people per minute. Also, it suggested that if
current trends persist, by the time today’s young smokers
reach middle or old age, the death rate will be ten million

per year or twenty per minute.
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The nature and frequency of health risks affecting youth
appear to be increasing in severity. With appropriate
interventions, such problems can be prevented or controlled.
Currently much national attention is being focused on reform
in education and health care. There is a growing recognition
that the two entities share a reciprocal relationship. In
education there is maximum potential for success when
children enter and remain in school as healthy individuals,
ready to learn. Similarly, health care will succeed best
through prevention, with a public educated to make informed
decisions regarding lifestyle and personal health behaviour.
Greater things can be achieved through a cooperative
relationship than can be achieved independently.

Schools can be a focal point within their communities to
promote the health of students as well as to prevent specific
health/social problems. As open social systems, schools
impact on and are impacted by health of the public. Schools
must respond through well-developed health prevention
programs. Obviously, the school cannot by itself determ’ne
the overall environment in which our children live. But as
Seffrin (1990) noted, if schools simply mirror the larger
community in the environment it provides each student, then

schools unwittingly i the bility of risk

behaviour and their negative outcomes.



Context of the Problem

Traditional health education in schools has concentrated
on facts about the body and specific health issues or risks.
Schools were seen as the only place for health instruction,
and textbooks were used as the main source of information.
Parental and community involvement were to a large part
ignored. This approach presumes providing such knowledge
will translate into desired behaviour. Garcia, D‘avernas,
and Best (cited in Abernathy and Bertrand, 1992) noted some
concerns now exist that a purely informationally-based
approach, such as simply presenting school children with
facts regarding the health consequences of smoking, is not a
particularly effective prevention technique.

In t, smoking p: ion, taught within the

context of a comprehensive school health program concentrates
on attitudes, skills, behaviours, and psychosocial
influences. Classroom instruction is complemented by formal
and informal family and community education. A variety of
health issues are addressed. The program’s goal is to build
a repertoire of knowledge, skills, and attitudes which will
hopefully result in healthy behaviourial choices by students.
Also, role modelling and the school’s social climate are
viewed as important in influencing health behaviour. A

supportive environment is provided which includes provision
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of a smoking cessation program and enforcement of a smoke-

free policy in the school.

Purpose of the Study

The primary purpose of this study was to assess the
effectiveness of smoking prevention and cessation efforts in
this province which were delivered as part of a piloted
comprehensive health program to grade 7 students during the
1992-93 academic year, by trained classroom teachers. The
grade 7 curriculum objectives for this content are presented
in Appendix E. Specifically, the study examined the smoking

knowledge, attitudes, and behaviours of a sample of grade 9

to the compr ive health in grade

7, as compared to a sample of grade 9 students who were not

to the ive health in grade 7.

This study also examined whether the relationship
between the comprehensive school program and student smoking
knowledge, attituder and behaviours varied with gender and
role modelling. Finally this investigation looked at the
relationship between: 1) student smoking knowledge and
their smoking behaviours and 2) between student smoking
attitudes and their smoking behaviour. The literature
indicates that each of these intervening variables can

influence adolescent smoking behaviour.



Significance of the Study

This study reflects the writer’s belief that smoking
behaviour in adolescence is determined by a wide variety of
variables including peer pressure, parental influence,
knowledge, values, assertiveness skills, and decision-making
skills. Students must be taught how to make effective
decisions where risky behaviour is concerned. The
"Adolescence: Healthy Lifestyles" program for grade 7
includes curriculum content which addresses the decision
making process and making informed decisions. This
comprehensive school health program assists students to make
effective health decisions through the use of participating
learning strategies. This includes active learning methods
such as role play, small group discussions, case studies and
community action projects which can go beyond the classroom
and can help students to explore and practice pnsitive health
behaviours. The philosophy and goals of the program are
presented in Appendix F.

As noted by Cameron, Mutter, and Hamilton (1991), the

health-related problems of today’s youth will not respond to

simplistic or one-di ional . A ive

approach to school health advocates health instruction be

coordinated with school health services, within a healthy

school and ity envi » as noted by the
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Canadian Association for School Health (CASH)(1992), a common
understanding of the comprehensive school health framework
among educators, health professionals, social workers and
community leaders is necessary for effective inter-agency
cooperation.

