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PREFACE 

 

The Department of Health’s consultation document on the future tobacco control strategy for 

England recognised that while the Government has taken action to reduce smoking uptake and help 

young people who want to quit, more action is needed (Department of Health 2008).  Specifically, it 

asked what more could the Government and other public services do to reduce smoking prevalence 

in young people. To help inform this consultation process and subsequent policy development the 

Department of Health commissioned a rapid and short review on young people and smoking in 

England. This report presents the findings of this review. It draws on available literature, 

supplemented with expert (national and international) opinion gathered at a day and a half 

workshop, to assess what is known about which young people in England smoke and why, and the 

evidence on the effectiveness of potential policy options on youth prevention and cessation. 

 

The report, which provides the most comprehensive review of smoking and young people 

undertaken in recent years,  shows that over the last 25 years there has been a marked consistent 

decline in tobacco use among 16-24 year olds. The reduction among 11-15 year olds has been more 

gradual, plateauing in the early 2000s but accelerating in 2007. Most young people start 

experimenting with smoking in their early to mid teens, but smoking prevalence and consumption 

increases until the mid-twenties. A range of inter-related factors operating at the individual, family, 

social, community and societal levels influence whether a young person starts and continues to 

smoke. The roots of the socio-economic patterning of smoking, which is so clear in adults, start to 

emerge in the early teens with the evidence becoming clearer in the late teens and early twenties. 

 

The review found clear evidence that certain types of policies, programmes and interventions can 

make significant contributions to smoking prevention. Comprehensive multi-faceted approaches are 

the most effective. In contrast there are interventions which have little or no proven effectiveness, 

and others which are promising but as yet lack a firm evidence base. The evidence on the 

effectiveness of youth smoking cessation interventions is less clear and it is concluded that the case 

for investing in these is unproven.  
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EXECUTIVE SUMMARY 
 

Purpose and Methods 

 

The onset of smoking is a key concern in the fight against tobacco. We know that uptake starts in 

the teens and continues into the early twenties, but thereafter virtually no one begins smoking. It is 

also clear that smoking in the 11-24 years age bracket is a tentative phenomenon, characterised by 

experimentation, sporadic consumption and ambivalence. Whilst most young people will give 

smoking a try, only a minority (less than a third) go on to become regular smokers. Beyond the age 

of 24 years these regular smokers typically consolidate their habit, intensify their consumption and 

find it increasingly difficult to quit - despite a widespread desire to do so. 

 

In recent years tobacco control in England has adopted a ‘ trickle down approach’  to youth smoking, 

concentrating efforts mostly on adult cessation in the expectation that the resulting reductions in 

adult prevalence and shift in tobacco related social norms will have a knock-on effect with the 

young.  

 

There is some evidence to suggest this has worked – youth smoking has decreased. However there 

has also been an increasing debate about the benefits of adding in to the tobacco control mix more 

efforts specifically targeting young people. Recent reports from both the National Institute for 

Health and Clinical Excellence (NICE) and the National Cancer Institute (NCI), for instance, have 

pushed in this direction. Furthermore, given the age profile of uptake, intervening with the young 

presents the only opportunity for direct smoking prevention.  

 

The Department of Health has therefore commissioned this rapid (6 months), short review to assess 

the potential for strengthening the youth-oriented dimension of their tobacco control strategy. They 

want evidence informed advice on its viability and the form it should take. The review will 

complement their recent consultation on the future tobacco control strategy for England 

(Department of Health 2008) and help inform the development of policies. 

 

Given the project resources and set time limits, two methods were used. First an analysis of the 

literature was conducted. This interrogated major databases with a particular focus on existing 

reviews, and also used contacts with experts from around the world to access grey literature to 

answer three questions set by policy teams within the Department of Health:  
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1. What are the current patterns and trends in smoking in young people (11-24 years) in 

England by key socio-demographic variables (sex, age, socio-economic status, ethnicity)?  

2. What is known about why young people start and continue to smoke? 

3. What is the current tobacco control policy context and future policy options on smoking 

prevention and cessation for young people in England and their likely effectiveness?  

 

Second an expert workshop was organised involving 23 tobacco control experts from the UK and 

three international experts (two from the USA and one from Canada). This provided feedback on a 

draft of the literature review, but also focussed on next steps. In particular it encouraged participants 

to take a leaf out of the tobacco industry’s book and “build on insight, ingenuity and creativity as 

well as hard data” . The result was an extremely stimulating day and a half that generated valuable 

suggestions on how youth smoking should be tackled.  

 

 

Key Findings 

 

In the last 25 years England has seen a marked decline in tobacco use among young people. This 

has been a consistent trend among 16-24 year olds, whilst reductions among 11-15 year olds have 

been more gradual, and stalled in the early 2000s but then accelerated in 2007.  

 

This encouraging progress has been achieved using a strategy which combines regulation and 

intervention. Importantly, policy measures have constrained tobacco marketing, maintained the 

price of cigarettes and provided protection against second hand smoke. The review confirms that 

these have brought direct benefits to all age groups, though their relative impact varies: the tobacco 

advertising ban for example probably has most influence on children whose smoking is more fluid 

and tentative; whereas smokefree public places has probably had a more immediate impact on older 

adolescents and adults - if only because the key locus for the policy is licensed premises. Similarly 

the workshop concluded that English tobacco control policy over the last decade has been 

progressive and successful. This partly reflects the effectiveness of its individual strands, but also 

the fact that it is multifaceted and strategic. It is now abundantly clear from the evidence base that 

the best tobacco control is comprehensive tobacco control.  

 

However, in one important sense tobacco control in England has not been comprehensive: in recent 

times at least, smoking amongst young people has not been directly addressed as thoroughly as it 

could have been. Instead, interventions have mainly concentrated on adults and the need to 



4 

 

encourage and support their quitting. In particular there has been consistent investment in cessation 

services. Children and young people have been seen as the indirect beneficiaries of the smokefree 

norms and homes that result from successful adult cessation. The review and the workshop 

confirmed that there are undoubtedly strengths in this trickle down model, and much of the progress 

made with English youngsters can be attributed to it.  

 

While recognising the limitations of this rapid review, in terms of both the amount of literature that 

could be reviewed and the depth of the critical analysis that could be undertaken within the time 

limits, both exercises suggested that there is strong evidence to support more direct approaches to 

the young to supplement the current strategy. Furthermore, prevalence data show that there is 

clearly still much work to be done. Notwithstanding the successes noted above, around 15% of 15 

year olds continue to become regular smokers, and prevalence rises to 31% among 20-24 year olds - 

higher than for any other age group.  

 

More specifically the review and the workshop generated the following conclusions:  

 

i. The great majority of smokers start in adolescence – and almost all before the age of 24 

years. The review found that many young people move in and out of smoking during 

adolescence, find it hard to engage with standard cessation services and generally exhibit 

greater ambivalence about their tobacco use than do adults.  

ii. Arguably the notion of prevention also makes sense well into early adulthood, where the 

line between smoker and non-smoker remains blurred. Is the term-time student smoker who 

ultimately gives up tobacco a successful quitter, or an incomplete starter? 

iii. This blurring of smoking status suggests that binary definitions are unhelpful, and it may 

make more sense to unite campaigns, programmes and initiatives in the fight against youth 

tobacco use rather than always opting for either prevention or cessation.  

iv. There is good evidence that intervening with young people works: as the NCI concludes 

“ evidence from controlled field experiments suggests that anti-tobacco mass media 

campaigns conducted in conjunction with school or community based programming can be 

effective in curbing smoking initiation in youth…”  (Davis et al 2008, p537). 

v. Inequalities add urgency to the picture: it is apparent that the long recognised social divide 

in adult smoking is a product of both more disadvantaged young people taking up smoking 

and a reduced ability to quit once they have started. The review shows how adolescent 

smoking trajectories are inter-twinned with social, educational, occupational and economic 

trajectories. 
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vi. The review found that the onset of smoking is a function of individual factors (e.g. self 

image), social and community factors (e.g. family circumstances) and societal factors (e.g. 

tobacco marketing). Interventions therefore need to address all these domains. This 

highlights the need for, and the evidence from the review and workshop supports, the 

complementary local, regional and national initiatives.  

vii. Norms matter. Young smokers are beset by false norms: they are much more likely to live in 

families that smoke, have friends who smoke and have exaggerated perceptions of how 

common and acceptable smoking is. There is evidence form the review that these norms 

encourage and reinforce their tobacco use, and that correcting them will do the reverse.  

viii. These multilayered phenomena can only be addressed by a comprehensive strategy. While 

the review found that the evidence base is both incomplete and variable (tax and media 

campaigns work, local youth access measures do not, youth cessation services are unproven, 

and schools programmes lie somewhere in the middle), in another sense the literature is 

remarkably consistent: it is abundantly clear that there is no one solution; rather a mix of 

approaches is needed. The words ‘multi-faceted’ , ‘multi-component’  and ‘comprehensive’  

recur in the evidence base. Thus media campaigns work better if they are combined with 

community interventions and better still if they are part of a comprehensive tobacco control 

strategy. Similarly it is often very difficult to tease out the contribution of individual 

elements in multi-component programmes, but the cumulative impact is clear.  

ix. The review found that tobacco marketing continues to be a major problem. Notwithstanding 

the proven success of the Tobacco Advertising and Promotion Act 2002 (TAPA), tobacco 

brands are still influencing youth smoking. The key remaining transmitters of this branding 

are point of sale (PoS) presence and the pack, and both need policy attention:  

- The power of PoS will be reduced when product displays are removed. However the 

workshop participants concluded as tobacco will still be available for sale in every 

high street, corner shop and supermarket a positive message about the normalcy of 

smoking will continue to be communicated. Several workshop participants 

concluded that serious consideration should therefore being given to reducing the 

distribution network for tobacco products. 

- The review found that tobacco industry is exploiting the pack as a medium for 

advertising the product and reinforcing the brand. It is therefore concluded that 

generic packaging is an essential next step. 

xi. Ultimately the marketing of tobacco will continue so long as tobacco companies are allowed 

to operate in the UK; as a recent EU tobacco control conference concluded,“ the tobacco 
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industry is the cause of the tobacco pandemic and therefore has to be put out of business”  

(HELP 2008). 

xii. By the same token, tobacco control can learn some marketing lessons from the tobacco 

industry. Both the review and workshop concluded that consumer orientation, sophisticated 

imagery and powerful branding have more resonance with young people than expert driven, 

didactic health messages. 

xiii. The review and workshop identified important continuing research needs: more 

should be learned about socio-economic status, gender and the process of transition to 

adulthood. In addition research should be used flexibly and imaginatively to guide 

innovative approaches to young people. The need is not just for RCTs and other more 

established approaches to research, but also for navigational research that identifies and 

maps the trajectory of promising initiatives. 

xiv. The expert workshop discussed how new media present a great opportunity in this 

regard. Whilst the review found little hard evidence to support their use – developments are 

too recent– the workshop participants strongly endorsed the benefits of electronic 

communications. New media have extensive reach even into disadvantaged groups, enable 

innovative communications and, most importantly, have the capacity to be interactive and 

peer driven. Indeed the workshop heard how conventional campaigns are now readily co-

opted by young people using devices such as social networking and blogs. Researchers have 

recognised for decades that the audience is actively involved in any successful 

communication; technological advances make it much easier to put this truth into practice.  

xv. Finally, it is vital to tell a coherent story about the success of tobacco control: young people 

need to know that tobacco use is disappearing in the UK; that it is no more than an historical 

anomaly which is set to die out altogether in their lifetimes. This will help combat pro-

tobacco norms and provide a positive frame for both policy initiatives and interventions.  

 

Conclusions and Recommendations  

 

Both the literature review and the expert workshop strongly endorsed the value of adding an explicit 

youth-oriented dimension to a tobacco control strategy for England. The precise form this takes 

must be the subject of careful developmental research with young people; however it is already 

clear that: 
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• Tackling youth smoking is most effective if it involves a comprehensive, multi-component, 

well-funded and sustained approach that addresses the individual, social, community and 

societal determinants of smoking uptake. 

• Media campaigns have a key role to play, particularly at a national level. The workshop 

participants, drawing on both the literature findings and their own experience, agreed that 

these should be youth driven, edgy and non-didactic, with an eye on the potential for 

developing an engaging brand. New media were recognised as presenting enormous 

opportunities and should be utilised. Conversely it was argued that if they are ignored there 

is a risk that they will be used by disaffected young people to undermine more conventional 

approaches.  

• Given the need to push the boundaries, the expert workshop concluded that it may make 

sense for the Department of Health to work with a partner organisation which has more 

freedom of movement and credibility with young people. The workshop also recognised the 

need for national and regional efforts to be well coordinated and operate in concert to 

achieve maximum effect, whilst recognising the benefits of diverse sourcing. In particular 

the recent development of strong regional tobacco control functions should be actively 

exploited.  

• The review and workshop showed the importance of continued government action to 

increase the real price of tobacco and cigarettes through taxation, and to eliminate all forms 

of tobacco marketing. With respect to marketing the two immediate priorities, following the 

removal of point of sale display, are to restrict distribution and introduce generic packaging. 

Longer term, a serious debate should be started about the value of having a free market for 

tobacco in the UK. Unless these countervailing pressures are adequately and openly 

addressed other actions will be undermined. 

• Schools are a promising locus for reaching and supporting young people, provided 

initiatives genuinely engage with pupils (as with the ASSIST initiative), are sustained and 

are located within a broad, health promoting school perspective. 

• Efforts to reach young people have to be nested within and supported by a comprehensive 

tobacco control strategy which continues to address and drive down adult prevalence.  

• New initiatives need to be developed and evaluated which specifically address smoking and 

disadvantaged young people. 

 

 

It is apparent, then, that a long term effort is needed. The tobacco industry has succeeded until now 

because it has focused its efforts and plugged away doggedly in the half century since Richard Doll 
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first uncovered the toxicity of their products. The leading brands have changed and developed over 

this time, but the basic determination to keep smoking as an acceptable, attractive and, above all, 

normal part of English youth culture has remained undimmed. Their efforts have exacted a 

shocking toll on young people.  

 

This review has confirmed that a specific focus on young people should be central to the continuing 

fight back. The tobacco industry has clung on for 50 years; experts argue that it will take another 25 

to finally prise their fingers off our children. This review shows that a multifaceted, youth 

(consumer) oriented strategy is needed to directly engage the younger generation in the battle 

against tobacco. As the smoking pandemic enters its endgame in the UK, they are the vanguard; the 

task is to equip and empower them. It will be achieved by clarity of vision, partnership working, 

trust, long term commitment and determination. Fortunately past experience demonstrates that UK 

tobacco control has these qualities in abundance. 
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1.  INTRODUCTION 

 

1.1   Background 

 

Considerable progress has been made in recent years in reducing cigarette smoking among adults in 

England. Between 2001and 2007 smoking prevalence among adult men declined from 28% to 22% 

and among adult women from 26% to 20% (Robinson & Lader 2008). However, there has been 

relatively less success in reducing the uptake of smoking in young adolescents. Regular smoking in 

11-15 year olds declined by only one percentage point between 2001 and 2006, from 11% to 10% in 

girls and 8% to 7% in boys, though there appears to have been a significant decline between 2006 

and 2007 to 8% in girls and 5% in boys (Fuller 2008).  

 

In May 2008 the Department of Health initiated a consultation on the future tobacco control 

strategy for England (Department of Health 2008). One of the key issues identified by the 

consultation was how to reduce smoking in children and young people. The consultation document 

highlighted that while most adult smokers report that they started regular smoking in their teens, 

smoking prevalence continues to increase into the mid-20s, with the 20-24 year old group having 

the highest smoking prevalence of any age group at 31% (Robinson & Lader 2008). Thus in 

addressing youth uptake it is important to consider the determinants of smoking across the 11-24 

years age range which encompasses both early experimentation and transition into regular adult 

smoking.  

 

The consultation document also focused on the importance of smoking as the main cause of social 

inequalities in healthy life expectancy in England and the considerable public health challenge of 

reducing smoking in disadvantaged groups. While smoking has declined among adults, smoking 

remains highly associated with socio-economic circumstances and there has been little or no 

reduction in the gap between smoking rates in the most and least socially disadvantaged groups 

(Robinson & Lader 2008). It is therefore important to understand what is known about whether and 

in what ways smoking uptake is socially patterned in order to assess how youth smoking prevention 

and cessation policies and programmes might contribute to addressing this key inequalities and 

health issue. 

 

The consultation document recognised that while the Government in recent years has taken 

significant action aimed at reducing smoking uptake and helping young people who want to quit, 

more action is needed. Specifically it asked what more could the Government, and other public 
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services, do to reduce smoking prevalence rates in young people. Addressing this question requires 

and understanding of which young people in England smoke and why, and the evidence of the 

effectiveness of different potential policy options on youth prevention and cessation both generally 

and for different groups. 

 

 

1.2   Aims 

 

This project is designed to help inform the Department of Health’s tobacco control strategy 

consultation process and subsequent policy development by addressing specific questions set by the 

Department’s tobacco policy team in relation to young people and smoking in England. The aim of 

this project is to produce a report which outlines and reviews the evidence base on young people 

(11-24 years) and smoking, particularly in relation to smoking prevention.  

 

 

1.3   Research Questions 

 

The report addresses three key questions: 

 

1. What are the current patterns and trends in smoking in young people (11-24 years) in 

England by key socio-demographic var iables (sex, age, socio-economic status, ethnicity)?  

Specifically, what do national surveys tell us about: 

• smoking uptake (which young people are most likely to start smoking and when) 

• smoking patterns of parents, siblings and friends 

• young people’s sources of cigarettes and expenditure (legal and illegal), including 

perceptions of affordability 

• what young people smoke (pack size and brand) 

• young people’s smoking knowledge, attitudes and intentions (including cessation) 

• young people’s quit attempts and use of NHS stop smoking services 

• inequalities and smoking. 
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2. What is known about why young people star t and continue to smoke? 

Specifically, what are the important factors and influences operating at different levels and socio-

economic groups: 

•  individual (e.g. knowledge, beliefs, self-image) 

•  social (e.g. parents, other family members, friends) 

•  community (e.g. school, neighbourhood)  

•  societal (e.g. access, media, promotion) 

 

3. What is the current tobacco control policy context and future policy options on smoking 

prevention and cessation for  young people in England and their  likely effectiveness?  

Specifically, what does the research evidence tell us about the effectiveness of different policies and 

interventions. 

 

 

1.4 Resources and deadlines 

The project started in August 2008 and was funded for 6 months so that the final report would be 

available early in 2009 to help inform the development of the Department of Health’s tobacco 

strategy. Resources were provided to fund a full-time research assistant for 5 months (Kathryn 

Angus), expert input on smoking patterns and trends (Jenny Fidler), a workshop facilitator (Yvonne 

Bostock), workshop expenses and clerical support. The project was co-supervised by Amanda 

Amos and Gerard Hastings.  
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2.   METHODS 

 

Given the available resources and set deadline, it was not feasible to undertake a detailed 

comprehensive or systematic review. In order to address the research questions detailed in Section 

1, this report draws on the relevant information primarily from national surveys and recent national 

and international reviews on young people (11-24 years) and smoking, including general reviews 

and those on specific aspects on youth smoking prevention and cessation. An expert 

seminar/workshop in January 2009 brought together a group of experts in young people and 

smoking to consider a draft of the review, identify any significant gaps in the research review and 

consider the evidence on the likely effectiveness of future policy options. The methods used for 

each section are set out below  

 

 

2.1   Sources of Data on Smoking among Young People (Section 3) 

 

There are a several different sources of national data on smoking prevalence among young people 

in England. The official national estimates of smoking prevalence among 11-16 year olds are 

provided by the Smoking Drinking and Drug Use Surveys, currently carried out by the National 

Centre for Social Research and the National Foundation for Educational Research. Annual 

prevalence data are collected from a representative sample of 11 to 15 year old students in a school 

based setting, the most recent summarising smoking prevalence in 2007 (Fuller 2008). In 

alternating years there is a focus on either smoking or drug use. The last year with a focus on 

smoking was 2006 (Fuller 2007). The Health Survey for England provides data on smoking 

prevalence among children aged 8 to 15 in years when this sample is ‘boosted’ , as well as annual 

data on those aged 16 and above (Craig & Mindell 2008a, Craig & Mindell 2008b). The General 

Household Survey also provides smoking prevalence data for adults aged 16 and over (Robinson & 

Lader 2008), and recent data on prevalence in this age group can also be drawn from the Smoking 

Toolkit Study which provides monthly data from November 2006 to July 2008 (West 2008). Each 

of these sources includes additional data on a range of sociodemographic and smoking behaviour 

variables. Other surveys also provide information on smoking behaviour among young people, 

including the National Statistics report on Smoking-related Behaviour and Attitudes, which 

documents questions on smoking asked as part of the ONS omnibus survey (Lader 2008), the 

Health Behaviour in School-aged Children Study (HBSC) (Morgan et al 2006, Currie et al 2008) 

and statistics from the NHS Stop Smoking Services (NHS Information Centre 2008). These 
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resources will be used to provide a summary of the patterns and trends in smoking among young 

people.  

 

Each of these surveys uses slightly different methodologies and none cover the full age range of 11 

to 24 examined in this report. The Smoking Drinking and Drug Use, and Health Survey for England 

data on 11-15 year olds use the same smoking question and identify both ever smoking and regular 

smoking, defined as one or more cigarettes a week. However, the Smoking Drinking and Drug use 

reports consistently produce higher estimates of prevalence than the Health Survey for England. 

This is likely to be a consequence of the method of data collection; Smoking, Drinking and Drug 

Use data are collected in a school-based setting, whereas Health Survey for England questionnaires 

are completed in the home where younger participants may be more reluctant to admit to smoking. 

Objective measurement of smoking behaviour using cotinine, a metabolite of nicotine, confirms that 

young people in the Health Survey for England under-report their smoking behaviour (Craig & 

Mindell 2008b). Conversely it has been suggested that some exaggeration of smoking behaviour 

may occur in school based studies as questionnaires are completed in the presence of peers. 

However, cotinine samples were collected as part of the Smoking, Drinking and Drug Use series 

between 1990 and 1998 and analyses showed that pupils were largely accurate in their reports of 

smoking behaviour. In addition, the responses of those not tested for cotinine were similar to the 

biologically verified figures, ruling out a bogus pipeline effect of cotinine testing (Goddard & 

Higgins 1999). Smoking Drinking and Drug use prevalence data therefore probably present a more 

accurate picture of smoking behaviour among 11-15 year olds, and will be presented here as the 

most accurate picture of trends in adolescent smoking, although Health Survey for England data 

will be used to supplement these figures.  

 

The Health Survey for England also includes annual smoking data for 16 to 24 year olds, as does 

the General Household Survey. The General Household Survey is the official source of adult 

smoking prevalence for England, although the Health Survey for England adds some important 

information, such as cotinine values. Both surveys use the same smoking status question format 

(although different from that used for 11 to 15 year olds), have a similar number of participants, and 

provide self-completion questionnaires for younger respondents to encourage more accurate self-

report (Craig & Mindell 2008a, Robinson & Lader 2008). However, General Household Survey 

data are available from 1974, while Health Survey for England coverage began in 1993. Finally, the 

Smoking Toolkit Study also assesses smoking status and behaviour from age 16, although it is not 

directly comparable with General Household Survey and Health Survey for England data as it uses 
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a different smoking status question (West 2006). This data can be used to assess recent trends on a 

monthly basis. 

 

 

2.2   L iterature Review Methodology (Sections 4 and 5) 

 

In order to compile the published evidence on why young people (aged 11 to 24 years) start and 

continue to smoke and the evidence on effectiveness of interventions, searches for literature were 

conducted in a number of ways. First, searches were run during August-September 2008 in the 

following literature databases for English language reviews published in the last 10 years covering 

smoking and young people: PubMed, the Web of Science citation indices, the Cochrane Library and 

the Centre for Reviews and Dissemination. Web searches were also run using Google and on 

organisations’  websites (such as NICE, ESRC, King’s Fund). In addition, a focused search was run 

in PubMed for any research on young people and smoking specifically from the UK published in 

the last 10 years. Around fifty experts in youth smoking/tobacco control were identified and 

contacted to recommend recent reports, reviews or important/cutting edge studies on young people 

and smoking. These experts were from Australia, Canada, New Zealand, UK and USA and a very 

good response was received with useful leads to follow up, copies of new publications and drafts of 

relevant work. Following the initial searches and contact with experts, additional relevant literature 

was included in the review as its authors became aware of it or as it became available to them (up to 

February 2009). 

 

A total of 74 relevant reviews from the last decade were identified using the search methods above. 

Where the topics and studies covered by a review were similar, the most recent was used for this 

report; thus 55 reviews are included here, 22 of which are systematic reviews and the rest meta-

analyses and narrative reviews. A further 160 papers published in the last decade and reporting on 

primary studies were identified. 134 of these are used in this report; 97 covering studies in the UK 

and 37 on studies conducted elsewhere. 

 

The evidence is organised into the main factors influencing young people starting and continuing to 

smoke (Section 4), followed by what the research evidence tells us about the effectiveness of 

different policies and interventions on smoking prevention and smoking cessation for young people 

(Section 5), in order to help assess likely effectiveness with young people in England. Where the 

review evidence is several years old, primary studies published since the review’s searches are 

summarised for any up-to-date evidence. 
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2.3   Workshop (Section 6) 

 

The expert workshop took place on the 7th and 8th January 2009 in London. Invitations were sent 

out to 25 prospective participants including UK academics, organisations working on young people 

and smoking, international experts, media/communication experts, regional tobacco control 

organisations, the Department of Health and NICE. The workshop was facilitated by Yvonne 

Bostock and, alongside the rest of the project team, 20 participants attended including three 

international experts (one from Canada and two from the USA) who presented on their countries’  

success in reducing smoking in young people (Appendices 1-4). Participants were sent a draft of the 

project report and had a chance to make comments and identify gaps in the evidence used, and then 

the workshop focuses on identifying the key issues in relation to future policy options on relation to 

young people and smoking. The workshop report is in Section 6. 

 

2.4 Strengths and Limitations of the Review 

 

This review has several strengths including:  

·  the systematic approach taken in the literature searches and compilation of material 

·  the breadth of the topics and issues considered 

·  the inclusion of grey literature and papers ‘ in press’  to broaden the scope and relevance of 

the material that was considered 

·  the involvement of a range of key academics and other experts in reflecting on the initial 

review findings and drawing on their own experience, particularly in areas where the 

research is as yet limited. 

 

The review also has several limitations which need to be borne in mind when considering the 

evidence and subsequent conclusions and recommendations. These include:  

·  the limited ability (due to time) to undertake a more formal critical appraisal, analysis and 

synthesis of the literature and evidence. Thus many of the reviews and studies had to be 

taken at ‘ face value’  A more in-depth critique might have highlighted strengths and 

weaknesses in the quality of the material which could have had implications for the 

conclusions and recommendations.  
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·  the reliance on experts’  recommendations of recent key non-UK studies which is selective 

and therefore may have missed out some important new papers and studies. Similarly the 

selection of workshop participants is likely to have had an influence on the workshop 

discussions and conclusions.  

·  the exclusion of material that was not specifically focused on tobacco and smoking in young 

people. For example, adult tobacco control interventions which might also impact on young 

people, health promotion youth interventions addressing other or generic health issues, the 

broader adolescent health literature. 
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3. CURRENT PATTERNS AND TRENDS IN SMOKING AMONG  

 YOUNG PEOPLE IN ENGLAND 

 

3.1   Smoking Prevalence Among Young People  

 

Smoking Drinking and Drug Use reports chart a long term decline in the prevalence of ever 

smoking among 11 to 15 year olds, from 53% in 1982, to 45% in 2000, to the most recent figure of 

33% in 2007 (Fuller 2008). This recent figure is itself somewhat lower than observed in the 

previous few years when prevalence stayed relatively stable at around 40%. Regular smoking 

among 11-15 year olds (which in this younger group is defined as smoking one or more cigarettes a 

week) is displayed by sex in Figure 1 and shows a similar pattern of overall decline, from 11% in 

1982 to 10% in 2000, then staying relatively stable until a further decline to 6% in 2007 (Fuller 

2008). If this decrease can be maintained the Government’s target of 9% or less by 2010 will be 

easily met (Department of Health 1998). Occasional smoking in this age group is defined as 

smoking sometimes, but not every week, with 5% of 11-15 year olds reporting this level of smoking 

in 2007. Figure 1 also shows how the Health Survey for England prevalence estimates for this age 

group are somewhat lower than those from the school based Smoking Drinking and Drug surveys 

(Craig & Mindell 2008b).  

Figure 1: Smoking prevalence among 11-15 year olds from 1982 to 2007: Smoking, 
Drinking and Drug use, and Health Survey for England data
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Figure 2 displays the prevalence of regular smoking among 15 year olds in England. Smoking 

among those in the upper age group surveyed in the Smoking Drinking and Drug use and Health 

Survey for England reports is obviously higher than when all ages are combined, with an overall 
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prevalence of 25% in 1982, 23% in 2000 and falling to 15% in 2007 after a period of stability at 

around 20% (Fuller 2008). Prevalence from Health Survey for England data is slightly lower than 

the Smoking Drinking and Drug uses figures, although the difference has narrowed (Craig & 

Mindell 2008b).  

Figure 2: Smoking prevalence among 15 year olds from 1982 to 2007: Smoking, 
Drinking and Drug use, and Health Survey for England data 
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Prevalence data for older adolescents and young people are displayed in Figure 3 by sex. General 

Household Survey data are reported for both 16-19 year olds and 20-24 year olds, whereas Health 

Survey for England reports combine these two age groups (Craig & Mindell 2008a, Robinson & 

Lader 2008). It is clear that across time prevalence among the 16-19 age group is consistently lower 

than among the 20-24 age group, with the Health Survey for England data somewhere in between 

(data are similar when analysed to compare the same age groups). A clear long term trend of decline 

in smoking prevalence is seen over the period of data collection, with 2007 prevalence at 21% 

overall for 16-19 year olds and 31% for 20-24 year olds, falling from 40% and 48% in 1974 

(Robinson & Lader 2008).  

 

More recent prevalence data from a national sample are being collected on a monthly basis as part 

of the Smoking Toolkit Study. This English national household survey study samples 

approximately 1700 participants each month according to a two-stage sampling procedure and can 

be weighted to match the 2001 census (West 2006). Figure 4 shows the percentage of 16-24 year 

olds reporting cigarette smoking each month since data collection began in November 2006, split by 

sex (data are not split further by age due to sample size restrictions, but as with the General 

Household Survey a lower prevalence was observed among 16-19 year olds compared with 20-24 
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year olds - 26% vs. 36% overall respectively). With prevalence between 30% and 40% for 16-24 

year olds these estimates are slightly higher than either the Health Survey for England or General 

Household Survey figures. This is the case across the toolkit sample as a whole and may be a 

function of a slightly different sampling strategy: General Household Surveys use a probability 

sample and non-smokers may be more likely to respond. However, it is more likely that the 

discrepancy is a result of different smoking status questions; the Smoking Toolkit Study asks 

specifically if participants smoke cigarettes (including hand-rolled) every day, or if participants 

smoke cigarettes (including hand-rolled), but not every day. The General Household Survey and 

Health Survey for England questions ask whether participants smoke cigarettes ‘at all nowadays’ . 

This may unintentionally exclude some smokers who are in the process of giving up or consider 

themselves very light smokers.  

Figure 3: Smoking prevalence among 16-24 year olds: General Household Survey and 
Health Survey for England data
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Figure 4: Smoking prevalence among 16-24 year olds: Smoking Toolkit data

0

5

10

15

20

25

30

35

Nov-
06

Dec
-0

6

Ja
n-0

7

Feb
-0

7

M
ar

-0
7

M
ar

-0
7

Apr-0
7

M
ay

-0
7

Ju
n-0

7

Ju
l-0

7

Aug-0
7

Sep
-0

7

Oct
-0

7

Nov-
07

Ja
n-0

8

Ja
n-0

8

Feb
-0

8

M
ar

-0
8

Apr-0
8

M
ay

-0
8

Ju
n-0

8

Ju
l-0

8

%
 s

m
o

ki
n

g

STS men

STS women

 

 

3.2   Smoking by Gender  

 

Among adults men are more likely to be smokers than women (Craig & Mindell 2008a; Robinson 

& Lader 2008). However, in adolescence the pattern is more complex. In younger adolescence, 

overall, girls are more likely to smoke than boys, with 5% of 11-15 boys reporting regular smoking 

in 2007 compared with 8% of 11-15 year old girls, and at age 15 12% of boys reported regular 

smoking compared with 19% of girls (Fuller 2008). However, this gender difference reverses with 

age. The 2007 General Household Survey data report a prevalence of 22% in men and 20% in 

women aged 16-19, and 32% in men and 30% in women aged 20-24 (Robinson & Lader 2008). If 

these figures are tracked still further the gender difference increases by age 25-34 to 29% of men 

and 23% of women reporting smoking (Robinson & Lader 2008). These figures are echoed by 

Health Survey for England data with 27% and 28% of men and women respectively smoking at age 

16-24 and 34% of men and 25% of women smoking at age 25-34 (Craig & Mindell 2008a). A 

higher quit rate among young women may explain this.  
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3.3   Smoking by Age 

 

Smoking increases greatly by age from 11 to 16 as smoking initiation occurs. Only 9% of 11 year 

olds report ever smoking, and 1% are regular smokers at this age, according to 2007 Smoking 

Drinking and Drug use data (Fuller 2008). Prevalence of regular smoking remains below 4% at age 

13, but there is a sharp increase at age 14, and by age 15 55% report ever smoking and 15% report 

regular smoking. As outlined above, there are gender differences in this progression, and although 

boys and girls show similar rates of early smoking uptake, girls quickly over take and by age 14 are 

more likely to smoke than boys according to both Smoking Drinking and Drug use and Health 

Survey for England reports, with 12% of boys and 19% of girls smoking at age 15 (Figure 5) (Fuller 

2008). Smoking prevalence continues to increase past age 15 and General Household Survey data 

suggest that some individuals may still be beginning to report that they are smokers after the age of 

19, with 21% smoking prevalence at 16-19 and 31% at 20-24 (Robinson & Lader 2008). It is 

important to note here that smoking behaviour at younger ages is not always constant but that an 

individual may fluctuate around different levels of smoking before finally identifying themselves as 

a consistent regular smoker (Goddard 1990). Examination of cotinine concentrations collected as 

part of the Health Survey for England has shown that this objective marker of nicotine intake 

among smokers continues to increase with age until around age 40, even when cigarettes consumed 

per day are taken into account (Fidler et al 2008a). Slight caution is warranted as these are cross-

sectional surveys and so may reflect a fall in prevalence over time, however, past this point 

prevalence stays stable. Retrospective data on the age that adults reported first smoking regularly 

are given in the General Household Survey. The majority of participants aged 16 and over reported 

that they started smoking before the age of 18, with 41% of men and 36% of women first smoking 

regularly before the age of 16 and 26% of men and 28% of women first smoking between age 16 

and age 17. There are clear socioeconomic differences in the age of uptake with those from routine 

and manual groups more likely to first smoke regularly before the age of 16 than those from 

managerial and professional groups (45% compared with 30%) (Robinson & Lader 2008). 
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Figure 5 - Prevalence of smoking by age and gender: Smoking Drinking and Drug use 2007 data
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3.4   Smoking by Socioeconomic Status 

 

There is a stark gradient in adult smoking by SES with those from lower grades most likely to 

smoke (Craig & Mindell 2008a, Robinson & Lader 2008). However, the situation is often less clear 

for adolescent smokers, and there is limited discussion of the relationship between smoking and 

SES in available reports. For example, the Smoking Drinking and Drug use surveys do not include 

established measures of SES such as parental occupation, housing tenure and access to a car but 

rather report the association between smoking among 11-15 year olds and two proxy measures of 

SES that children are more likely to report accurately: number of books at home and eligibility for 

free school meals. The association between these measures and smoking among 11-15 year olds is 

only reported in terms of their predictive ability in multivariate models. In 2007 students who 

reported a large number of books in the home were significantly less likely to report smoking 

behaviour (odds ratio = 0.61), however, eligibility for free school meals was not associated with 

smoking (Fuller 2008). The same pattern of results was seen in the 2006 survey (Fuller 2007). This 

apparent inconsistency may suggest that eligibility for school meals does not adequately capture 

variations in socioeconomic status. However, other studies have also found inconsistencies between 

measures of SES and smoking behaviour. For example, the English Health Behaviour in School-

aged Children cohort of 2005/6 found that 15 year old girls (27%) were more likely than boys 

(19%) to report that they had first smoked at 13 years or younger and this was significantly higher 

in girls from low affluent families (Currie et al 2008). Regular smoking among 15 year olds was 

also significantly higher in girls and boys from low affluent families. The 2002 study found that 
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perceived wealth was associated with smoking with 15% of students who thought that their families 

were ‘well off’  smoking compared with 24% of students who thought that their families were ‘not 

well off’  (Morgan et al 2006). Socioeconomic status was assessed using a number of measures in 

the Health Survey for England, and significant associations observed between increased smoking 

and an index of multiple deprivation, NS-SEC of head of household (similar to registrar general’s 

social class) and educational attainment. However the Health Survey for England reports present 

results collapsed into 4-15 year olds and those aged 16 and over, although additional analyses of 

Health Survey for England data suggest that this is also the case for the 11-15 age range. Sweeting 

and West (2001) report that the association between smoking and social class varies according to 

the definition of smoking employed, with a greater consumption of cigarettes showing a stronger 

relationship with measures of social class. However, no reports have presented data on cigarette 

consumption by social class. Information on the association between social class and smoking 

among adults is not broken down by age in either the General Household Survey or Health Survey 

for England reports, although pooled 1996-2003 Health Survey for England data in the recent 

‘Beyond Smoking Kills’  report (ASH, CRUK, BHF 2008) show the expected social gradient in 16-

19 year olds, with 18% of those in the most affluent category smoking compared to 53% of those in 

the most deprived group. Data from the Smoking Toolkit Study have been analysed here to address 

this issue and show that smoking prevalence among 16-24 year olds increases as social grade 

decreases, with those in the lowest social grade (E) having 4.5 times the odds of being a smoker 

than those in the highest social grade (Figure 6). Social grade was also associated with cigarette 

consumption, with cigarettes per day increasing from 9.6 in social grades A and B to 12.7 in social 

grade E (p < 0.0001) (Figure 7). 