There has been no research conducted to date in this
province on the effects of a comprehensive approach to health
education. In 1992, the Newfoundland and Labrador Department
of Education distributed questionnaires to students
participating in a pilot of the "Adolescence: Healthy
Lifestyles" program. The purpose of the study was to examine
students’ attitudes about the usefulness of the program and
obtain their opinions about program-related resource
materials and classroom activities. While this provided

on the impl ion of the instructional

, the study the program’s impact in

relation to specific health (smoking) knowledge, behaviour,
and attitudes of students. Through this study the writer
also attempted to determine if the relationship between
comprehensive school health and adolescent smoking knowledge,
attitudes, and behaviour varied with gender and role

modelling, thereby laying the dwork for future .

King, Robertson, Warren (1985) reporting on "The Canada
Health Attitudes and Behaviours Survey: 9, 12, & 15 Year

Olds, 1984-85" revealed this province had the highest
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proportion of young people smoking. King et al., (1988)
revealed in "The Canada Youth AIDS Study: Newfoundland
Report", that in comparison with the national average this
province’s youth reported having trouble making decisions.
Any success in helping adolescents make effective decisions
on the use of tobacco will likely help them make effective
decisions with other types of risky behaviours. our
contribution to society may be enhanced if we yield graduates
who by choice are less likely to develop tobacco-related
diseases.

Societal pressures are increasing at an alarming rate.
These are evidenced in the pressures imposed on family
members by events such as marital breakups, family violence,
job loss and substance abuse. Schools are in a position to
assist students to deal with these pressures. The
comprehensive school health education approach advocated is
holistic. It allcws students to observe the level of
commitment from school administrators, teachers, parents, and
community. We cannot advocate one thing and do another.
This sends a powerful message to our youth. Assessment of

the impact of the piloted ive health can

help determine if goals need to be revised, or methods of

implementation altered.



5)

Research Quesi:ions

The following research guestions guided the study:

Is there a relationship between the Comprehensive School
Health Program and student smoking knowledge? Does this
relationship vary with gender and role modelling?

What is the relationship between the Comprehensive
School Health Program and student smoking attitudes?
Does this relationship vary with gender and role
modelling?

What is the relationship between the Comprehensive
School Health Program and student smoking behaviour?
Does this relationship vary with gender and role
modelling?

Is there a relationship between student smoking
knowledge and student smoking behaviour?

Is there a relationship between student smoking

attitudes and student smoking behaviour?

Definitions

Comprehensive School Health Education:
School health education represents one component
of the comprehensive school health program which

includes the development, delivery, and evaluation
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of a planned instructional program and other
activities for students pre-school through grade
12, for parents, and for school staff; it is
designed to positively influence the health
knowledge, attitudes, and skill of individuals

(American School Health Association, 1993).

Comprehensive School Health Instruction:
Comprehensive school health instruction refers to
the development, delivery, and evaluation of a
planned curriculum, pre-school through grade 12,
with goals, objectives, content sequence, and
specific classroom lessons which includes, but is
not limited to, the following major content areas:
community health, consumer health, environmental
health, family life, mental and emotional health,
injury prevention and safety, nutrition, personal
health, prevention and control of disease, and
substance use and abuse (American School Health

Association, 1993).

Comprehensive School Health Program:
A comprehensive school health program includes an
organized set of policies, procedures, and

activities designed to protect and promote the
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health and well-being of students and staff. It
traditionally included health services, healthful
school environment, and health education. It also
should include, but not be limited to, guidance
and counselling, physical education, food service,
social work, psychological services, ani employee
health promotion (American School Health

Association, 1993).



CHAPTER 2

Literature Review

School Health Program

The comprehensive health program for elementary students
in this province piloted in 1991-92, and implemented in 1993,
is titled "Adolescence: Healthy Lifestyles". The concepts
in this program were developed based on a model of
comprehensive school health proposed by the Canadian
Association for School Health (CASH) (1992) and a similar
model develoned by the World Health Organization. The
Department of Education’s, "Adolescence: Healthy Lifestyles
Curriculum Guide" (1993) has defined comprehensive school
health as a "framework for school health education which is
based on health promotion. It offers a broad spectrum of
programs, activities and services invelving a wide range of
school and community personnel working collectively to
enhance the well-being of young people by promoting positive
health practices" (p. 25).