Figure 6 - Percentage of 16-24 year old smokers by social grade: 
Smoking Toolkit Data, November 2006-July 2008
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*AB=higher and intermediate professional / managerial, C1=supervisory, clerical, junior managerial / administrative / 

professional, C2=skilled manual workers, D=semi-skilled and unskilled manual workers, E=on state benefit, unemployed, 

lowest grade workers. 

 

Figure 7: Mean cigarettes per day among 16-24 year old smokers by social grade - 
Smoking Toolkit Data, November 2006-July 2008
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*AB=higher and intermediate professional/managerial, C1=supervisory, clerical, junior managerial / administrative / 

professional, C2=skilled manual workers, D=semi-skilled and unskilled manual workers, E=on state benefit, unemployed, 

lowest grade workers. 

 

 

3.5   Smoking by Ethnicity 

 

A higher prevalence of smoking was observed among White students compared with those of Asian 

and Black ethnicities in the 2007 Smoking, Drinking and Drug Use survey (odds ratios for smoking 

among Asian and black students compared with white students were 0.44 and 0.13 respectively) 

(Fuller 2008). Smoking status by ethnicity and age group is not provided in the General Household 

Survey and low sample sizes in ethnic minority groups preclude any analysis by ethnicity in the 

latest Health Survey for England reports. However the last Health Survey for England with a 

‘boosted’  ethnic sample in 2004 does provide smoking by ethnicity data for those aged 16-34 (with 

age categories collapsed to increase numbers). Among men, higher rates of cigarette smoking were 

observed among Irish participants compared with the general population and lower rates among 

Indian and Black African participants. Differences among women were more stark with Black 

Caribbean participants more likely to smoke than the general population (44% versus 28%) and 

Black African, Indian, Pakistani, Bangladeshi and Chinese participants less likely to be smokers 

than women aged 16-34 in the general population. Prevalence of other tobacco use, such as chewing 
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tobacco, was higher among South Asian ethnic groups compared with the general population and 

Bangladeshi women especially were likely to use chewing tobacco but not smoke cigarettes. 

However, use of chewing tobacco was lower in the 18-34 age group than among older South Asian 

smokers (Sproston & Mindell 2006). 

 

 

3.6   Smoking Habits  

 

The number of cigarettes smoked by younger adolescents is typically lower than among adult 

smokers, although nicotine intake per cigarette among young people has been shown to be similar 

to that of adults (McNeill et al 1989). 11-15 year olds were asked in Smoking, Drinking and Drug 

Use surveys how many cigarettes they have smoked in the last week. In 2007 regular smokers 

(those reporting smoking at least one cigarette a week) reported an average consumption of 44.1 

cigarettes per week and a median of 38 cigarettes per week (Fuller 2008). These cigarettes were 

smoked throughout the week, but slightly more were smoked on Fridays and Saturdays. The 

average daily cigarette consumption in 16-19 year olds in 2007 was 10 cigarettes per day among 

men and 9 cigarettes per day among women while 20-24 year olds reported a slightly higher 

consumption of 12 cigarettes per day among men and 10 among women (Robinson & Lader 2008). 

Cigarette consumption continues to increase with age, although there is a general trend of decreased 

consumption over time (Robinson & Lader 2008). 

 

The type of cigarettes that are smoked by young people has been assessed by both the 2006 

Smoking Drinking and Drug use survey (when the focus was on smoking behaviour), and the 

General Household Survey. Between the ages 11 and 15 most smokers (74%) reported smoking 

cigarettes from a packet, very few reported smoking mainly hand-rolled cigarettes (6%) and 20% 

reported smoking both cigarettes from a packet and hand-rolled cigarettes (Fuller 2007). At the 

older age range assessed in the General Household Survey, again, most 16-24 year olds reported 

smoking filter cigarettes. However, 23% reported smoking mainly hand-rolled cigarettes, although 

this is the lower than older age groups in the General Household Survey (Robinson & Lader 2008). 

In both surveys women were more likely to smoke cigarettes from a packet than men; 81% versus 

63% among 11-15 year olds and 83% versus 71% among 16-24 year olds (Fuller 2007, Robinson & 

Lader 2008). Very few young people reported smoking other forms of tobacco, with 1% of 18-19 

year old men and 2% of 20-24 year old men smoking cigars (Robinson & Lader 2008). Females and 

17-18 year olds were not asked about other forms of tobacco use in the General Household Survey 

and the question was not included in the Smoking Drinking and Drug use surveys.  
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3.7   Purchasing Behaviour  

 

At the time of these surveys the legal age of sale of tobacco was 16, although this was raised in 

October 2007 to age 18. Despite this young people manage to obtain cigarettes, many buying them 

in retail outlets. The 2006 Smoking Drinking and Drug use survey included a wide range of 

questions on purchasing behaviour (Fuller 2007). These data show that the majority of 11-15 year 

old smokers either bought their cigarettes from a shop (65%), typically a newsagent, tobacconist or 

sweetshop, or were given them by other people (63%), largely friends. Thirty-five percent of 

smokers reported buying cigarettes from other people, usually friends or relatives, but 17% reported 

buying from someone else. 14% of smokers usually bought their cigarettes from vending machines. 

When cigarettes were purchased, young people mostly bought them in packets of 10. Purchasing 

cigarettes from shops was clearly associated with increasing age, with 31% of 11-12 year olds 

reporting that their usual source of cigarettes was a shop of some kind compared with 77% of 15 

year olds. Regular smokers were also more likely to buy their own cigarettes. This reflects the ease 

at which older students were able to purchase cigarettes, with only 18% of 15 year olds reporting 

finding it difficult to buy cigarettes compared with 26% of 14 year olds and 44% of 11-13 year olds. 

Furthermore, although 53% of students were refused cigarettes at some point (49% of 15 year olds), 

only 10% of 15 year olds were refused cigarettes at their last attempt. There does however appear to 

be a trend away from shop purchasing of cigarettes in the last 20 years, as well as from vending 

machines, with a greater number of students buying cigarettes from other people. On the other hand, 

younger smokers were more slightly more likely to be given cigarettes (69% among 11-12 year 

olds, 63% among 15 year olds), as were occasional smokers (76% versus 56%), and girls (66% 

compared with 57% among boys). Younger smokers were also more likely to find or take cigarettes 

(Fuller 2007). Questions have recently been added to the Smoking Toolkit Study addressing where 

16-24 year old smokers tend to buy their cigarettes. There is currently not enough data to analyse 

but this will be a useful source of information in the future.  

 

It is difficult to assess the extent to which 11-15 year olds source illicit, smuggled or counterfeit 

cigarettes. An analysis of data from the Smoking Toolkit Study (ASH 2008) found that 30% of 16-

24 year old smokers bought illicit cigarettes, the highest level for any age group. Illicit purchases 

among adult smokers were highest among the manual socio-economic groups but this was not 

broken down by age. 

 

Smokers of filter or plain cigarettes are asked what brand of cigarette they smoke in the General 

Household Survey and in some years of the Health Survey for England. A large number of different 
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brands are reported, although these are not published in available reports. The tar yield derived from 

these different cigarettes is however identified, with a large majority of both men and women 

smoking a brand with a high tar yield (Robinson & Lader 2008). Among women smokers, those in 

the younger age categories, 16-19 and 20-24, reported greater use of high yield cigarettes than older 

smokers, although there has been a long term reduction in tar yields of cigarette smoke following 

legislation in 1992 restricting the maximum yield to 12mg.  

 

The Smoking Drinking and Drug Use Survey does not collect information on the brands of cigarette 

smoked. However, the Youth Tobacco Policy Survey conducted by the CRUK Centre for Tobacco 

Control Research (CTCR) collects data on brand use by 11-16 year olds. Regular and occasional 

smokers were asked to indicate which brands they had smoked in the four weeks prior to the survey. 

In the period from 1999 to 2006, the top five brands smoked were: Mayfair, Lambert and Butler, 

Richmond, Benson & Hedges and Sovereign. The popularity of these brands changed across this 

time period (CTCR, unpublished data).  

 

In 1999, Benson & Hedges, a premium priced brand, was the leading brand among 11-16 year old 

smokers, with 70% having smoked it in the previous 4 weeks. By 2002, there was a decrease in the 

proportion smoking this brand (43%) and a further decrease by 2004 (28%). The popularity of this 

brand was greater if the majority of the smoker’s friends also smoked. Benson & Hedges was also 

more popular among middle class smokers (ABC1) compared with those from working class 

(C2DE) households. Mayfair, an economy priced brand, was popular throughout, being the second 

most popular brand in 1999 (59%) and the most popular in 2006 (58%). Popularity increased 

between 2002 (38%) and 2006 (58%). While there were no differences by gender, age or social 

grade, regular smokers were more likely than occasional smokers to have smoked this brand in the 

previous 4 weeks. Lambert & Butler, also an economy brand, was the second most popular brand in 

1999 with 31% having smoked it. By 2002, its popularity had increased to 63% and has been 

maintained (51% in 2004 and 56% in 2006). Popularity of this brand was greater if the majority of 

the smoker’s friends also smoked. Lambert and Butler was also more popular among regular than 

occasional smokers. Richmond, another economy brand, was launched on the UK market in 1999 

and became popular among young smokers. In 1999, 6% of 11-16 year old smokers had smoked 

this and popularity increased to 39% by 2002. This popularity has been maintained (37% in 2004 

and 45% in 2006) and it was the third most popular brand in the 2006 survey. Richmond was also 

more popular among regular than occasional smokers. There were no differences observed by 

gender or social grade but popularity decreased among the older smokers. Sovereign, an economy 

priced brand was popular in 1999 and 2002, smoked by 53% and 37% respectively. Popularity 
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decreased thereafter to 17% in 2004 and 23% in 2006. Popularity of this brand was greater if the 

majority of the smoker’s friends also smoked. There were no differences observed by gender, age or 

social grade (CTCR, unpublished data). 

 

Throughout the surveys, young smokers indicated that, on average they had smoked 3.2 brands (std 

dev 2.18). The number of different brands smoked increased if both the smoker’s parents also 

smoked. With the exception of 2004 where the average was 2.86 (std dev 2.09), the average number 

of brands smoked remained steady across the four survey waves. Brand loyalty seemed to be low, 

with the vast majority (ranging from 74% (2004) to 84% (1999)) indicating that they had smoked 

more than one brand in the previous four weeks (CTCR, unpublished data). 

 

 

3.8   Dependence, Intentions to Quit, and Quit Attempts  

 

Although younger smokers typically smoke less and are less regular smokers than those in older age 

groups, dependence on smoking can be established soon after initiation (McNeill 1991). The in-

depth 2006 Smoking, Drinking and Drug Use report asked 11-15 year old smokers how addicted 

they felt they were to cigarettes: 69% of regular smokers reported that they would find it very or 

fairly difficult to not smoke for a week, and 77% reported they would find it very or fairly difficult 

to give up altogether (Fuller 2007). Dependence was greater among heavier smokers and those who 

had been smoking for more than a year. Despite this, young smokers report wanting to give up 

smoking cigarettes: in 2006 43% of 11-15 year old regular smokers reported that they would like to 

give up smoking and only 18% did not want to stop at all (these figures have fluctuated in recent 

years, with a slight trend towards increased desire to quit (Fuller 2005)). 67% of regular smokers 

had actually made an attempt at quitting smoking and 36% of smokers reported that they had 

already made an attempt at stopping smoking and would still like to quit. However, only 6% of 11-

15 year olds reported themselves as having ‘used to smoke’ . Just under half of those who had 

stopped smoking, or who had tried to stop smoking sought some kind of support for their quit 

attempt. The majority reported asking friends or family for support, but 15% said that they had used 

Nicotine Replacement Therapy, and 7% had asked an adult at school for support with quitting. 

Fewer smokers visited their GP, phoned the NHS smoking helpline and used the NHS stop smoking 

services (all 3%) (Fuller 2007). However, although the number of young smokers attending stop 

smoking services is lower than in older age groups, 18546 under 18’s set a quit date at a stop 

smoking service clinic in 2006/2007 and 20,823 set a date in 2007/2008, with 26% and 24% CO 
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verified success rates at four weeks which were the lowest rates for all age groups (NHS 

Information Centre 2008).  

 

Among the older age groups 2% of male and female 16-19 year olds and 10% of male and female 

20-24 year olds reported that they were ex-regular smokers in the 2007 General Household Survey 

and 5% of men and 6% of women were ex-smokers in the 2006 Health Survey for England (Craig 

& Mindell 2008a; Robinson & Lader 2008), although in previous years there has been a greater 

tendency for females to report being ex-regular smokers than males (Robinson & Lader 2008). 

Additional analyses of Health Survey for England data show that 67% of male and 76% of female 

20-24 year old regular smokers want to give up (difference not significant), and there was no clear 

difference by measures of SES.  

 

 

3.9   Knowledge and Attitudes About Smoking  

 

Smoking Drinking and Drug use data in 2006 provides information on both young peoples’  

knowledge of the dangers associated with smoking as well as their attitudes towards the effect that 

smoking has on them (Fuller 2007). Nearly all 11-15 year olds were aware that smoking has a 

number of negative effects; 98% thought that smoking caused lung cancer and 94% thought it 

caused heart disease, 97% thought smoking harmed unborn babies and 96% thought it harmed non-

smokers. 97% of 11-15 year olds also thought that smoking made people’s clothes smell. Responses 

to these questions have remained similar since the early 1990s. Over this time there has been an 

increased awareness that young smokers get more coughs and colds (79% agreeing with this 

statement in 1994 compared with 86% in 2006) and that smoking makes people worse at sports 

(78% agreeing with the statement in 1994, rising to 84% in 2006). Fewer young people agreed with 

a range of positive statements about smoking; that smoking helps people relax if they are nervous 

(65%), that smokers stay slimmer (23%), that smoking is not dangerous if you don’ t smoke a lot 

(18%), that smoking helps people cope with life (16%) and that smokers are more fun than non-

smokers (4%) (Fuller 2007).  

 

There were some gender differences in knowledge and attitudes, with boys more likely to agree 

with the positive statements about smoking; that smoking helps people relax if they are stressed, 

that smoking is not dangerous if you do not smoke a lot and that smoking helps people cope with 

life. In addition boys were more likely to think that smoking makes people worse at sports. There 

were also differences by age, with younger participants were more likely to think that smoking is 
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not dangerous if you do not smoke a lot while older participants were more likely to agree with the 

statements smoking helps people relax, that smokers stay slimmer than non-smokers, that smoking 

gives people confidence and that smoking helps people cope. This may be a result of increasing 

personal experience with smoking and smokers were found to agree more with positive statements 

and less with negative statements than non-smokers (Fuller 2007).  

 

Participants in the Smoking Drinking and Drug Use surveys have also been asked since 1999 

whether they think it is OK to try smoking to see what it is like (In 1999 and 2001 the question 

referred to trying smoking once), and since 2003 whether it is OK to smoke cigarettes once a week. 

Positive responses to both questions have declined over time with 54% of 11-15 year olds thinking 

it is OK to try smoking in 1999 and 37% of students agreeing with this statement in 2006. In 2003 

25% of 11-15 year olds thought it was OK to smoke once a week compared with 18% in 2006. 

Girls and older participants were more likely agree with the statements in 2006, probably in line 

with smoking prevalence (Fuller 2007). 

 

Smoking attitudes among older young people are included in Omnibus Surveys as reported in the 

National Statistics reports on Smoking-related Behaviour and Attitudes (Lader 2008). In the 2007 

report 28% of 16-24 year olds thought that smoking was the main cause of death before the age of 

65. Older participants were more likely to identify smoking as a cause of early death. It was 

generally recognised by young people that smoking causes an increased risk of medical condition 

among both children (90%) and other adults (91%). These surveys have also assessed opinions 

regarding recent and planned policy changes. In 2007 between 70% and 96% of 16-24 year olds 

agreed with smoking restrictions in public places, with the greatest support for restrictions in indoor 

sports and leisure centres and the least support for restrictions in pubs. Overall 76% of young 

people agreed or strongly agreed with the new legislation on smoking restrictions in public places. 

Greater support for the smoke-free legislation was given for places where there are, or are likely to 

be, children (92%). In both cases older age groups were more likely to show support for these 

restrictions. As might be expected those aged 16-24 were least likely to agree with the legislation 

increasing the legal age of purchase of tobacco, however, 76% still agreed or strongly agreed with 

this legislation and only 9% disagreed or strongly disagreed (Lader 2008). Note however that the 

attitudes of the younger end of this age group may be more negative, which cannot be observed 

with the available age breakdown. 
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3.10   Smoking Patterns by Parents, Siblings and Fr iends  

 

The 2006 Smoking, Drinking and Drug Use survey provides data on the number of people who 

smoke in the homes of 11-15 year olds. 52% of these young people reported that they did not live 

with a smoker, 26% lived with one smoker, 15% lived with two and 6% lived with three or more 

smokers (Fuller 2007). This question was also asked in the 2004 survey, although the figures have 

changed little since then when 55% of 11-15 year olds reported that they did not live with a smoker, 

25% said that they lived with one smoker, 14% lived with two smokers and 5% lived with three or 

more smokers. However, if the prevalence of smoking continues to decline in the population, fewer 

young people will grow up living with smokers (Fuller 2005).  

 

Smoking among young people is strongly associated with living with one or more smokers; in 2006 

only 4% of 11-15 year olds who did not live with a smoker reported that they were a regular 

smoker, compared with 10% of those who lived with just one smoker, 15% of those who lived with 

two smokers and 25% of those who reported that there were three or more smokers in their 

household (Fuller 2007). There are less data on this among older adolescents, however, the 2006 

Health Survey for England asked 16-24 year old participants if their parents smoked when they 

were children. Although this does not include other household smokers, or control for other 

variables, having parents who smoked was associated with a greater likelihood of smoking, with 

41% of males and 42% of females who reported that both their parents smoked during their 

childhood smoking, compared with only 18% and 16% of men and women who reported that they 

did not have parents who smoked (Craig & Mindell 2008a).  

 

Young smokers are more likely to smoke openly if they live in a smoking household. In 2006 46% 

of 11-15 year old current smokers smoked openly if they lived in a non-smoking household 

compared with 76% who lived with three or more other smokers (Fuller 2007). This is paired with a 

perception of a more lenient attitude towards smoking among families containing smokers; when 

asked how parents would feel about their smoking 7% of those who live with 3 or more smokers 

perceived that their parents would do nothing, compared with 1% of those who lived in non-

smoking families. Those who lived with smokers were also less likely to perceive that their parents 

would try and make them stop than those not living in a household with smokers (50% vs. 73%) 

and more likely to report that their parents would persuade them to stop than those who did not live 

with smokers (27% vs. 19%). 11-15 year old smokers were more likely to think that their parents 

would do nothing about their smoking (16%) compared with non-smokers (1%) and older students 

perceived that their parents would be more lenient than younger students; 6% of 15 year olds 
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believed that their parents would do nothing about their smoking compared to 1% of 11 year olds 

and 2% of 14 year olds and there was a trend towards persuasion against smoking as opposed to 

stopping smoking as age increased. In recent years there has been an overall trend away from a 

perception that parents would persuade against smoking towards the perception that parents would 

employ a stricter approach and attempt to stop them smoking (Fuller 2007). 

 

When young people are asked how many of their friends smoke, 11-15 year olds over estimate how 

many people their age are actually smokers. For example, 45% of 11-15 year olds thought that half 

or more of people their age smoked. The correct answer (‘only a few’ ) was identified by 41% of the 

sample (Fuller 2007). This overestimation was similar in both the 2004 and 2005 surveys (Fuller 

2005; Fuller 2006). Not surprisingly, smokers were more likely to overestimate smoking prevalence 

among their peers than non-smokers, although all students showed some overestimation. For 

example, at age 15 29% of the sample in 2006 reported that they smoked. However, 63% of non-

smokers reported that half or more of people their age smoked, but 83% of occasional smokers and 

93% of regular smokers made this overestimation (Fuller 2007).  

 
 
3.11   Conclusions 

 

Different national surveys employing different definitions of smoking are used to collect data on 

smoking behaviour in the 11-15 and 16-24 age groups. This makes it difficult to draw conclusions 

that apply across the 11-24 age range and also what happens in the transitional period in the mid-

teens when many young people leave school and go on to further education, training and/or 

(un)employment. However, some clear patterns and trends in smoking in young people in England 

emerge: 

 

• Trends: among 11-15 year olds ever and current/regular smoking has declined since the 

1980s. Smoking rates were relatively stable in the early 2000s but appear to have declined in 

2007. Among 16-24 year olds smoking has been declining since the 1970s including in 

recent years. 

• Age: smoking prevalence and consumption increases through the teens into the mid-

twenties. The 20-24 years group has the highest smoking prevalence of any age group. 

• Gender: girls’  smoking prevalence overtakes boys’  at 13, but young men overtake young 

women in late teens and early twenties. 

• Socioeconomic status: there are limited published national data on this. While the picture is 

not as clear as for adults, most of the available data show that smoking in young people in 
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England is related to SES. There is some evidence that 11-15 year olds with lower SES have 

a higher smoking prevalence and that smokers with lower SES start smoking regularly at a 

younger age i.e. under 16. A clear social gradient is found in the 16-19 year old age group. 

Data from the Smoking Toolkit study show a strong relationship in the 16-24 years age 

group between smoking prevalence and consumption and SES. 

• Ethnicity: there are limited data but in general they show that there is higher smoking 

prevalence among White young people (especially males) compared to other ethnic groups, 

though some ethnic groups also use other forms of tobacco. 

• Consumption: young people on average smoke less than adults with consumption increasing 

with age. Most smoke manufactured filtered cigarettes, though hand-rolling increases with 

age. 

• Sources of cigarettes: among 11-15 year olds the main sources are friends, family and shops 

(mostly purchasing packs of 10s), with the balance shifting with increasing age towards 

shops. Smokers report little difficulty in purchasing illegally at 15, though this has declined 

in the last 20 years. There is currently no available information on the impact of the increase 

in the age of sale to 18 years or the sources of cigarettes in the 16-17 year age group. There 

are limited data that suggest smuggled cigarettes may be an important source for 16-24 year 

olds. 

• Dependence and cessation: most 11-15 year old regular smokers feel dependent on smoking, 

around half would like to quit and many report that they have tried, though only a minority 

have sought support to stop. The prevalence of ex-smokers increases with age among 16-24 

year olds. The majority of smokers in this age group report that they want to quit, with there 

being no difference by sex or SES. 

• Attitudes and beliefs: 11-15 year olds are mostly negative about smoking with nearly all 

believing that it is harmful to health, though more positive beliefs about the potential 

benefits increase with age. 

• Families and friends: just under half of 11-15 year olds live with smokers. 11-15 year olds 

whose parents smoke are both more likely to be smokers and to smoke openly at home. 

They are also more likely to smoke if their friends are smokers and 11-15 year old smokers 

overestimate the prevalence of smoking among their peers. 
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4. WHAT IS KNOWN ABOUT WHY YOUNG PEOPLE START AND  

 CONTINUE TO SMOKE  

 
 

4.1   The Process of Becoming a Smoker   

 

Becoming a smoker is a process which can last from several weeks to many years. Research studies 

often characterise this process as involving several different stages as adolescents move from never 

having smoked to experimentation, habituation/addiction and finally maintenance or regular ‘adult’  

smoking (Goddard 1990). This may also include being an ex-smoker or having quit. These stages 

are identified by various criteria including previous smoking history, levels and patterns of 

consumption, and measures of addiction and/or dependence. While for some young people this is a 

linear progressive pathway marked by increasing regularity and levels of smoking and addiction, for 

others this is not the case and they may move back and forwards between these stages or categories 

before their final smoking or non-smoking status is established. Thus there may be gaps of many 

months or even years between periods of smoking. This poses challenges not only for 

understanding and interpreting research on the factors influencing this process but also for studies 

assessing the impact of youth smoking prevention and cessation policy and interventions. 

 

The following sections consider the factors that have been found to influence whether young people 

start and continue to smoke. These have been grouped into three levels of influence using a model 

(Figure 8) developed by one of the authors, an earlier version of which was included in the Scottish 

Smoking Prevention Working Group’s report ‘Towards a Future Without Tobacco’  (Scottish 

Executive 2006). The three levels of influence are: individual (including socio-demographic, 

attitudinal and behavioural), social and community (including family, friends, school), and societal 

(including access, media, social norms and tobacco marketing).  

 

 

4.2   Individual Factors 

 

4.2.1 Age and Development 

 

UK studies 
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The national English survey data reported in Section 3.3 show a clear increase in smoking 

prevalence with age. This is also found for other parts of the UK and in other countries including 

reviews which examined age specifically in terms of young people and smoking. The longitudinal 

Edinburgh Transitions Study found that weekly smoking in their cohort increased from 3% at age 

 

 

 

Figure 8: Factors associated with smoking in young people 
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12 years to 30% when followed up 5 years later at age 17 years (Smith 2005). In the MRC Twenty-

07 study, which followed up 15 year olds in the west of Scotland from 1987, the proportion who 

smoked at least 10 cigarettes a day increased from less than 5% at 15 years to more than 20% at 18 

years and an even higher proportion at 25 years (Sweeting & West 2006). While prevalence and 

amount smoked increases with age, as noted in Section 3.3, young people’s smoking trajectories 

vary. The Edinburgh Transitions study found that 64% of smokers at 12 were still smoking a year 

later and 69% 5 years later. The degree of continuity of smoking increased markedly with age. The 

author argued therefore that smoking prevention should not focus only on those who start smoking 

young, as those in this study who started at ages 15-16 were particularly likely to continue (Smith 

2005). The longitudinal MRC Twenty-07 study, which followed Scottish adolescents into young 

adulthood found that 2% of the sample who had been smoking at 15 had stopped at age 18 and 6% 

who were smokers at age 18 had stopped at age 23 (Sweeting & West 2006). 
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van Jaarsveld and colleagues (2007) looked at the impact of pubertal timing on smoking trends in 

adolescence as part of the HABITS study (Health and Behaviour in Teenagers Study) which 

followed a cohort of 11 to 12 year olds in South London for five years. Early-maturing adolescents’  

smoking rates were higher through adolescence and remained significant at 16 years. No evidence 

was found that the later-maturing adolescents ‘caught up’  when they reached puberty. 

 

 

4.2.2   Socioeconomic Status and Disadvantage 

There was limited national survey data on the relationship between smoking and young people’s 

socioeconomic status (see Section 3.4).  

 

Reviews 

In their review, Hanson and Chen (2007) identify 44 studies that included an examination of the 

association between SES and cigarette smoking in ten to 21 year olds in Western countries 

published between 1970 and 2007, the majority of which found a negative association between SES 

and cigarette smoking. Closer examination of the 21 high quality studies did not find a strong 

moderating effect of gender or ethnicity on the SES and cigarette smoking association however age 

appeared to have an effect. In the high quality studies, the negative relationship between SES and 

smoking appeared more consistently in younger adolescents (10 to 14 years) than older adolescents 

(15 to 21 years). The authors also observed that in four of the five high quality studies which found 

a positive relationship between SES and adolescent cigarette smoking, a resource-type SES measure 

was used (rather than a social status SES measure) which may suggest that the studies that found 

more smoking in high SES groups could have been related to the adolescents’  access to financial 

resources for cigarette purchases (Hanson & Chen 2007).  

 

UK Studies 

Graham and colleagues (2006a,b) reviewed and analysed how social disadvantage at different 

stages in the lifecourse adds to women’s risk of being a smoker. The objectives were to investigate 

how the link between social disadvantage and persistent smoking develops from childhood, through 

adolescence and early adulthood and into midlife. The researchers found that smokers in the UK 

from deprived childhood circumstances were more likely to be current smokers; and a woman with 

an unskilled manual background in childhood was more than twice as likely to be a smoker as a 

woman from a professional/managerial background; for men it was more likely to be their adult 

rather than childhood socioeconomic position that had an effect on persistent smoking behaviour 
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(Graham et al 2006a, Power et al 2003). For women four lifecourse markers of disadvantage were 

significantly associated with current smoking: childhood disadvantage, educational disadvantage 

(leaving school at the minimum age), early motherhood (under 22 years) and current disadvantage.  

Each marker of disadvantage independently added to the risk of being an adult smoker (Graham et 

al 2006a).  

 

The secondary school phase (with 12-16 year olds) of the Liverpool Longitudinal Study on 

Smoking also supports the negative association between SES and smoking status (Woods et al 

2008). At the age of 13 years, social, economic and housing indicators combined into an index of 

multiple deprivation scores increased the risk of having smoked in the previous week by 96%, and a 

higher deprivation score was a predictive factor in adolescent smoking. The prevalence of parental 

smoking in the sample was highest amongst those working in the lower occupational groups 

(Woods et al 2008). Socioeconomic status was associated with a higher risk of smoking in Viner et 

al’s (2006) study conducted in 2001 with East London adolescents.  

 

The 2006 SALSUS national survey in Scotland found that 13 and 15 year old regular smokers were 

twice as likely to get free school meals as other pupils (Maxwell et al 2007). 

 

In terms of other disadvantaged groups of young people in England, nearly one third (32%) of 11 to 

17 year olds looked after by local authorities in were current smokers (answered in the affirmative 

to whether they smoke at all these days) and just over one third (36%) had never tried smoking 

(Meltzer et al 2003). Overall, 69% of children in residential care were current smokers, which 

Meltzer and colleagues suggest may reflect the greater proportion of older children in these 

placements. 

 

 

4.2.3   Gender 

The national survey data demonstrates that smoking prevalence in girls overtakes that of boys at age 

13 years, but young men overtake young women in late teens and early twenties (see Section 3.2).  

 

Reviews 

No recent reviews were identified which looked specifically at the influence of gender on smoking 

uptake and continuance, though one review concluded that our understanding of how gender 

influences smoking remains limited (Kobus 2003).  
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UK Studies 

Recently published studies conducted in the UK include a qualitative study with 15 to 16 year old 

smokers in Edinburgh (n=46) in 2002 which demonstrated the different ‘ identity work’  that male 

and female adolescents undertake to achieve a socially and culturally acceptable image and they 

ways in which smoking was used to achieve this (Amos & Bostock 2007). It also showed how 

smoking had different functional roles for female and male smokers in both creating and sustaining 

social relationships and dealing with negative feelings. A study of Scottish 11 and 13 year olds 

found that peer group structure, described by young people as hierarchical, was closely related to 

smoking behaviour and this was different for boys and girls (Michell & Amos 1997) (see Section 

4.3.4). 

 

A comparative study with 14 to 15 year olds surveyed in the same area in England in 1985 and 

repeated in 2005 found that the 1985 male sample smoked, truanted, fought, vandalised, stole and 

took drugs significantly more than the girls, but by 2005 the female sample smoked, drank and used 

cannabis significantly more than the boys (Pritchard & Cox 2007). 

 

A drinking, smoking and drug-taking prevalence study in 2001 with 6,020 15 and 16 year olds at 

state, grammar or independent schools in Oxfordshire, Northamptonshire and Birmingham found 

that females were more likely than males to report smoking (six or more cigarettes in a typical 

week), however amongst smokers, males were significantly more likely to be heavy smokers (more 

than 21 cigarettes in a typical week) (Rodham et al 2005). Conner et al’s (2005) study also confirms 

15-16 years girls smoking more than boys. 

 

Studies by Graham and colleagues (Graham et al 2006a,b) have shown that young women’s 

domestic trajectories and circumstances are important risk factors for being a smoker in early 

adulthood. Women who had had a baby under the age of 21 had a considerably higher risk of being 

an adult smoker than those who were not mothers. The odds ratios were even higher for those who 

had had their first child before they were 20. 

 

4.2.4 Ethnicity 

 

UK Studies 

The national surveys provide limited data on the relationship between ethnicity and smoking 

prevalence in young people but generally show a higher prevalence among White young people, 

particularly males, in comparison to other ethnic groups (see Section 3.5). The drinking, smoking 
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and drug-taking prevalence study by Rodham and colleagues (2005) in 2001 with 6,020 15 and 16 

year olds at state, grammar or independent schools in Oxfordshire, Northamptonshire and 

Birmingham found that fewer Asian and Black females reported smoking compared to White 

females. No significant differences in smoking behaviour were found between males of different 

ethnic groups and White males (Rodham et al 2005). 

 

Bradby & Williams’  (2006) smoking (and alcohol and illegal drugs) prevalence study of British-

born South Asians (from Pakistan, India and Bangladesh) (94% of sample) and non-Asians in 

Glasgow aged 14 and 15 years took baseline measures of having ever tried substances and 

quantities consumed in 1992 and at follow up in 1996 after having left school at ages 18 to 20 years. 

Analysis showed that on almost every measure of having tried tobacco, alcohol or drugs or being 

current users, Asian young people aged 14 to 15 and 18 to 20 years reported significantly less 

regular use or experimentation than non-Asian young people. The only exception was the 

percentage of Asian men who reported ever having smoked, rising from low levels in 1996 to a 

level of average weekly consumption not significantly different from non-Asian men four years 

later (Bradby & Williams 2006). When analysed by religion, there were no significant differences 

for men’s smoking; Sikh/Hindu women reported less experimentation with tobacco than Muslim 

women, although both groups’  current smoking levels were small compared to Christian women’s. 

 

A cross-sectional study conducted in urban areas of the Midlands in 1997 with Year 8 pupils (12-13 

years) at mainstream secondary schools serving disadvantaged communities, aimed to identify how 

ethnicity influences the smoking intentions of disadvantaged UK African-Caribbean, Indian, 

Pakistani and white young people (Markham et al 2004). The study found that future smoking 

intentions varied by ethnicity and gender: there was a small difference in intention among boys 

between ethnic groups but relatively larger differences among girls. Using a model based on 

attitudes, social influences and self-efficacy, the authors confirm that ethnicity may be used as a 

descriptive demographic characteristic that has a direct influence on smoking intention. 

 

Viner et al 2006’s analysis of data from a 2001 study of 2,789 adolescents from school Years 7 and 

9 of which 73% were non-Caucasian and 21% born outside the UK, from three regional authorities 

in East London found an increased risk of regular smoking was associated with living with fewer 

than two parents, poor mental health, having a long-standing illness and being obese. Decreased 

risk of regular smoking was associated with birth outside the UK, Muslim religion and Bangladeshi, 

Pakistani, Indian, Caucasian other, and black African ethnicity (Viner et al 2006).  
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Qualitative research in 1999 with 47 Asians (able to trace their origins from Pakistan or India) aged 

between 16 and 26 years living in Glasgow explored the role of religion, ethnicity, gender and 

generation in the uptake or avoidance of tobacco (and alcohol), The study found that smoking was 

rarer than drinking among Asian girls and women whereas numerous men were public smokers 

(Bradby 2007). The ‘community mentality’  regulated girl’s and young women’s image and honour, 

with smoking seen as shameful and unladylike, and young women’s reputations were felt to be at 

risk from gossip. In terms of religious affiliation, within the general disapproval of smoking, there 

were degrees of attributed censure: Islam being the most tolerant of tobacco and Sikhism the least 

tolerant, although smoking was not seen as a strong risk to a religious identity (Bradby 2007). A 

second qualitative study conducted in 2002 in Tower Hamlets, London, with 81 Bangladeshi male 

smokers aged between 18 and 63 years; 50% of whom were aged 18-29 years found that younger 

participants indicated that the impetus to start smoking came from parental or school peer 

influences and continued smoking was supported by anxieties about racial attacks and verbal 

harassment (Croucher & Choudhury 2007).  

 

 

4.2.5   Educational Attainment, Aspirations and Engagement  

 

UK Studies 

Low intelligence, poor educational attainment and disengagement from school influence smoking. 

Data from the English 2002 survey cohort of the Health Behaviour in School-age Children (HBSC) 

on social support in school found that students in years 7, 9 and 11 who said they couldn’ t get extra 

help at school when they need it were more likely to be smokers than those who could get help 

when they need it (29% vs. 13%) (Morgan et al 2006; see also Section 2.1 for further information 

on the survey). The figures on likelihood of being a smoker were similar for whether parents do not 

help out a student if there is a problem at school compared with those that do help out (28% vs. 

15%). In terms of student engagement with school, 25% of students with a low sense of belonging 

at school smoke cigarettes versus 14% with a higher sense of belonging, across all age groups 

(Morgan et al 2006). 