The basic idea here is to affect not only the health of
youth, but the environment in which they live and learn. Our
changing societal structure and our youth’s view of

conflicting i ion and an envi

in which the ability to make health-promoting choices becoites
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difficult for them. Shamai & Coombs (cited in CASH, 1992)
noted that unless society really wants to change, schools
will have limited impact. Schools are continuously faced
with many health related issues to which they have often
responded from an action-oriented, individual issue approach.

Experience and r does that a e

integrated approach can influence the health-related
knowledge, attitudes, and behaviours of students. However,
commitment is needed from various societal sectors including
students, families, education, health/social services, law
en: and the ity. As noted by WHO/UNESCO/UNICEF
(1991):

Education for health is a fundamental right of
every child. Health is inextricably linked to
educational achievement, guality of life, and
economic productivity. By acquiring health-
related knowledge, values, skills, and practices,
children can be empowered to pursue a healthy life
and to work as agents of change for the health of
their communities. This goal can be achieved if

we have the will. (p. 1).

Comprehensive school health has three components,
namely, school health services, school environment, and

health education/instruction. To be comprehensive, the
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health education component must link with, and be
conceptually related to, the other two components. The model
of comprehensive school health is hased on several theories
significant in smoking prevention. In order to develop
effective programs, we need to understand the factors and
processes underlying health behaviour. Social learning
theory and social influences theory developed by Bandura
(1977) has provided the basis for numerous smoking prevention
programs aimed at adolescents. Bandura (1977) viewed
learning as a reciprocal interaction among the individual,
environment, cognition and behaviour. As noted by McAlister
(1981), social learning theory proposes that behaviour is the
product of transactions between an individual and the social
models, rewards, and punishments that are encountered in the
environment. Bandura’s (1982) theory of self-efficacy has
also been applied in many areas of health education. Self-
efficacy refer to one’s belief in the ability to do a
specific behaviour. Self-efficacy is a principal connection
between knowledge and action since the belief that one can do
a behaviour usually occurs before one actually attempts the
behaviour. (Lawrence & McLeroy, 1986). A person must also
know how to perform the behaviour (skills) and want to do the
behaviour (incentives).

Perry and Murray (1982) in their theory, advocated that

programs which have considered both environmental influences
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on the adolescent and personal influences related to
individual differences have shown greater success in changing
behaviour than those designed solely to achieve specific
behavioral outcomes. Perry and Murray’s theory appears
conceptually related to Bandura’s social influences, social
learning, and self-efficacy theories. The Newfoundland
comprehensive school health curriculum reflects these various
theories in that it is based on the delivery of a
comprehensive body of knowledge related to health and
personal development as well as enabling skills which will
assist young people to make healthy lifestyle choices. Perry
and Murray’s approach conmsiders the interaction between
environmental influences (model structures, networks, the
social system and community norms) and personal influences
(individual skills, perception and personality). Discussion
of the behavioral influences identified by Perry and Murray

follows and relevant literature is presented.

Envi 1 Influences System

Within the adolescent’s envi are four
of influence (ranked from proximal to distal effect) which
affect health behaviour. These include model structures,
networks structures, social systems structures, and community

messages structures. Those structures most proximal to the
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behaviour and to the person are likely to affect behaviour
the most and, as such, are the most appropriate targets for
health promotion activities. Model structure includes the
actual behaviour of significant others. Bandura (cited in
Perry and Murray, 1982) noted that people acquire and are
prompted to engage in behaviours as a function of observing
others. Models that the adolescent may consider include
parents, siblings, best friends, teachers, as well as
television, movies, or music celebrities. The actual
behaviour of those who are respected and admired by the
adolescent directly influences how he/she behaves and so it
is critical to consider the existing model structure in
program development.