 

Secondary analysis of 1999 ONS survey of the Mental Health of Children and Adolescents in Great 

Britain (Meltzer et al 2000 as cited by Emerson & Turnbull 2005) with a sample of 4,164 11 to 15 

year olds and their primary carer was conducted to assess self-reported levels of smoking (and 

alcohol use) among adolescents with intellectual disabilities. As the ONS did not measure if 

children and adolescents had an intellectual disability, survey items were combined to highlight 
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adolescents likely to have an intellectual disability and 95 (2.8%) of the original sample were 

identified this way (Emerson & Turnbull 2005). This sub-sample had a greater proportion of boys 

and adolescents living in poverty compared to the non-intellectually disabled group. Self-reported 

rates of being a current smoker (not defined in the paper) were significantly higher among 

adolescents with intellectual disabilities. However the self-reported rates of smoking � 7 

cigarettes/day or having ever smoked more than once were similar for the two groups. For the sub-

sample of intellectually disabled adolescents, being a current smoker was solely associated with 

having a diagnosable psychiatric disorder and experiencing poverty (Emerson & Turnbull 2005). 

 

The Drug Use, Smoking and Drinking Among Young People in England survey data from 2007 

(Fuller 2008; see also Section 2.1 for further information on the survey) found that 11 to 15 year old 

pupils who reported having been excluded from school were more than twice as likely to report 

smoking at least one cigarette per week than those who had not been excluded. A similar 

relationship existed for pupils who had played truant from school. This is trend is akin to that found 

in Markham and colleagues (2008) study of schools in the West Midlands where a low truancy rate 

was associated with lower school smoking prevalence (see also Section 5.1.2). And in an attempt to 

identify predictors of transitions in stages of smoking progression, Mayhew and colleagues’  (2000) 

review notes that there is evidence from the included studies, for lower expectations for school 

achievement or less educational achievement being influencing factors on young people’s smoking 

behaviour. 

 

In the Scottish SALSUS survey for 2005/6 regular smokers had much lower educational aspirations 

and expectations with 24% of 13 year old and 19% of 15 year old regular smokers expecting to go 

on to university compared to 50% and 49% respectively of non-smokers (Maxwell et al 2007). 

 

 

4.2.6   Knowledge, Beliefs and Attitudes 

 

Reviews 

A review of adolescents’  and young adults’  perceptions of tobacco use conducted in 2005 to inform 

tobacco control policy in the USA found that in general adolescents understood that there are risks 

associated with smoking; in particular the consequences stressed by public health campaigns (e.g. 

risks of lung cancer, heart attacks and other health outcomes) (Halpern-Felsher et al 2007). 

However, the reviewers found conflicting evidence about how adolescents understand the nature of 

the risks: for example, in comparison to other risks such as alcohol use or getting hit by a car, or to 
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the cumulative risk of smoking on health, or the risk and nature of tobacco addiction. Also to what 

extent their knowledge or understanding of the risks either hinders or prompts their decision to 

smoke. There is a strong suggestion in the literature that young people’s decisions to smoke are not 

just based on long-term health risks but on social consequences (such as getting into trouble, 

smelling of tobacco smoke) and the perceived benefits smoking has on stress reduction and 

increased concentration levels (Halpern-Felsher et al 2007). 

 

An intended systematic review of young mother’s (under 20 years) perspectives on their smoking 

behaviour was halted due to lack of available qualitative, English-language studies published 

between 1990 and 2003 (McDermott & Graham 2006). Despite using an extensive and rigorous 

search strategy, only two studies met the inclusion criteria, one from Australia and one from the 

USA (Wakefield et al 1998, Lawson 1994 both as cited by McDermott & Graham 2006). As the 

authors highlight, a consistent finding of qualitative studies of low income mothers of all ages, is 

that whilst they are aware of the health risks to them and their children, these mothers experience 

smoking as a vital resource for caring for their children in circumstances marked by chronic 

disadvantage (McDermott & Graham 2006). 

 

UK Studies 

A longitudinal UK study with children from secondary schools in the Local Education Authority in 

Leeds repeatedly followed-up since age 11 and 12 years to 15 and 16 years included an assessment 

of the extent to which measures of thoughts and feelings in relation to smoking taken in early 

adolescence were predictive of smoking initiation in later adolescence (Conner 2005, Conner et al 

2006). Using the baseline data from 11 and 12 year olds, anticipated regret about smoking was an 

important predictor of smoking intentions over and above attitudes, subjective norms and perceived 

behavioural control; in the non-smoking sample, anticipating feeling regretful about it after 

smoking was strongly associated with intending not to smoke in the future (Conner et al 2006). 

When the adolescents were followed up 9 months later, stronger intentions not to smoke were 

associated with lower levels of subsequent smoking. In addition the relationship of smoking 

intentions to smoking behaviour was moderated by regret and intention stability (i.e. whether the 

intention remained stable between it being measured and the time the behaviour is performed) 

(Conner et al 2006). The four year follow-up also found that among those who anticipated high 

levels of negative emotional reactions after smoking, intentions not to smoke were significant 

predictors of smoking four years later. Similarly, for those with stable intentions, intentions were 

found to significantly predict smoking behaviour four years on (Conner 2005). Behaviour 

predictions were relatively weak, although the chance of someone smoking at ages 15 to 16 years 
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increased if they were female and had smoked when younger. The chances of a non-smoker at 13 to 

14 years taking up smoking by 15 to 16 years increased if they had a positive attitude towards 

smoking, if they lived with smokers, had more friends who were smokers than non-smokers, and if 

they were female (Conner et al 2005). 

 

Using an extended model of the theory of planned behaviour and the baseline and three months 

follow-up data of the same study, the authors found that smoking behaviour was primarily 

determined by past smoking behaviour (ever smoking over the last school term), followed by 

perceptions of self-control over not smoking and knowing members of the immediate family 

(including step-parents, step-siblings and grandparents) and friends who smoke (McMillan et al 

2005). 

 

4.2.7   Self-image and Self-identity 

 

UK and Non-UK Studies 

Studies have shown how adolescence is a period of developmental change and transition during 

which young people engage in the active construction of their gendered adult identities (Stjerna et al 

2004, Nichter et al 2006). Active in that this involves decisions not only about who they want to 

become, as well as what is feasible and acceptable, but also how such an image can be projected or 

‘performed’  in particular social contexts (Plumridge et al 2002). Qualitative studies on self-image 

and identity in the US, UK and New Zealand have revealed the importance for young adolescent 

smokers of smoking as a means of enhancing their social identity and status (Plumridge et al 2002, 

Denscombe 2001, Glendinning 2002, Michell & Amos 1997, Michell 1997). 

 
Several studies have found that where smoking status is central or salient to the social identity of a 

peer group, peers are likely to share similar smoking behaviours (see Sections 4.2.7 and 4.3.4). 

Furthermore gender, smoker identity and peer group structure can interact (Michell & Amos 1997, 

Michell 1997, Nichter et al 1997). A study of Scottish 11 and 13 year olds found that peer group 

structure, described by young people as hierarchical, was closely related to smoking behaviour and 

this was different for boys and girls (Michell & Amos 1997). Smoking was most common among 

‘ top’  girls who were described as ‘good-looking’ , ‘popular’ , ‘ loud’  and ‘cool’  and used smoking as 

a marker of their membership of this group, and by ‘bottom’  girls who smoked to be like top girls 

and attain their status. In contrast high status boys were less vulnerable to smoking as it conflicted 

with their wish to be fit and they could secure a ‘cool’  identity through other activities, notably 

sport. Similarly Plumridge et al’s research with 13-14 year olds in New Zealand (Plumridge et al 
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2002) and a qualitive study of 15 year olds in Scotland (Amos & Bostock 2007) found that for boys, 

but not girls, sport presented an alternative to ‘smoker coolness’ . Girls by contrast did not describe 

alternative ways of achieving similar ‘cool’  school based identities.  

 

A further study using the qualitative data from mid- to late-teens smokers from Scotland in 2002, 

explored the 16 to 19 year olds’  understanding of how transitions from school to work, further 

education, employment or unemployment impact on their smoking behaviour (Wiltshire et al 2005). 

Smoking behaviour was increased and reinforced by these transitions, as it became the ‘marker of 

an acceptable identity’  in the new situations and was important in the new context for establishing 

social relations (Wiltshire et al 2005). 

 

A recent USA study examined tobacco-use characteristics associated with self-identification as a 

regular smoker plus cessation intentions of college students who currently smoked (Harris et al 

2008). Self-reported regular smokers were more likely to have smoked before starting college, to 

smoke more cigarettes, and to smoke within half an hour of waking compared with current smokers 

who did not consider themselves regular smokers. 

 

4.2.8   Self-Esteem  

 

Reviews 

No recent reviews on self-esteem and smoking were identified. However a critical review of the 

literature on psychosocial factors related to adolescent smoking concluded that high self-esteem was 

consistently associated with smoking (Tyas & Pederson 1998). This review only included studies 

published up to 1996 and only three studies included relating to self-esteem.  

 

UK studies 

A study which analysed data collected from a national survey of Scottish 13-14 year olds in 1996 

and a Scottish rural sample of  13-14 year olds in 1996 (Glendinning & Inglis 1999), found that 

there was an association between self-esteem, peer groupings and smoking. Among 13-14 years 

those categorised as ‘socially isolated’  reported low levels of self-esteem and smoking, those in the 

‘conventional’  category had high levels of self-esteem and low levels of smoking, while those who 

were ‘peer orientated’  had high levels of self-esteem and smoking. 

 

An analysis of longitudinal data from the British Household Panel Study found that general self-

esteem at ages 12-14 years was linked to smoking experimentation and smoking in the following 
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few years (Glendinning 2002). However, there was a less strong association between self-esteem in 

early adolescence and smoking in later adolescence (19-20 years old). The author argued that this 

was partly due to contextual factors, specifically the peer group context, and the meanings that 

smoking has for different peer groups.  

 

4.2.9 Mental and Emotional Health  

 

Reviews 

No recent reviews on mental health and smoking were identified. Tyas and Pederson’s 1998 review 

of the psychosocial factors related to adolescent smoking concluded that stress and associated 

distress or depression are associated with smoking initiation and maintenance (Tyas & Pederson 

1998). They also reported that several studies had reported that smoking was used by young 

smoking as a coping mechanism. 

 

UK and Non-UK Studies 

No studies were identified from the UK in the literature searches providing evidence for a 

relationship between smoking and mental health. However several qualitative studies found that 

young people reported using smoking as a coping strategy and that relapse from quitting was 

sometimes attributed to difficult emotional and social problems, life events and transitions 

(Wiltshire et al 2005, Amos and Bostock 2007). The 2006 Smoking, Drinking and Drug Use survey 

also found that regular 11-15 year old smokers were twice as likely to believe that smoking helped 

people cope better with life as non-smokers (30% compared to 16%) (Fuller 2007). 

 

There was evidence from European and Australian studies (Dudas et al 2005; Patton et al 2006 as 

cited by Sandford 2008) showing links between anxiety and depression in teenagers and smoking 

behaviour and likely nicotine dependence. 

 

4.2.10   Dependence and Addiction 

 

Reviews 

The leading medical authorities who have reviewed the evidence worldwide have concluded that 

tobacco products are highly addictive and the severity of the addiction, the adverse health risks and 

the persistence of use are all particularly high with tobacco (Royal College of Physicians 2007). 
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No recent reviews of quantitative studies on nicotine addiction and dependence and young people 

were identified. A systematic review of English language qualitative evidence published up to 2002 

on adolescents and tobacco use included 19 studies in its narrative analysis of dependence and 

addiction, four of which were from the UK (Walsh & Tzelepis 2007). There was considerable 

variation in the concentration given by adolescents to the issues of dependence and addiction in the 

qualitative studies and adolescents’  views appeared to be mediated by age and smoking status. 

From the narrative analysis, where the issue arose, adolescents seemed generally aware of the 

addictive nature of tobacco, specifically nicotine. Younger adolescents’  and older non-smoking 

adolescents’  views of dependence were frequently shaped by observing parents, other family 

members or friends who were perceived as exhibiting addiction symptoms, especially when trying 

to quit. Although dependence was perceived as a potentially negative consequence by young 

people, they did not see nicotine dependence as personally relevant, especially at a younger age or 

early on in the smoking career. In a couple of studies, some believed that dependence occurred 

quickly; another theme covered by two studies with female smokers was the ‘unanticipated nature 

of addiction’  for female smokers. Although addiction was largely seen as negative by respondents 

in the studies, adolescent smokers balanced it against the pleasurable aspects of smoking or, in a 

couple of studies, it was seen as positive by smokers; for example as a craving for an attractive 

substance, or being tough or taken seriously as an adult (Walsh & Tzelepis 2007). When comparing 

the relationship between this qualitative evidence and that from the quantitative literature, the 

qualitative literature supports the psychopharmacological research on nicotine dependence that 

adolescents’  perceptions of the issue are influenced by age and smoking status (Walsh & Tzelepis 

2007). 

 

UK Studies 

A qualitative study on young people’s smoking attitudes and behaviours and the ways smoking is 

located in social relationships with 99 16 to 19 year olds in Lothian, Scotland in 2002 (and 

published since the Walsh & Tzelepis review’s cut-off date) found that most respondents were 

unsure about whether they were addicted or not and were ambivalent about it (Amos et al 2006). 

Instead, most felt that they smoked particular cigarettes habitually, although some felt the ‘need’  to 

smoke, e.g. the first of the day. As reported above, only a minority felt that they were wholly 

addicted to smoking cigarettes after having experienced withdrawal symptoms, for example (Amos 

et al 2006).  

 

Fidler and colleagues (2006a) looked at development of smoking behaviour with young people who 

had started smoking at age 11 years as part of the HABITS study (Health and Behaviour in 
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Teenagers Study) which followed a cohort of 11 to 12 year olds in South London for five years. The 

authors found prospective evidence that 11 year olds who reported trying smoking cigarettes just 

once and were not currently smoking were at significantly greater risk of becoming a current 

smokers even after up to three years of non-smoking behaviour in between.  

 

Non-UK Studies 

In the USA, an extension of the DANDY (Development and Assessment of Nicotine Dependence in 

Youth) study looked at factors in nicotine dependence with a 6th grade cohort over four years using 

structured interviews and saliva tests. The researchers found that the most susceptible youths lost 

autonomy over smoking (i.e. quitting became unpleasant or difficult) one or two days after inhaling 

their first cigarette (DiFranza et al 2007a). The characteristics which predicted this loss of 

autonomy included: feeling relaxed from the first time from inhaling a cigarette and a depressed 

mood (DiFranza et al 2007b). Dependence on tobacco was predicted by feeling relaxed at the first 

cigarette, a depressed mood, familiarity with Joe Camel (a cartoon character used to market Camel 

cigarettes) and novelty-seeking (DiFranza et al 2007b). A New Zealand study measuring loss of 

autonomy in 14 to 15 year old smokers surveyed annually from 2002 to 2004 confirmed these 

findings, concluding that that diminished autonomy appeared soon after the onset of intermittent 

tobacco use and developed in relation to the total amount of cigarettes smoked (Scragg et al 2008). 

 

The qualitative research with adolescents suggests that the ‘ loss of autonomy’  message may be 

difficult to communicate, especially to occasional smokers or those who make slow progress to 

regular smoking. Consequently, this may explain why adolescents (especially younger adolescents) 

perceive dependence and addiction to be relevant only to adults; a finding from the qualitative 

studies reviewed by Walsh & Tzelepis (2007). 

 

 

4.2.11   Other  Substance Use: Alcohol, Cannabis and Other  Drugs 

 

Reviews 

A systematic review of cohort studies on cannabis use (published up to 2004) investigating factors 

associated with the onset of cannabis use identified 13 high quality studies with young people (up to 

21 years old), and found tobacco consumption was identified as a factor in uptake in five of the 

studies, and alcohol consumption was a factor in five studies (Guxens et al 2007). There has been a 

convergence in the factors relating to the consumption of the three substances in recent years and 

factors associated with initiation are common to tobacco, alcohol and cannabis use which may 
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explain why consumption may start at around the same time. Alternatively, the authors describe a 

‘stepping stone’  model, explaining the relationship by a putative progression in consumption 

starting with the legal substances (Guxens et al 2007). 

 

A review of the empirical studies of predictors of transitions in stages of smoking progression 

included evidence published up to 2000, identifying other drug use as a factor related to adolescent 

smoking in a number of studies (Mayhew et al 2000). 

 

UK Studies 

Several studies have found individual associations between smoking and alcohol and drug use, as 

well as a clustering of these behaviours in young people. The 2007 national survey ‘Drug Use, 

Smoking and Drinking Among Young People in England’  (Fuller 2008) found that in 15 year olds 

two-thirds of those who had smoked in the previous week had also drunk alcohol compared to only 

a third of those who had not smoked. The association between smoking and taking drugs was even 

more marked with over half (53%) of those who had smoked in the previous week having taken 

drugs compared to less than one in ten (8%) of those who had not smoked. Rodham et al (2005) 

found considerable overlap between cigarette, alcohol and drug consumption in their prevalence 

study of English 15 and 16 year olds; of the 59% reporting such behaviours, 2.3% reported 

smoking, 3.7% smoking and drinking, 3.5% smoking and drug taking and 14.2% reported all three.  

 

Data from the European Smoking Prevention Framework Approach (EFSA) study from 1998 to 

1999, found that alcohol and tobacco use were reciprocally associated with each other, with 

smoking behaviour generally predicting subsequent alcohol use across the six European countries 

(Denmark, Finland, The Netherlands, Spain, Portugal and the UK) (Wetzels et al 2003).  

 

McCambridge and Strang’s (2005a) early data from a study with young drug users in London found 

that age of initial cigarette smoking was a significant predictor of age of first cannabis use which 

was, in turn, predictive of age of first stimulant drug use among those using both drugs.  

 

A qualitative investigation of young people’s cannabis and tobacco use by Amos et al (2004) used 

data collected in 1999 from research with 15-16 year old (n=46) and 16-19 year old (n=99) smokers 

living in Scotland. For some smokers in their mid- to late-teens, cannabis use and smoking were 

linked in significant ways: smoking cannabis in joints had been an introduction to smoking 

cigarettes. Regular cannabis use appeared to reinforce cigarette use and impede quitting; most said 

they wanted to stop smoking and few intended to stop using cannabis, although little thought was 
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given to how this could be achieved while still smoking cannabis with tobacco. Among the 

participants, who were evenly split by gender, cannabis smokers seemed more likely to be male 

(Amos et al 2004). This was also found in an evaluation of the effectiveness of pilot youth cessation 

projects in Scotland; the dual use of tobacco and cannabis proved to be an issue for several projects 

and not wanting to give up cannabis use impacted on the likelihood of giving up cigarettes (Platt et 

al 2006). 

 

Viner et al (2006) found that co-occurrence of regular smoking, drinking and drug use was 

significantly less common in Bangladeshi, Pakistani, Indian, Caucasian other, black African and 

black British young people compared with Caucasian British young people when age, gender and 

SES were controlled for.  

 

Several qualitative studies have also found that throughout adolescence drinking alcohol is reported 

by young smokers as being associated with increasing levels of tobacco consumption (Amos & 

Bostock 2006) and causes for relapse while attempting to quit smoking (Amos et al 2006, Platt et al 

2006). As for the findings above for cannabis and tobacco smoking, cigarette smoking and drinking 

alcohol together are taken as a cultural norm amongst the peer group becoming a significant barrier 

to quitting.  

 

Health-damaging behaviours such as smoking, substance misuse, unsafe sex, unhealthy eating 

habits and lack of physical activity (see Section 4.2.12), often occur in clusters in young people. 

Young people from poorer socioeconomic groups typically have fewer opportunities to maintain 

and promote their health and tend to have increased exposure to health-damaging behaviours 

(Currie et al 2008). 

 

 

4.2.12   Other  Health-related Behaviours: Diet, Dieting and Physical Activity  

 

Reviews 

A review of English language studies reporting on any quantitative association between smoking 

and body weight or concerns about body weight in young people up to 20 years old was conducted 

for material published up to February 2003 (excluding clinical samples of adolescents with eating 

disorders) (Potter et al 2004). The review includes 55 studies including four British studies rated as 

of moderate quality, with the majority from North America. The authors find some evidence to 

support a positive relationship between smoking and body weight amongst adolescents but not in all 
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the studies and gender patterns are inconsistent. The literature does support a positive relationship 

between weight concern and smoking amongst adolescents but dependant on the ‘dimension’  of 

weight concern studied (e.g. perceived weight, general weight concerns, dieting behaviours, 

restrained eating or disordered eating symptoms/attitudes). Potter and colleagues conclude that the 

evidence points most clearly to a positive association between smoking and dieting behaviours. In 

terms of gender, a more consistent relationship was found for dieting behaviours, disordered eating 

and general weight concerns and smoking among female adolescents than for males (Potter et al 

2004). 

 

Mayhew et al’s (2000) review of stages in the development of adolescent smoking identified 

concerns with body weight as a variable related to experimental and regular cigarette use. Jenks & 

Higgs’  (2007) laboratory study with a sample of 30 female university undergraduates (18 to 24 

years old) from Birmingham examined their smoking topography (such as number of puffs and the 

time between inhalation and exhalation) and the acute sensory and physiological responses to 

smoking, depending on their dieting or non-dieting status. Those who were self-reported dieters 

were more likely to report that: they started smoking to control their weight, they would be 

concerned about weight gain upon quitting smoking and they were continuing to smoke (an average 

of 10-12 cigarettes per day) to control their weight. The 2006 Scottish SALSUS survey found that 

13 and 15 year old female regular smokers were more likely to be on a diet than non-smokers (26% 

vs. 19%) and that this difference was greater among 13 year olds (30% vs. 18%)  (Maxwell et al 

2007). Regular smokers, both male and female, were also less likely to report eating breakfast 

everyday (30% vs. 60%). 

 

Kaczynski and colleagues’  (2008) systematic review of empirical studies reporting a relationship 

between smoking and physical activity in young people under 18 years (and adults, 18 years and 

over) includes English language articles published up to June 2005. The negative relationship 

between smoking and physical activity appears less pronounced in adolescents than in the adults 

and the evidence appears to be mixed. Half (eight out of 17) of the studies with adolescent samples 

found a predominantly negative relationship, while the other half (nine out of 17) reported positive, 

mixed or non-significant associations between these two variables. Seven of these studies with 

adolescent samples disaggregated the results by gender (although one study’s gender results were 

confounded by additional racial categories) – two of which found differences between the genders. 

In both studies, males were more likely than females to have a non-significant (rather than a 

negative) relationship between smoking and physical activity. No association was observed between 

adolescents’  physical activity levels and the timing of smoking adoption. The authors note that the 
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physical activity variables employed in different studies varied greatly (e.g. frequency, intensity or 

duration), as did measures of smoking (Kaczynski et al 2008). A recently published qualitative 

study in England with 16-24 year olds at school or university identified that an interest in sport was 

seen as a legitimate excuse amongst smoking peers for resisting smoking due to its impact on 

physical performance, particularly for males (Fry et al 2008). 

 

A meta-analysis of 43 English language studies published between 1977 and 1999 containing 

sufficient information on the magnitude of correlations between problem behaviours in 12 to 25 

year olds included cigarette smoking, alcohol and illicit drug use, delinquency and sexual 

behaviours in the analysis (Guilamo-Ramos et al 2005). The analysis found a lower correlation 

(0.16) between problem behaviours for 18 to 25 year olds than for 15 to 17 year olds (0.41) and 12 

to 14 year olds (0.37). Minimal gender differences were reported from the analysis of the 19 studies 

that examined the genders separately. No evidence was found for meaningful differences in 

between category correlations for pairs of behaviours. The mean correlation for behaviours across 

categories was not strong (0.35, SD=0.28). The authors thus suggest that around two-thirds of the 

difference in problem behaviours is on account of unique instead of common causes.  

 

 

4.2.13   Personal Resources (Money) 

 

UK Studies 

A study using the 1998 HBSC survey data from seven European countries, including Scotland and 

Wales, found that 15 year olds with a weekly income above average were more likely to be smokers 

in all study countries, excluding Denmark. Analysis of the study data showed that adolescents from 

lone-parent families and step-parent families were as likely to have higher than average levels of 

disposable income as adolescents from intact two-parent families, even though the lone-parent and 

step-parent families were less affluent than the intact ones (Griesbach et al 2003). A longitudinal 

study with 11 year olds in the West of Scotland investigated the relationship between their personal 

income and parents’  social class with their smoking behaviour when followed up at ages 13 and 15 

years (West et al 2007). The effect of personal income on smoking was strongest among young 

people of higher socio-economic status and was weak or non-existent among young people with 

lower socio-economic status, despite the proportion of their weekly income that they spent on 

tobacco being greater for the latter group. The authors suggest that lower SES youths had greater 

access to social and illegal sources of cigarettes (West et al 2007).  
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4.2.14 Summary 

From the review and individual study level evidence a range of factors operating at the individual 

level were identified which were associated with smoking uptake. Most of the studies related to 

early adolescence, though some including age, socio-economic status and ethnicity have been found 

to be associated with smoking in the 16-25 years age group.  This literature confirms both the 

importance of the socio-demographic factors identified in Section 3 and how for some young people 

smoking uptake continues into the mid-twenties. It also provides a deeper understanding of how 

some of these factors might influence smoking uptake, as well as identifying a range of other 

factors that have been found to be important. Several of these relate to young people’s aspirations, 

experiences, life-styles and beliefs about themselves and the potential costs and benefits of 

smoking, not only to their health but their social image and identity. For example, young people 

who have positive beliefs about what smoking  will do for their self-image are more likely to start 

and continue to smoke, particularly as many young smokers do not think they are addicted to 

smoking, though studies show that addiction occurs at low levels of consumption. There was also 

evidence from UK and other studies that it is not only the individual factors that are important but 

the way that they interact with each other, such as gender, SES/disadvantage, ethnicity and age, and 

this may produce different effects in different groups. Adolescent smoking ‘ trajectories’  are 

therefore interlinked with social, economic and educational transitions and trajectories. 

 

4.3   Social and Community Factors 

 

4.3.1   Parents 

Reviews 

A review of studies published between 1980 and 2000 assessing the influence of parent or sibling 

smoking on adolescent smoking included 87 English language studies, 42 of which assessed 

parents’  smoking and 43 parents’  and siblings’  smoking (Avenevoli & Merikangas 2003). From the 

inconsistencies in findings across all the studies assessing the influence of parents’  smoking on 

adolescents, the authors concluded that parental influence may be relatively modest, and 

preliminary evidence suggests the effect is limited to adolescents of European and Asian descent. 

The evidence for a dose-response relationship is inconsistent; adolescents are not at greater risk for 

smoking when both parents smoke compared with just one parent smoking. However, two studies 

showed a trend for maternal smoking influencing adolescent smoking more than paternal smoking 

and five studies reported a gender-specific effect of daughters’  smoking being influenced by their 

mothers’  smoking (Avenevoli & Merikangas 2003). The authors highlight the fact that parents’  role 

in adolescent smoking should not be ruled out on this evidence alone as the inconsistent findings 
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could potentially be explained by measurements issues (including parental influence attenuating 

across adolescence), moderators and other mechanisms in the many included studies. 

 

UK Studies 

A recent study investigated the role of parents’ , particularly step-parents’ , smoking in adolescents’  

smoking behaviours as part of the HABITS (Health and Behaviour in Teenagers Study) which 

followed a cohort of 11 to 12 year olds in South London for five years (Fidler et al 2008b). 

Participants self-reported their smoking status which was verified using saliva samples, and 

responded each year on whether their mother, father or either step-parent, if applicable, smoked. 

Study data showed that smoking by parental figures (biological or not) was associated with a higher 

incidence of smoking in adolescents and suggests that smoking by step-parents is at least as 

influential as smoking by biological parents. Analysis of parental influence on adolescent smoking 

by the parent’s gender over the whole sample showed that maternal smoking had a greater influence 

on both sons and daughters (Fidler et al 2008b). 

 

The secondary school phase (with 12-16 year olds) of the Liverpool Longitudinal Study on 

Smoking also supports the association between parental and adolescent smoking status (Woods et al 

2008). Ninety-nine per cent of adolescent regular smokers in the study sample lived with at least 

one smoker in the house. 

 

An analysis of HBSC data of smoking and family structure among 15 year olds in seven countries 

in Europe, including Scotland and Wales, found that smoking was significantly lower among those 

from intact families and significantly higher in those from stepfamilies even when other factors 

were taken into account (Griesbach et al 2003).  

 

A secondary analysis of data drawn from the 1958 National Child Development Study which used a 

nationally representative cohort of the British population born between the 3rd and 9th March 1958, 

followed from birth to adulthood at varying ages up to 1991 (age 33 years) found that maternal 

smoking status during late pregnancy (after the fourth month) was associated with an increased 

likelihood of the child being a non-smoker at the 16, 23 and 33 year follow-ups with men showing 

an increased likelihood of being a non-smoker (Munafò et al 2006). No association was found 

between maternal smoking status during late pregnancy and the children who reported smoking at 

least weekly or daily. This analysis also confirmed that either parent smoking when their offspring 

was aged 16 years was associated with a lower likelihood of the offspring being a non-smoker and, 

among smokers, higher daily cigarette consumption 
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4.3.2   Parenting Style 

 

Reviews 

Mayhew and colleagues (2000) found in their review that adolescent perceptions of parental 

permissive attitudes toward smoking and parental approval of smoking were found to be related to 

an increase in smoking frequency, and to trying, experimenting and regular smoking.  

 

UK Studies 

The secondary school phase (with 12-16 year olds) of the Liverpool Longitudinal Study on 

Smoking demonstrated a link between smoking trial and uptake and whether people were allowed 

to smoke at home: pupils who lived in a house where smoking was advocated (measured by 

parental behaviour and rules) were 44% more likely to try smoking (Woods et al 2008).  The 2006 

Scottish SALSUS survey found that 13 and 15 year old non-smokers were more likely to report that 

their family had a negative attitude to smoking than regular smokers (92% vs. 72%) (Maxwell et al 

2007). It also found that both 13 and 15 year olds perceptions of their parents’  knowledge about 

what they did in other aspects of their lives was inversely rated to their smoking status.  

 

The HBSC 2002 survey cohort from England found that young people in school years 9 and 11 

were more likely to smoke if they did not feel support from their parents (particularly mothers) for 

talking about things that bothered them, whether their parents understood their problems or if their 

parents helped when they needed it (Morgan et al 2006; see also Section 2.1 for further information 

on the survey). Little sense of belonging to their family also increased the likelihood of years 9 and 

11 students smoking cigarettes compared with those with a high sense of belonging as did a series 

of shared activities with their families (29% vs. 10%) (Morgan et al 2006). 

 

 

4.3.3   Other  Family Members 

Reviews 

The review of studies assessing the influence of parent or sibling smoking on adolescent smoking 

published between 1980 and 2000 included 87 English language studies, 43 of which assessed 

influence of parents’  and siblings’  smoking and two assessed siblings’  smoking only (Avenevoli &  

Merikangas 2003). The findings for the effects of siblings smoking are more consistent than those 

for the influence of parents’  smoking on adolescents’  smoking behaviour. Most of the studies 
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reviewed report that sibling smoking is predictive of adolescent current and lifetime smoking; and 

older sibling smoking was predictive consistently across the studies. One study suggested greater 

concordance between sisters, however most studies did not assess genders specifically (Avenevoli 

& Merikangas 2003).  

 

Studies 

A large study reporting on the European School Survey on Alcohol and Other Drugs (ESPAD) with 

national probability samples of 16 year olds from the UK, Slovenia, Romania, Greece, Croatia and 

Bulgaria reviewed data from self-administered classroom questionnaires to assess for a common 

pattern of factors across the countries despite their different sociocultural backgrounds. Across the 

countries, older siblings’  smoking was strongly associated with adolescent respondent’s smoking, 

but not to the same extent of influence as peers’  smoking (Kokkevi et al 2007). 

  

4.3.4   Fr iends and Peer  Groups 

 

Reviews 

Walsh & Tzelepis (2007) systematically reviewed the qualitative evidence published in English up 

to 2002 on adolescents and tobacco use. Sixty-two per cent of the included studies (n=48) covered 

peer influences on adolescents and tobacco use thus were analysed separately by narrative review, 

including 18 studies conducted in the UK (Walsh & Tzelepis 2007). The influence of an 

adolescent’s peers on smoking initiation and maintenance was investigated in a number of studies. 

Seven qualitative studies found that peers encourage smoking initiation among adolescents. 

Nineteen of the studies found that adolescents primarily experience smoking as a social and group 

activity carried out with their smoking peers. A subsection of these studies concluded that smoking 

provides a common activity for bonding and breaking into new social situations. Other peer 

influences on initiation and maintenance include: adolescents’  need for peer acceptance or to ‘ fit 

in’ ; the influence of group norms on smokers and non-smokers; peer group structures and 

hierarchies; and movement between friendship groups (Walsh & Tzelepis 2007). 

 

In the reviewed qualitative studies the process of peer influence was framed as peer pressure i.e. 

coercive pressure by bullying, teasing or threats (Walsh & Tzelepis 2007). Seventeen studies 

mentioned the notion that adolescent smokers directly coerced their non-smoking peers into 

smoking, although actual incidents were rarely reported in the studies. Eighteen studies emphasised 

the opposite view from adolescents; any offers of cigarettes could be rejected by peers and 

individuals had a choice about smoking. Other processes of peer influence mentioned in the 
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qualitative data included: exposure to friends’  smoking motivated adolescents to try it and the 

perception that everyone else was smoking tobacco. When comparing the relationship between this 

qualitative evidence and that from the quantitative literature, the qualitative literature finds that 

adolescents choose to join peer groups aware that it may impact their own smoking behaviour and 

this supports the quantitative evidence that the influence of selection processes are important factors 

in adolescent smoking (Walsh & Tzelepis 2007). The qualitative findings also support the evidence 

that, in general, peers influence other adolescents to smoke in an indirect or subtle manner – 

although direct pressure is reported by some.  

 

Finally, peer influence on cessation was a theme Walsh & Tzelepis (2007) identified by a number 

of studies in their narrative review. Adolescent smokers recognised that a social network of 

smoking friends made stopping difficult. Some studies found adolescents thought friends’  and 

families’  emotional support was important for quitting, and others that peers infrequently 

encouraged smokers to quit. In all the included studies, there were two instances described of 

friends successfully supporting each other’s quit attempts (one in a UK study, the other from the 

USA). According to the review’s authors, this suggests that peer-led cessation programmes may be 

beneficial (Walsh & Tzelepis 2007). 

 

UK and Non-UK Studies  

In the qualitative study by Amos and Bostock (2007, published since Walsh and Tzelepis 2007), 

peers was a major theme when the mid-teens respondents recounted experiences of starting to 

smoke and relapses. Failure to quit was often seen as inevitable if most of their friends continued to 

smoke. 

 

The European Smoking Prevention Framework Approach study (in Denmark, Finland, The 

Netherlands, Portugal, Spain and the UK) with 13-14 year olds, using cross-sectional regression 

analyses to evaluate the correlations between friends’  and parental smoking status, found that in the 

UK (and across all the countries), the adolescents’  smoking behaviour was most strongly associated 

with that of friends (ß=0.39) and that of their best friend, compared to parental smoking (De Vries 

et al 2003). However, longitudinal analysis 12 months later found no support for peer smoking as 

an important predictor of smoking onset in the UK, Finish, Danish and Dutch samples (De Vries et 

al 2006). Instead, support was found for the selection paradigm, implying that adolescents chose 

friends with similar smoking behaviour. Support for the impact of parents on adolescent behaviour 

and the choice of friends was also found (De Vries et al 2006). The later ESPAD study (described 

above, Section 4.3.3) researching samples of 16 year olds from the UK and Eastern Europe found, 
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across the countries, that peers’  smoking was very strongly associated with adolescent respondent’s 

smoking (Kokkevi et al 2007). 

 

A qualitative study published since Walsh and Tzelepis’s (2007) review exploring why young 

people believe young people smoke also concluded that smoking provides a common bonding 

activity and allows young people to break into new social situations (Fry et al 2008). The research 

with 16-24 year old school and university students (smokers and non-smokers) in Yorkshire, 

England found that cigarettes were perceived as a ‘social tool’ , particularly in transitional periods 

e.g. starting a new job, making new friends at university (as found in Wiltshire and colleagues’  

(2005) study in Scotland). 

 

For a younger age group, the secondary school phase (with 12-16 year olds) of the Liverpool 

Longitudinal Study on Smoking found that in all years of the study period (2002-2006), friends 

were overwhelmingly the source of their first cigarette (Woods et al 2008). The researchers’  

exploration of the peer group’s role found that respondents believed that they smoked in order to 

portray an image to peers but it was ultimately their personal decision to choose to smoke (Woods 

et al 2008). A young person’s autonomy over the choice of whether to smoke or not was also found 

in qualitative research with young teenagers (13-14 years) from economically deprived areas 

throughout Northern Ireland (Stewart-Knox et al 2005); but social identity within the peer group 

and conforming to social norms was an important influence on smoking uptake, to avoid being ‘ left 

out’  or different, thus the friends had a group identity also. 

 

As part of the HABITS study (Health and Behaviour in Teenagers Study) following a cohort of 11 

to 12 year olds in South London for five years, Fidler and colleagues (2006b) examined the 

relationship between dating in early adolescence and smoking trends. The authors found strong 

evidence that dating at a young age (11-12 years) significantly predicted later smoking up to 5 years 

later, controlling for other smoking correlates such as puberty and peer smoking. The effect was 

significant for both genders but stronger for girls. Data on the smoking status of the boyfriends or 

girlfriends could not be collected but the authors could assume that later smoking was mediated by 

the smoking behaviour of dating partners as daters were more likely to be smokers (Fidler et al 

2006b). 