Since one group of adolescents who are difficult to
influence are those whose parents smoke, parental involvement
in smoking prevention may be a powerful enhancer. Perry,
Pirie, Holder, Halper, and Dudovitz (1990) found high
awareness and participation rates in the “"Unpuffables
Program”", an activity package for adolescents and their
parents. Parents reported their children can provide a
strong incentive to consider cessation. Thus parental
involvement in health education also might beneficially
affect parental smoking habits. Parents demonstrate adult
behaviour by their lifestyle and the way they communicate

their values, norms, and beliefs. Miller and Hunter (1991)
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found that within 1ds, the ility that a young

person smokes, how much they smoke, and the type of cigarette
they smoke is closely associated with the smoking behaviour
in the household. King and Coles (1992) reporting on "The
Health of Canada’s Youth: Views and Behaviours of 11, 13 &
15 Year Olds from Eleven Countries", supported this. They
noted that for the 13 and 15 year olds surveyed in 1989-90,
more students who smoked indicated that their parents smoked
daily than did non-smoking students. This was especially
apparent for the girls of both ages.

Fullen (cited in CASH, 1991) suggested that parental
involvement in the instructional process is the key to
helping at-risk students. Parent involvement in
comprehensive school health can be enhanced through

convenient scheduling for parent interviews, frequent

~pupil ication on student progress, training for
parents, and home-based instructional activities. The power
of parental influence must not be ignored. The adolescent'’s
social environment influences behavic r by engendering
beliefs. As indicated by McAlister (1981):
A young person whose environment includes parents
who routinely respond to stress by saying "I need
a cigarette", is more likely to adopt the belief
that cigarettes assist in management of arousal

than one whose parents do not smoke. As well, the
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role of other siblings who smoke and their effect
on health behaviour of the adolescent must not be

de-emphasized. (p. 27)

Peer involvement in the delivery of school-based smoking

prevention p can h effectiveness.

Whereas parents, as noted by Grimes and Swisher (1989), were
more influential where norms were concerned, peers tended to
be more influential from the behaviour perspective. The
finding that adolescents are more likely to smoke if their
friends smoke has been used to justify smoking prevention
programs that emphasize peer pressure resistance.  Such
programs are based on the social learning theory which
assumes peer leaders are more effective because they serve as
credible role models for other youth.

A study by Abernathy and Bertrand (1992) regarding Peer
Assisted Learning (PAL), suggested these programs have some
utility in preventing the uptake of tobacco use among young
males but its efficacy with females has been negligible.
These results suggest that with respect to gender, different
instruction methods may be needed for females. It is
important for those designing prevention programs for schools
to be aware that more teenage girls than boys are smoking.
King and Coles (1992) found a pronounced difference in the

rate of increase between Canadian boys and girls; just over
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three times as many boys smoke at age 15 as at age 11, but
almost six times as many girls do.

Peer helpers should not act as replacements for trained
professionals. Instead they should act as a "friend" and as

a bridge to available support sources. Car (cited in CASH,

1992) the Y for peer involvement

in comprehensive school health education as:
well-qualified adult leaders, clearly stated
goals, effective recruitment and selection of
helpers, training for peer helpers, peer helper
involvement in goal setting, program development,
supervision of peer helpers, evaluation of

programs and on-going organizational structure.

(p. 26)

Network structures that exert environmental influence
are groups of people that interact with each other regularly
such as peer groups, neighbourhood and families. Students
trying to quit often describe the situations where smoking
was initially learned or where it is likely to recur such as
weekend parties, and peer or group gatherings after school.
With this in mind networks that support health behaviour and
reinforce individual choices must be established in

adolescent health programs.
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Social systems which influence adolescent behaviour
include the rules, constraints, and health messages of formal
groups such as school or church. Comprehensive school health
requires schools to prepare for the creation and maintenance
of a healthy school environment because it influences student
health behaviour. Restrictive smoking policies according to
Brink, Simons-Morton, Harvey, Parcel, and Tiernan (1988), may
have a continuing influence on student’s smoking behavinur
even after graduation. To more effectively promote non-
smoking, the school must support a non-smoking norm.
However, non-smoking policies in schools are one of the most
difficult to enforce and present a big discipline problem in
today’s schools. Obviously teacher adherence to smoking
restrictions presents teachers as desirable role models.
Such policies need to be clearly defined, communicated via
specific interventions, and prominently displayed to
students, faculty, and staff. Community agencies can also
support the aims of comprehensive school health education by
promoting a non-smoking norm. As part of their comprehensive
health instruction, students in our province were asked to
research tobacco policies in government offices, municipal
offices, and school based offices. Neighbourhood people were
interviewed to find out their attitudes to smoking bans.
The last of the environmental influences identified by

Perry and Murray are ity 5
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Community messages structures most distally influence
adolescent behaviour. They offer messages about health
through government regulations, media messages, and private
health organizations. Various community health programs
exist that promote health behaviour. Their inclusion in a
comprehensive school health pregram is necessary. Because of
their appeal to youth at highest risk for smoking, mass media

provides a particularly effective way to deliver smoking

p ion . To king, the federal
government has recently sponsored several graphic television

messages which target yonng people. Flay (1986) suggested

media are most e when they are

linked with educational or instructional programs. School
based programs should be coordinated with community awareness
campaigns.