  

 

4.3.5   School 
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Reviews 

A review in 2004 looked at the relevant observational studies (in any language published up to mid-

2001) to examine whether individual school characteristics, such as health promotion programmes 

and pupil composition, were responsible for differences in school smoking prevalence levels; as 

some schools not running specific interventions appeared to inhibit smoking whilst other very 

similar schools appeared to promote smoking (Aveyard et al 2004). Bans and enforcement were 

found to deter pupil smoking but there was little evidence for the impact of other tobacco control 

methods. Academic practice, such as amount of homework and communication between pupils and 

teachers, and school ethos, such as a sense of community or pupil attachment to the school, were 

related to smoking prevalence; however academically selective schools did not influence smoking. 

Only one study, from Wales, found a dose-response relationship between smoking prevalence and 

the degree to which schools’  written policies banned smoking. Overall, the authors found that 

under- and over-control of confounding variables and little use of theoretical frameworks in the 

study papers prevented definitive conclusions (Aveyard et al 2004).  

 

UK Studies 

Aveyard and colleagues’  review informed a recent study by Henderson et al (2008) on between 

school differences and differences in school smoking rates in 24 secondary schools in the Tayside 

and Lothian regions of Scotland. Controlling for individual socio-economic and socio-cultural 

factors, there was a large school effect for 15-16 year old male pupils’  smoking rates and a smaller 

(but correlated) school effect for females’  smoking rates. The quality of teacher-pupil relationships, 

pupils’  attitude to the school and school focus on caring and inclusiveness were significantly 

associated with pupils’  smoking rates. For the earlier secondary school age groups, the risk to 

children of incident smoking upon entering secondary education (aged 11 years) was shown in a 

Nottinghamshire study to be more likely for children who join a new secondary school tutor group 

with a high prevalence of ever smoking (Molyneux et al 2002). 

 

Turner et al’s (2006) examination of data from a survey and qualitative discussion groups with 13 

and 15 year old pupils in Scotland found that in the school with higher smoking rates: pupils were 

in groups more often, smokers were identified by their peers as popular, and attitudes were more 

pro-smoking (especially among non-smoking females). In the comparison school which had lower 

smoking rates, there were no popular smokers and attitudes were much less pro-smoking, again in 

particular, the non-smoking females’  attitudes. The authors suggest that peer group structures and 

related influences might be part of the explanation for between school differences in smoking 

prevalence (Turner et al 2006). The two schools were both in relatively disadvantaged communities, 
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but had contrasting systems and philosophies in addition to their different smoking rates: the school 

with the lower smoking rates had moderate educational expectations of pupils, which conflicts with 

recommendations in education policies, the school with the higher smoking rate had a concentrated 

focus on educational outcomes, thus had little space for a health agenda and overlooked some 

pupils. Thus the schools’  impact on pupils’  engagement could explain the between schools 

differences in smoking rates (Gordon & Turner 2003a). 

 

 

4.3.6 Neighbourhood and Community 

 

UK Studies 

Social environment data about young people and their local community in England from the HBSC 

2002 survey cohort found that one in four young people in school years 7, 9 and 11 who had a low 

sense of ‘neighbourhood belonging’  smoked compared with 14% of those with a high sense of 

neighbourhood belonging. In other words, whether they trusted people living around them and 

whether they could ask neighbours for help (Morgan et al 2006; see also Section 2.1 for further 

information on the survey). The likelihood of being a smoker increased for young people with no 

involvement in their neighbourhood clubs/organisations compared with medium/high involvement 

(22% vs. 13%), and increased for young people who rarely or never felt safe in their community in 

comparison to those who always felt safe (27% vs. 15%) (Morgan et al 2006).  

 

Section 4.2.2 described the UK evidence on the relationship between measures of socio-economic 

status, including multiple deprivation, and smoking in adolescence. This may be also related to 

and/or mediated through parental and family influences. It is also possible that wider community 

smoking norms, attitudes and behaviours may also have an influence (see Section 4.4.7). Not only 

is smoking more prevalent in more disadvantaged communities but, prior to the UK smokefree 

legislation, bars, pubs and other workplaces (including leisure venues) in areas of socio-economic 

disadvantage were less likely to have smoking policies and more likely to permit smoking than in 

affluent communities (Torque et al 2005, Plunkett et al 2000, Woodall et al 2005). Thus young 

people would be more likely to be exposed not to adult smoking in more disadvantaged 

communities. However, no study was found which analysed the relationship between community 

norms and youth smoking.  
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4.3.8 Summary 

The review and individual study level evidence confirms the findings in Section 3 of the importance 

of parents’  smoking behaviour and attitudes on influencing smoking uptake. It also shows that other 

parental factors, notably parenting style, as also important as well as the influence of other family 

members’  particularly siblings. Section 3 described the association between whether a young 

person’s friends smoked on whether they were also a smoker. The evidence in this section 

reinforces the importance of friends’  smoking status and peer group influence and builds on the 

evidence in Section 4.2 to show how this relates to self and peer group image and identity. Many 

young people perceive smoking as having the important social functions of helping them to fit in 

and bond with their friends, and smooth their transition into new social and occupational settings. 

Wider social attitudes and relationships also appear influential. School policies on smoking as well 

as the whole school ethos and quality of relationships between staff and pupils, have been 

associated with pupils’  smoking prevalence. There is also some UK evidence that young people 

were more likely to be smokers if they had a low sense of neighbourhood belonging, which is an 

indicator of social capital. 

 

 

4.4   Societal Factors 

 

4.4.1   Access 

 

Reviews 

A systematic review of English language qualitative evidence published up to 2002 on adolescents 

and tobacco use included 19 studies in its narrative analysis of access to tobacco or tobacco sales 

issues (Walsh & Tzelepis 2007). Only one qualitative study focussed exclusively on the issue; two 

focussed on the family-related aspects of access; and one on access to cigars only. Overall, the 

narrative analysis found that access was not perceived by young smokers to be difficult – only three 

studies reported any data contradicting this to any significant extent. Even in high enforcement 

localities, there was perceived to be a ‘multiplicity of sources and strategies’  used by adolescents 

for obtaining cigarettes. Eleven of the included qualitative studies examined the role of parents and 

family. In all of these relatives were identified by adolescent respondents as important sources of 

cigarettes, including the only two UK studies in the narrative review (one a Scottish study and one 

conducted in London). This qualitative evidence supports the national survey findings which also 

find a multiplicity of sources of cigarettes used by young people in England (see Section 3.7). The 

authors concluded that it was unclear how generalisable the findings from the qualitative evidence 
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was to elsewhere as only three of the studies were undertaken outside North America (Walsh & 

Tzelepis 2007). The qualitative synthesis highlighted the flexible and variable strategies that 

adolescents adopt to obtain cigarettes in different periods of adolescence and in different situations, 

particularly the importance of social exchange in cigarette access. This supports the quantitative 

findings that youth access programmes are unlikely to be effective (e.g. see Stead & Lancaster 

2005, Section 5.2.2). The authors argue that if greater attention had been paid to the qualitative 

research, more realistic and limited expectations of the effectiveness of reduced access to minors 

programmes would have been realised sooner (Walsh & Tzelepis 2007). 

 

Ogilvie and colleagues (2005) reviewed young peoples’  access to tobacco (and alcohol and other 

drugs) in the UK using population surveys and evidence reviews. They reported that tobacco was 

widely available to young people (the law changed from 16 to 18 years and over in England on 

October 1st, 2007) in the UK, and that the price of cigarettes was high by international standards, 

although tobacco can be imported for personal use. In addition, young people could easily obtain 

cigarettes from a range of social and illicit commercial sources before they reached the legal 

minimum age for such purchases. The reviewers concluded that increasing the price of tobacco was 

likely to reduce young people’s demand and enforcing the minimum age for purchase of tobacco 

could reduce sales to people under the legal age limit, but unenforced voluntary agreements with 

retailers had not been shown to influence young people’s tobacco use (Ogilvie et al 2005). 

 

UK and Non-UK Studies  

In the UK tobacco is available to purchase (often at any time of day or night) from newsagents and 

confectioners, grocers shops, supermarkets, off-licences, petrol forecourts, tobacconists as well as 

from bars, entertainment venues and vending machines. However, no studies were identified in the 

searches from the UK of the effect on young people of the geographical density of tobacco retailers. 

A study in California (Henriksen et al 2008) found that the prevalence of current smoking in high 

schools was higher in schools in neighbourhoods with more than five tobacco outlets than schools 

in neighbourhoods without any tobacco outlets. A study in Canada (Leatherdale & Strath 2007) of 

secondary school pupils found that tobacco retailer density around secondary schools was related to 

young people’s cigarette access behaviour. However more research is required to determine 

whether the associations are causal and, if so, in what direction (Cohen & Anglin 2009). 

 

In terms of access to first cigarette smoked, the Liverpool Longitudinal Study on Smoking 

secondary school phase (12-16year olds) found that around a fifth obtained their first cigarettes by 

stealing from a parent or other family member, but this decreased with age (Woods et al 2008). As 
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the group got older a number were either given their first cigarette by another family member or 

bought them from a shop themselves. 

 

A study in the West of Scotland involving a survey and qualitative research found that 13 and 15 

year old pupils attending a secondary school in a deprived catchment area that had high smoking 

rates perceived greater access to commercial and social sources of cigarettes than pupils at a low 

smoking school in a similarly deprived socioeconomic area, possibly increasing the supply and 

demand of cigarettes, or the ‘active peer market’  (Turner et al 2004). 

 

 

4.4.2   Pr ice, Tax and I llicit Tobacco 

 

Reviews 

A systematic review of the effects of price on the cigarette smoking behaviour of young people 

aged 25 years and under was conducted by narrative synthesis of relevant empirical studies in any 

language with a focus on reported price elasticises published up to June 2007 (Godfrey et al 2009). 

Forty-five studies met the inclusion criteria; one from each of Australia, Sweden and the UK with 

the rest conducted in North America. The review found that for smoking participants, in terms of 

key sociodemographic variables, evidence that males are more responsive to price differences; there 

were no age differences; and, from two studies, black ethnic groups were more responsive to price 

differences than white.  There was limited evidence that price affected smoking prevalence (three 

studies) but a study rated as the strongest methodologically, found a modest response for price 

affecting cigarette smoking prevalence for school-age children. There was consistent evidence for 

level of smoking, measured by the quantity of cigarettes smoked by smokers, that older young 

people showed a greater response to price than younger; there was a greater impact of price on 

males and for white ethnic groups. When level of smoking was measured by the total quantity of 

cigarettes smoked, again the effect was greater for older young people and for males, with 

conflicting evidence for ethnicity (Godfrey et al 2009). Evidence was lacking on the impact by 

socio-economic status. 

 

UK and Non-UK Studies 

An econometric USA study published in October 2007 used National Youth Risk Behaviours 

surveys data from 1995-2001 to establish that higher cigarette taxes and prices reduced the 

prevalence and frequency of smoking in teenagers; and that cigarette acquisition patterns were 

significantly influenced by higher taxes and prices (Katzman et al 2007). This led to a significant 
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reduction in smoking amongst those buying cigarettes but had less impact on those borrowing 

cigarettes or obtaining them from a social source.  An earlier simulation study on experimental price 

increases found that three-fifths of future smokers (i.e. those who intended to smoke after a price 

change) indicated that they would be less likely to offer their cigarettes to friends if the pack prices 

had increased (Ross et al 2005).  In England, over a third of teenagers reported buying cigarettes 

from a social market and nearly double that figure reported being given cigarettes by other people 

(see Section 3.7). 

 

As detailed in Section 3.7, three in ten 16-24 year old smokers reported that they buy illicit 

cigarettes, however no reviews or studies were found in the literature searches on the effect of the 

availability of illicit or smuggled tobacco on whether young people start and continue to smoke.  It 

is estimated by the Government that between 8 and 18% of the UK tobacco market is illicit tobacco 

and one in six cigarettes smoked in the UK is counterfeit or smuggled (Department of Health 2008). 

 

 

4.4.3   Mass Media 

 

Reviews 

As part of their most recent tobacco control monograph on the role of mass media, the US National 

Cancer Institute (NCI) conducted a comprehensive international review of the published evidence 

on the entertainment media’s role in promoting tobacco use through portrayals in films, television, 

music, magazine and the internet, and its subsequent influence on youth smoking behaviour and 

attitudes (Davis et al 2008). (They also reviewed the evidence on the effectiveness of mass media 

campaigns and this is considered in Section 5.5.5.) The review finds that for adolescents (study 

samples ages range from 10-19 years old) there is evidence from cross-sectional studies that 

exposure to smoking in films (assessed by content analysis of, for example, tobacco occurrences or 

number of times cigarettes appear on screen or the smoking status of a favourite film star) is 

associated with smoking initiation (controlling for peer and family smoking) and that among 

adolescent never smokers, exposure to smoking in films is associated with more positive attitudes to 

smoking. Evidence from two longitudinal studies from the US with young people aged between 10 

and 17 years (at the studies’  inceptions), showed that those with higher exposure to smoking in 

movies at baseline were twice as likely to try cigarette smoking in the future. Findings from the 

experimental studies reviewed  (with samples from seventh graders to college students to adults) 

included: that adolescent viewers’  beliefs about the function and consequences of smoking, beliefs 

about social norms for smoking and personal intention to smoke, are all influenced by images of 



64 

 

cigarette smoking in films. Film content such as popular actors smoking or a lack of the portrayal of 

health consequences from smoking, that is ‘pro-tobacco’  or ‘pro-smoking’  film content, appears to 

promote favourable smoking beliefs and intentions.  

 

In the analysis, the NCI review authors do not break it down by demographic variables (Davies et al 

2008). However, they note that two cross-sectional studies examining the smoking status of 

favourite film stars on adolescent smoking separated the effect by the actor’s and the adolescent’s 

gender; one study found a significant association in girls for male actors smoking and the second 

found no associations. One longitudinal study found that female adolescents (but not males) who 

chose film stars who smoked as their favourite stars were significantly more likely to initiate 

smoking during the follow-up period. An experimental study with college students showed either 

smoking or non-smoking film clips, found regular or occasional male smokers had a higher current 

desire to smoke if in the smoking film clip group.  

 

The cross-sectional and longitudinal studies discussed above all had adolescent samples (aged 10-

19 years). Two experimental studies had older samples (college students, age range undefined). One 

found that college students who viewed scenes from films where the main character smoked were 

more likely to indicate a likeliness to smoke in various situations than those who viewed non-

smoking film scenes; the effect persisted when smoking status was controlled. The second 

experimental study did not find such an effect on smoking intention and had a smaller study sample 

of college students. 

 

The majority of the research on young people and smoking in films has been conducted in the USA 

but films from the USA are widely viewed in the UK. According to the UK Film Council, 17 of the 

top 20 films released in the UK in 2007 wholly or partly originated from the USA (UK Film 

Council 2008). Seven to 24 year olds made up 49% of the cinema audiences for these films in 2007 

(figure excludes DVD rental/sales, TV films and films downloaded from the internet). However, the 

only study identified in the literature searches, which was conducted with young people in the UK, 

found no association between the estimated number of occurrences of smoking seen in films and 

current or ever smoking at 19 years (Hunt et al 2009). The study used cross-sectional analyses of 

data collected from 19 year olds in Scotland from a longitudinal cohort previously surveyed at 11 

years.  It is difficult to determine whether the UK’s discrepancy is due to age differences, cultural 

differences (including smoking prevalence) or methodological considerations. 
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For television viewing, the NCI review (Davis et al 2008) finds that the studies reviewed suggest a 

possibility that television viewing could be linked with smoking uptake and continuing with 

smoking, but a social-influences link between exposure to smoking on television and smoking 

initiation was not found when other social influences were controlled for (e.g. smoking in movies, 

peer and family smoking).  

 

Although content analyses demonstrate that pro-smoking imagery is very extensive on the internet 

(Davis et al 2008, Dewhirst 2008), no studies were identified in the NCI review or the literature 

searches which examined the effect of the internet on young people’s smoking behaviour.  

 

The NCI review reports on content analyses of pro-smoking material in adult magazines, and one is 

a content analysis published in 1999 of the most popular British young men and young women’s 

style magazines which found major differences between the two sets in the advertising editorial 

pages, health coverage, editorial images of celebrities smoking and stages fashion shots (Davis et al 

2008). The review finds few studies exploring how young people engage with the images of 

smoking in magazines or their effects, but describes two from the UK. The first found that the 

presence of a cigarette in otherwise identical magazine pictures from youth and style magazines 

meant that young people rated the images as more ‘druggy’ , wild or depressed and the cigarette-free 

images as healthy, rich, nice and attractive. Although some of the cigarette pictures contained 

attributes the young people aspired to, smokers (especially males) identified more strongly with the 

cigarette pictures than the non-smokers did. The second, a qualitative study with university students 

who were all smokers, found that the smoking images in youth style magazine were perceived to be 

attractive, social and reassuring and the respondents associated the ‘personality’  of the magazines 

(e.g. carefree hedonism, risky behaviour and anti-political correctness) with their own self-images 

(Davis et al 2008). It should be noted that much of this UK research took place before the tobacco 

advertising ban. 

 

 

Non-UK Studies 

The most recent evidence located in the literature searches from a country where advertising has 

been banned is a study from Australia with 14-17 year old smokers and non-smokers. Forty-two per 

cent of those who viewed a mock-up of a youth magazine containing smoking images before being 

interviewed made unprompted mention of the smoking imagery compared to those who saw a the 

same magazine but which did not include the smoking images (Carter et al 2007). In addition, the 
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imagery in the smoking magazine increased female non-smokers’  intention to possibly take up 

smoking. 

 

 

4.4.4   Tobacco Promotion and Marketing- Point of Sale  

 
UK and Non-UK Studies 
 
In a 1994 USA classroom survey, conducted several years before the increase in point of sale (PoS) 

marketing in that country, researchers found an association between 13 year olds’  exposure to 

cigarette adverts in stores and being a tobacco “experimenter” . Sixty-two per cent of the young 

people reported going into stores and seeing tobacco adverts “sometimes”  or “a lot” ; those who 

reported seeing PoS advertising were 38% more likely to have experimented with smoking 

(Schooler et al 1996). Another classroom survey conducted with Californian teenagers at middle 

school in 2003 examined exposure to tobacco marketing in convenience, liquor or small grocery 

stores and its association with self-reported smoking (Henriksen et al 2004). The study found that 

students reporting one or more weekly exposures to retail tobacco marketing was associated with a 

50% increase in the odds of ever smoking, having controlled for all other variables in the model. 

The study controlled for social influence and risk factor confounders (i.e. self-reported school 

grades, risk taking and maternal supervision). They concluded that the association between store 

visits and smoking behaviour “appears more likely an effect of advertising exposure than an 

artefact of …hanging out with the wrong crowd”. 