In testing the ability of mass media interventions on
the efficacy of school smoking prevention Flynn, Wordon,
Selker-Walker, Bader, Gellor, and Gostanza (1992) reported
significant reductions in reported smoking. ASHA (cited in
CASH, 1992) recommended the student use media in school
health programs by:

contacting local TV or radio stations to suggest

talk shows, organizing a school health "mini-

series", writing a series of articles for local

newspapers, preparing a public service
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announcement for local community television each
month, asking the stations to include a health
message with weather reports, student essays,
contests, writing a regular column or hosting a
talk show and meeting with editors about policy

issues. (p. 27).

Shop owners willingness to sell cigarettes to minors
must also be addressed. Health educators should consider
personal and national campaigns to encourage owners to assume
a degree of responsibility and to comply with existing

legislation.

Pe 1 Influences

Despite mixed messages not all adolescents practice
unhealthy patterns of behaviour. Some refuse to smoke even
when pressured by their friends. Factors which account for
such differences, Perry and Murray (1982) call personal
influences. It includes three structures, ranging from most
proximal to most distal. These include the behaviour
repertoire, the perceived environment, and the personality
structure. The behaviour repertoire is determined by how
well the adolescent performs a particular behaviour, as well
as the number of different skills he or she can draw on in a

particular situation.
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Bandura (1982) postulated a mechanism of behavioral
change, that is, different modes of influence that alter
coping behaviour partly by creating and strengthening self-
percepts of efficacy. The challenge for the comprehensive
approach is to increase the behaviour skills available to
adolescents. Perry and Murray (1982) noted that one can
predict future behaviour of an individual by the existing
behaviour patterns and skills available because these shape

the adolescent’s to the envi Such skills

help resist peer pressures and advertising pressures. The
degree of acquisition of these skills may vary with the
gender of the adolescent.

Programs which incorporate the development of behavioral
skills to resist pressures through active involvement
according to Heimann-Ratain, Hanson, and Pereguy (1985), have
demonstrated greater long-term success rates than those

that only yed information. This is one of the

biggest mandates in smoking prevention. It determines which
adolescents are going to bow to school influences and which
are not. With all the reasons kids have to smoke, it seems
crucial to give them reasons not to.

We must provide anxious and insecure adolescents with
support and instruction to reduce their susceptibility to the

situational demands of their peers. In Newfoundland and

Labrador, under the umbrella of ive health,
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prevention curriculum instruction provides adolescents with
opportunities to practice goal-setting, decision-making and
refusal skills, and assertivwness skills via effective
communication. Such an approach according to Elder and Stern
(1986), provides a safe environment to build up a repertoire
of skills through selective alternate activities, rehearsal
of new skills, and direct feedback on changing behaviour
patterns.

The perceived environment that exerts personal influence
is how the adolescent perceives the environment. Jessor and
Jessor, cited by CASH (1992), noted this may be more
important than the actual behaviours exhibited. According to
Schinke and Gilchrist (1983) smoking for many teenagers
appears to constitute a "rite of passage" into adulthood.
They found 56.6% of teenagers erroneously believed that over
half the boys at school smoked and 49.5% erroneously believed
half of the girls smoked. Smoking prevention must include
strategies to adjust adolescent perceptions of the
environment. The "Adolescence: Healthy Lifestyles"
curriculum guide (1993) indicated that the actions of
adolescents are often based on myths and misinformation and
that this must be considered by those who direct their
learning.

Personality structure exerts the most distal personality

influence on health behaviour. This refers to factors such
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as personal values, self-esteem, self-confidence, and

personal self-management. It is important to note however

that mea of self are useful to help
understand how young people feel about themselves in social
situations. It is now widely accepted that adolescents’
beliefs alone do not translate into healthy behaviour.
Fishbein and Ajzen (cited in CASH, 1992) suggested that
normative beliefs about what others think we should do, when
combined with motivation, causes us to change our behaviour.
To increase such motivation, smoking prevention programs must
help adolescents clarify their own values and teach social
skills that reinforce those values. Adolescents are often
more influenced by the negative consequences of refusing
cigarettes, that is, the eavironment, than they are by
personal beliefs. The goal must be to provide them with the
necessary skills to resist direct social pressure to smoke by
helping them build self-confidence, self-esteem and means to
cope with anxiety in social situations.

Students through part of their comprehensive school
health curriculum instruction, were involved in role play to
practice cigarettes refusal skills in peer pressure
situations. They also took part in group discussions which
identified pressure situations, alternative choices, and

negative consequences of smoking.
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Bringing the environmental and personal influences
systems together is essential. Health promotion among
adolescents is a particularly challenging one because it is
a time of physical, cognitive, and moral transition in the
midst of major societal pressures. However, the importance
of fostering non-smoking at an early age cannot be over-
estimated. The earlier one starts smoking the greater the
likelihood of health problems, the harder it is to quit, and
the greater the chance of relapse if one does quit. To
counteract peer influences and role models that encourage
smoking during school years, the school can provide a
comprehensive program that includes education and a non-
smoking environment. As noted by Perry and Murray (1982), we
can work to c‘onstzuct a healthier environment through models
promoted in school, the networks utilized and the
opportunities created for healthy choices.

Health behaviour can be taught within schools to
increase adolescents’ health behaviour repertoires, to
correct their perceptions of the environment and to provide
them with values and skills to recognize and affect their
environment. A review of the "Adolescence: Healthy
Lifestyles Curriculum Guide" indicates that some of the

learning strategies recommended reflect an attempt to bridge

the envi 1 and p 1 influences systems. These

include the use of role play to practice cigarette refusal
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skills in peer pressure situations, as well as participation
in group discussions which identify pressure situations,

alternative choices, and negative consequences of smoking.

Summarx:

The literature review supports the more recent view that
new and multifaceted approaches to school health education is
essential. The sources of health behaviour are very complex.
Health education programs which seek to impart knowledge to
students presuming that knowledge will translate into the
desired behaviour are based on narrow conceptualizations and
are unlikely to have a significant impact.

Given that the onset of smoking is believed to be a
complex process mediated by several interacting forces
including both environmental and personal factors, the
development of prevention programs must attempt to address
these issues.

During the school years, students are exposed to role
models who encourage smoking initiation. To counteract these
influences, schools can provide a comprehensive program which
includes education and a nonsmomokingenvironment. A

educatiomcomprehensive school health program can influence
the health related knowledge, attititudeand behaviours of

students. However it must be recognized that smoking
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behaviour is determined by both environmental aXand
psychosocial factors and this can372Xlimthe impact of such
programs.

The involvement of family and the community at large is

to the of ive school health

education. A non-smoking norm must be desired and fostered
by parents, teachers and society at large. Only through
these means can schools be successful in assisting
adolescents, especially those considered high risk, to make

healthy lifestyle choices.

Conceptual Framework

The conceptual framework for this study involves six key

These are: (1) comprehensive health
education, (2) gender, (3) role modelling, (4) smoking
knowledge, (5) smoking attitudes, and (6) smoking behaviour.
The impact of comprehensive health education on adolescent

smoking knowledge, attitudes and behaviour is central to this

3 £ this is the primary purpose of
the present study. This framework is founded on several
theories which have been described in the literature review.
These include the social learning theory, social influence
theory proposed by Bandura (1977), and self-efficacy theory
proposed by Bandura (1982). Also incorporated is the
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environmental and personal influences theory proposed by
Perry and Murray (1982).

Bandura, in describing his social learning and social
influences theories, and Perry and Murray in their discussion
of environmental influences, identified role modelling
influences as critical in predicting adolescent health
behaviour. Adolescents engage in behaviours as a function of
observing the actual behaviour of those they admire and
respect. Such role models include peers, parents and
siblings. Bandura defines self-efficacy as the adolescent’s
belief in his/her ability to perform a specific behaviour.
This is reflected in smoking attitudes and is identified by
Bandura (1982) as the main connection between smoking
knowledge and smoking behaviour.

Perry and Murray, in discussing personal influences,
suggested that smoking behaviour can be predicted by the
present behaviour patterns and skills available, because they
shape the adolescents response to the enviromment. It is
possible the development of a repertoire of refusal skills
may vary with gender.

The comprehensive school health program is grounded in
the theories previously described. It‘’s main challenge is
the development of a thorough health knowledge base and
personal development, as well as enabling skills which help

adolescents choose not to smoke. Because the effectiveness
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of school health education can vary with gender and role
modelling influence, this was incorporated into the
conceptual framework.

An adolescent’s decision to smoke is not a matter of
simple choice but rather likely the result of a complex set
of influencing factors. Determining the best predictors of
adolescent smoking behaviour has great implications, not only
for the health of the nation, but also for its’ economic
welfare in light of rising health care costs.

The conceptual model (Figure 1) arising from the
conceptual  framework previously described by the
investigator, depicts the various background factors believed
to impact adolescents’ smoking knowledge, behaviour, and

attitudes. The focus of the model is the direct impact of

the ive health on the smoking behaviour of

adolescents. The direct impact of comprehensive health
education on adolescent smoking knowledge and attitudes is
also considered. As the model further depicts, factors such
as gender and role modelling may affect the relationship
between the comprehensive school health program and the
outcome variables. Because the variables smoking knowledge
and smoking attitudes may themselves be related to smoking
behaviour, their potential impact is included in the
conceptual model. The interrelationships of these various

concepts formed the conceptual framework for this study.
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Methodology

Research Design

The need to evaluate the effectiveness of school health

programs in relation to health knowledge, attitudes and

behaviours is a belief supported by this investigator and one

which is well. d in the lit e. Thus the main
thrust of this study was to assess the effectiveness of
smoking prevention and cessation efforts which were delivered
as part of a provincially-piloted comprehensive school health
program to grade seven students during the 1992-1993 school
year.

A guasi-experimental, static-group comparison design
(Borg & Gall, 1989, p. 689) was used with nonrandom
assignment of control and experimental groups. A total of
191 students who entered grade nine during the 1994-1995
school year, participated in the study. The experimental
group included 122 adolescents who were exposed to the new
program in grade seven. The control group was composed of 69
adolescents who were not exposed to the new program in grade

seven.
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The study examined the effect of the independent
variable, comprehensive health education on each of the
dependent variables: (1) student smoking knowledge (2)
student smoking attitudes and (3) student smoking behaviour.
The study also examined whether the relationship between
comprehensive health education and the outcome variables
varied with gender and role modelling influence. The output
variables student smoking knowledge and student smoking
attitudes were also used as independent variables to examine
their effect on student smoking behaviour. A forty-two item
questionnaire (Bppendix D) developed by the investigator, was
used to gather the data. Because the experimental grade nine
group received the treatment curriculum in grade seven it was
not possible to pre-test this group and therefore not

feasible to pre-test the control group.

The Setting

The setting was urban in nature. It included one school
in the St. John’s area which had 76 students enrolled in
grade 9, and another school in the St. John’s area which had
135 students enrolled in grade 9. The research was conducted

in the 1994-1995 school year.
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The Sample

The experimental group consisted of a convenience sample

of four classes of grade nine students who were exposed to

the ive health titled "Adol Healthy
Lifestyles" in the 1992-1993 school year as part of a
provincial pilot. There were 122 adolescents in this group.
The control group consisted of a convenience sample of three
classes of grade nine students who attended a school not
involved in the pilot project and thus were not exposed to
the piloted program. There were 69 adolescents in this
group.

The total sample consisted of 93 male students and 98
female students. Subjects in the experimental group were not
randomly assigned. An effort was therefore made by the
investigator to select a control school with characteristics
which matched those of the experimental school. To select a
comparison school most similar to the experimental school,
the investigator consulted the Assistant Superintendent at
the R.C. School Board, the Health, Home Economics and Family
Studies Consultant at the Department of Education, and the
Principal at the experimental school. The school chosen was
noted to be closely matched to the experimental school with

respect to socioceconomic status and religious denomination.
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