 

Similar findings arose from research with 3,890 high school smokers across the USA in 1996. In 

the case of one brand (Marlboro) the amount of PoS advertising in local convenience stores was 

found to predict youth brand choice: the more PoS advertising there was for Marlboro, the more 

likely they were to smoke it. The findings were similar for a rival brand (Camel), so far as interior 

store advertising was concerned, but otherwise inconclusive (Wakefield et al 2002). A large USA 

study with 26,301 14, 16 and 18 year olds was the first designed to examine the differential effects 

of cigarette retail marketing strategies on youth smoking uptake (from experimentation to 

established smoking) at a national level (Slater et al 2007a). The study found that higher levels of 

PoS advertising, lower cigarette prices and greater availability of promotions (e.g. discounts, gifts) 

increased the likelihood of smoking at most levels of uptake. The results suggested that PoS 

advertising was associated with encouraging young people to try smoking, whereas promotions at 

PoS were associated with influencing those already experimenting to progress to regular smoking, 

with established smokers being the most influenced by promotional offers (Slater et al 2007a). 
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Research outside the USA has found the same set of relationships between young peoples’  brand 

awareness, under-age smoking and exposure to PoS tobacco marketing. For example, in a study 

investigating the effect of tobacco sports sponsorship on the levels of brand awareness amongst 14 

year-olds in New Zealand, found that, even allowing for the effects of sponsorship, sports interest 

and gender, the brands with the highest unaided recall levels were those that were prominently 

shown in PoS displays in stores frequented by the young people (Sparks 1999). In an experimental 

study conducted in classrooms in Victoria, Australia in 2003/4, 14 and 15 year old students were 

shown one of three digitally manipulated photographs of a convenience stores’  PoS area with either 

no cigarettes or a cigarette pack display, or cigarette advertising and a pack display (Wakefield et al 

2006). The study found that the presence of cigarettes at PoS increased students’  perceptions about 

ease of purchasing cigarettes and decreased the perceived likelihood of being asked for proof of age 

from the hypothetical store. The pack displays promoted brand recall and weakened student’s 

intentions not to smoke. This study also confirmed the findings of Henriksen and colleagues’  USA 

study (2004), that the frequency of young people’s visits to convenience stores was associated with 

a higher likelihood of experimenting with cigarettes. 

 

There is evidence that these findings also apply in the UK. MacFadyen et al (2001) recorded 

universal awareness of PoS among 15 and 16 year olds in North East England and went on to 

examine the impact this might have on future smoking behaviour. A more sensitive measure of PoS 

awareness was constructed by summing the number of brands which they could recall seeing in this 

medium. Subsequent logistical regression analysis showed a clear relationship between greater 

awareness of PoS marketing and future intention to smoke. Other variables, such as friends’  and 

parents’  smoking, social class and age were also implicated, but after allowing for all these other 

factors, the odds of a child professing an intention to smoke increased by 35% with every brand that 

respondents could name as having seen at PoS (MacFadyen et al 2001, Hastings 2003). 

 

 

4.4.5   Tobacco Promotion and Marketing- Packaging 

 

UK and Non-UK Studies 

Tobacco packaging is the marketing tool with the most direct links to the consumer, with cigarettes 

being a ‘badge product’ , conspicuously consumed while making public statements about the 

smoker’s image and identity (Hastings et al 2008a; Fry et al 2008). Following the restrictions on 
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tobacco advertising and promotion in the UK, the pack has become the main promotional platform 

for the tobacco industry to recruit and retain customers (Hastings et al 2008a). 

 

The young are particularly susceptible to these effects. Large-scale research in the UK with 11-16 

year olds has demonstrated that even after advertising is banned, branding continues to drive 

smoking (Moodie et al 2008) and that young people’s awareness of the packaging and new pack 

design of the four most popular brands with this age group is a key element of this ongoing 

marketing (CTCR 2008). 

 

A recent UK study with young smokers and non-smokers aged 11-17 years (n=806) and an adult 

sample of smokers (n=516), asked participants to assess pairs of cigarette packs on a variety of 

qualities including health risk, attractiveness, whether they would try smoking (young people only) 

and whether they would be easy to quit smoking (adults only) (ASH, CRUK, BHF 2008). The 

researchers found that the branding of the packs (printing on the words ‘smooth’  and ‘gold’  as well 

as using lighter colours in the pack design) greatly affected the young and adult consumers’  

perceptions of the attractiveness and relative safety of the cigarettes. A key finding was when 

participants were asked to compare pairs of plain (or generic) cigarette packs they found the brands 

less attractive and (correctly) indicated no differences between the health risks of the brands. This 

suggests that generic packaging would have an immediate effect on young people’s perception of 

the attractiveness of the cigarettes (ASH, CRUK, BHF 2008). (An academic article with more in-

depth analysis is in currently preparation (McNeill & Hammond).) Research with young people in 

Canada also found that young consumers perceived generic packaging as less fashionable and less 

attractive (Centre for Health Promotion 1993). 

 

 

4.4.6   Tobacco Promotion and Marketing -Pack Size 

 

UK Studies 

In 2006, over half (54%) of pupils aged 11-15 years surveyed in England who bought cigarettes in a 

shop on their last attempt, bought a pack of ten (Fuller 2007), although no evidence was found in 

the literature search for pack size influencing young people starting or continuing to smoke. The 

Scottish Prevention Working Group in Scotland (Scottish Executive 2006) also highlight in their 

report that there is no objective evidence to demonstrate the effectiveness of banning packets of ten 

to reduce young people’s smoking, although many countries have banned their sale as part of 

broader youth prevention strategies. The WHO identified them as an industry tactic “made for 
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children, young people and those on low income in an effort to maintain and even enlarge the 

market for tobacco products”  (WHO 2004 as cited by Scottish Executive 2006). 

 

4.4.7 Social attitudes and norms 

 

As discussed in previous sections, both the actual and perceived smoking related attitudes and 

norms of family members and friends are associated with smoking in young adolescents. Socio-

economic status and ethnicity are also related to youth smoking. It has therefore been argued that 

wider community, societal and cultural attitudes and norms would also be likely to be influential. 

Thus growing up in  

 

Reviews 

No recent reviews were found on the influence of wider social attitudes and norms on youth 

smoking.   

 

UK and Non-UK studies 

A recent study used data from the 2001/02 HBSC study and national tobacco control policy data 

collected by WHO in 2003 to examine whether national policies in 27 European countries, 

including the UK, were related to daily smoking prevalence in 13 and 15 year olds (Schnohr et al 

2008). They found no relationship between adolescents and adults smoking prevalence. However 

this was a cross-sectional study and therefore couldn’ t assess the possible influence of declining 

levels of adult smoking on youth prevalence.  

 

A US longitudinal study the explored the impact of banning smoking in restaurants in 

Massachusetts on smoking uptake in 12-17 year olds (Albers et al 2004, Siegal et al 2005). The 

study found that young people living in towns with strong smoking regulations were more likely to 

perceive lower adult smoking prevalence than those from towns with weak regulations. They also 

had less than half the odds of progressing to established smoking (having smoked over 100 

cigarettes). This effect was greater the longer the regulations had been in place.   Adult smoking 

prevalence did not decline, but there was a threefold increase in the odds of adult smokers 

attempting to quit in towns with the strong regulations (Albers et al 2007). Anti-smoking norms 

among adult smokers who already regarded smoking in restaurants and bars as socially 

unacceptable were also reinforced. The authors argued that changes in adult smoking behaviours, 

including reducing the number of smokers that young people see in public places, and in adult 
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social norms can influence youth smoking uptake by reducing the perceived social norms and social 

acceptability of smoking. 

 

4.4.8 Summary 

The review and individual study level evidence confirms the findings in Section 3 that young 

smokers use a variety of sources, both social and commercial, to access cigarettes and tobacco. The 

relative importance of these sources is related to the smoker’s age, enforcement of sales laws, price, 

density of local commercial outlets and socio-economic profile of the local community. There is 

good review evidence that price also influences smoking consumption in young people, though this 

has more impact in older (who are more likely to use commercial sources) and male young 

smokers. There is also some evidence that price influences youth smoking prevalence. Being 

exposed to media images of smoking, notably in films, as well as exposure to tobacco marketing 

through point of sale displays, has been shown (in mostly non-UK studies) to be associated with 

positive smoking attitudes, smoking initiation and experimentation in young people. Packaging and 

point of display marketing can increase brand awareness and positive attitudes and beliefs about 

smoking. There is also some evidence that wider social norms, attitudes and behaviours in relation 

to smoking can influence the perceived acceptability of smoking among young people and thus 

smoking uptake.    

 

 

 

4.5   Conclusions 

 

The national survey data presented in Section 3 showed how smoking status and consumption in 

young people in England is associated with a range of individual (socio-demographic, attitudinal, 

dependence) and social (family, friends, access) factors. The literature reviewed in this section, 

which includes both review level evidence and individual studies, not only extends the range and 

type of factors involved in smoking uptake and maintenance but provides some important insights 

into the way that these are experienced and their effect on young people’s day-to-day lives and their 

social worlds. While there has been considerable research on smoking and young people there are 

also important gaps and limitations that need to be taken into account when drawing conclusions 

that are applicable to young people living in England today. These include: 

 

• The type and nature of the studies: most were quantitative studies, though the number of 

qualitative studies appears to be increasing. 
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• Study groups: most were carried out in North America and focussed on the secondary school 

age group. Very few studies were found on older adolescents and none specifically on the 

20-24 year old group. 

• Study design: Cross-sectional studies dominated. Very few recent British longitudinal 

studies were found and even fewer followed up young people beyond secondary school 

(though neither of these was specifically focused on smoking). 

• Reviews: recent reviews were found for most of the potential determinants but there were 

several important areas where none were found. These included gender, ethnicity and 

addiction/dependence. Also no recent review has attempted to assess the relative importance 

of different factors at different stages in adolescence and/or smoking uptake and in different 

groups and contexts. 

 

Despite these limitations, several clear, as well as some more tentative, conclusions can be drawn 

about young people and smoking in England. Adolescence is a period of considerable change and 

challenge for young people as they negotiate key transitions (e.g. social, economic, occupational, 

biological) from childhood to adulthood. During this period young people will try out or experiment 

with a range of behaviours, which for around half to two-thirds will include smoking. The 

quantitative research literature shows that whether or not a young person starts and then continues 

to smoke is influenced by a complex interplay of different factors operating at the individual, 

family, social, community and societal levels (Figure 8). The qualitative research reveals from the 

young person’s perspective, how these are experienced and shape both what smoking or not 

smoking means to them and the contexts in which they make decisions about smoking.  

 

Young people are most at risk of starting to smoke if they: 

 

• have grown up and live in a world where smoking is the norm or at least accepted (e.g. 

parents, siblings, SES, community, ethnicity, culture); 

• move into social networks with similar norms and where smoking has perceived positive 

functional value within social relationships and contexts (e.g. friends, peers, other 

behaviours);  

• have access to cigarettes and they are easily available (e.g. disposable income, social and 

commercial sources);  

• believe smoking helps project the type of image they aspire to (e.g. identity, media, tobacco 

promotion); 
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• perceive that smoking may also help deal with difficult aspects of adolescence and 

transition (e.g. affect control, weight control, educational achievement) particularly where 

there may be limited alternative support (e.g. parents, school, skills);  

• feel that any negative effects such as the longer term health risks are discounted or not 

immediately salient (e.g. knowledge, addiction); 

• have disadvantaged social, educational and economic trajectories. 

 

Dependence on smoking develops through a combination of increased exposure to nicotine 

(addiction), which can happen at low levels of consumption and more rapidly than young 

people believe, and perceived psycho-social aspects - what they think smoking does for them 

and the risks around stopping. While some research has explored how these factors interact or 

are experienced differently in relation to age, gender, SES and ethnicity, they do not fully 

explain the patterns and trends in smoking described in Section 3. However, the literature 

review indicates that whether and in what ways young people will engage with and respond to 

tobacco control are likely to vary according to this diverse range of personal and contextual 

factors. 
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5. CURRENT TOBACCO CONTROL POLICY CONTEXT AND  
 FUTURE POLICY OPTIONS AND THEIR LIKELY  
 EFFECTIVENESS  
 

This section reviews the published research evidence on smoking prevention and cessation for 

young people in order to assess the likely effectiveness of different types of action in the current 

tobacco control policy context and considers the implications for future policy options. Where 

available, evidence on the effectiveness and any differential impact of different policies and 

interventions by gender, age socio-economic status and ethnicity is presented. However, few 

reviews or studies presented included such analyses. Very few studies focused on interventions 

aimed at the 16 to 24 age group. Section 5.1 considers the evidence on the effectiveness of 

interventions undertaken in different settings (which address mostly individual, social and 

community factors), 5.2 considers policies and action aimed at addressing societal level factors, 5.3   

reviews multi-component policy, community and societal level programmes and 5.4 the evidence 

on the effectiveness of youth cessation programmes. 

 

5.1   Youth Smoking Prevention 

 

5.1.1   Family Setting 

This section reviews research which provides evidence on the effectiveness of interventions 

(including policies) on smoking prevention through trying to influence factors in young people’s 

social environment i.e. programmes involving parents, other family members or friends and peers. 

From national survey data, young teenagers are more likely to be smokers if both parents smoke 

and to smoke more openly at home (see Section 3.10) and the studies described earlier provide an 

insight into the influence of parents’  and siblings’  on young people’s smoking behaviour (see 

Section 4.3). 

  

Reviews 

A Cochrane systematic review (Thomas et al 2007), which synthesised data published as recently as 

2007, included 22 randomised control trials with children (5–12 years) and adolescents (13–18 

years) predominantly from the USA, looked at the effectiveness of interventions which aimed to 

help family members reinforce their non-smoking attitudes and promote non-smoking in children 

and other family members. Results were mixed; some of the well-executed studies showed that 

family interventions might help to prevent adolescent smoking but there were mostly neutral or 

negative findings in the less well-conducted trials. The reviewers found that training staff 

implementing the programme and how well they then delivered the programme might be related to 
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overall effectiveness, but the number of sessions within a programme did not make a difference. 

The conclusions were drawn from a small group of studies limited by having only minimal or 

moderate bias risk compared to previous reviews. The authors concluded that given the current 

evidence base, they could not draw any firm conclusions about the effectiveness of family-based 

programmes to prevent adolescent smoking or whether their intensity could produce a persistent 

effect. 

 

A systematic review conducted in England (Petrie et al 2007) looked specifically at the 

effectiveness of parenting programmes on preventing tobacco, alcohol or drugs misuse in children 

under the age of 18 years. Twenty studies on programmes (published up to October 2003) for 

developing parenting skills, improving communication between parent and child or enhancing the 

effects of other interventions (e.g. in schools) were included. Statistically significant self-reported 

reductions of tobacco use were found in nine out of 13 studies. The strongest evidence was based on 

work with pre-teen and early adolescent children. The authors concluded that interventions which 

included active parental involvement and emphasised social skills development and personal 

responsibility, could more effectively reduce or prevent substance (including tobacco) use. 

 

A protocol is available for a Cochrane review on mentoring to prevent drug and alcohol use by 5 to 

18 year olds, currently being compiled by the Canadian team who produced the family-based 

programme review discussed above (Thomas et al 2008a). In the current literature, mentors can be 

‘natural’  or ‘ formal’  and represented by an adult or a peer the young person respects. 

 

Non-UK Studies 

Farkas and colleagues’  study (2000) found that the most effective way of reducing smoking 

prevalence among adolescents was for smoking parents to quit themselves, as smokefree homes 

nearly double the chances that children who begin to smoke will quit. 

 

 

5.1.2   School Setting 

Reviews 

Flay has recently published two reviews of reviews (2008 and 2007) on the effectiveness of school-

based smoking prevention programmes examining studies published up to December 2007. The 

2008 publication comprises a systematic review of school-based prevention programmes with long-

term effects. Flay concludes that school based social influences-oriented programmes may produce 

a long-term relative improvement of between 25% and 30%, based on the findings of 3 US 
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programmes. As so few studies met the review’s methodological criteria, 8 further programmes 

with significant short-term effects were analysed and these indicated that even larger long-term 

effects could be reached by prevention programmes that effectively changed the general 

developmental smoking trajectory of youth for the positive (Flay 2008). 

 

Flay’s 2007 review focused on what long-term effects (by the age of 25 years) the USA might 

expect if the best school-based smoking prevention programmes were adopted nationwide, pointing 

out that recent findings had raised questions about the medium-term (at high school) effects of 

school-based programmes. Flay summarises the reviews and meta-analyses evidence base on 

schools smoking prevention interventions as potentially having significant long-term effects if they 

are interactive social skills or social influences programmes (where young people are educated 

about social norms and influences and provided resistance skills for them); if they involve 15 or 

more sessions, including some up to at least the US ninth grade (age 14-15 years); and if they 

produce substantial short-term effects (Flay 2007). He concluded that a number of the interventions 

reporting short-term effects might also have medium- and long-term effects if they were evaluated 

to that point, however long-term funding was rare (Flay 2007). The 2008 review regards the issue 

from a global perspective, adding that in adopting and adapting programmes for use in different 

contexts to those tested – particularly in other culture and countries – care must be taken to 

implement with integrity, monitoring this process as well as outcomes. 

 

A systematic review by authors from the UK on the effects of school’s institutional factors on 

young people’s use of drugs (Fletcher et al 2008) included high quality quantitative studies 

published up to March 2006. Three included intervention studies reported smoking and drinking 

outcomes separately to drug use and all suggested the interventions had a protective effect against 

smoking. Only two high quality observation studies reported associations between school level 

exposures and young people’s drug use, one being the West of Scotland study (West et al 2004), 

and suggested that positive ethos and overall levels of strong school relationships and engagement 

are associated with lower rates of drug use (including tobacco). Fletcher and colleagues conclude 

that improving school ethos to combat dissatisfaction should be viewed as “a promising 

complement to current curriculum-based intervention to prevent drug use” . 

 

Thomas and Perera’s Cochrane systematic review (2006) looked at school-based programmes for 

preventing children who had never smoked from becoming smokers. It synthesised data published 

up until October 2005, including 94 randomised control trials with young people aged 5 to 18 years 

old, and predominantly from North America. Of these, 23 randomised controlled trials (RCTs) were 
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categorised as at low risk of bias and therefore of high quality. The interventions included 

information giving, a social influences approach, social skills training and community interventions. 

There was little evidence that giving information alone was effective. Most (13/23) of the studies 

drew on a social influences intervention (e.g. using normative education and resistance skills 

training to counter adolescents’  overestimation of smoking prevalence, teaching and practicing 

refusal skills or making public commitments not to smoke). Although half of the high quality 

studies in this group found short-term effects on young people’s smoking behaviour, the highest 

quality intervention which had the longest trial found no long-term effects from 65 lessons over 

eight years. Limited evidence was found for the effect of interventions that included developing 

generic social competence or for multi-method approaches such as community initiatives. Note that 

Flay’s review of reviews discussed above, include this systematic review in the analysis. 

 

The systematic review of school-based smoking prevention trials with long-term follow-up by 

Wiehe et al (2005) was also included in Flay’s review of reviews. Briefly, it searched for RCTs 

published up until July 2003 which included a follow-up evaluation to age 18 years (or 12th grade) 

and at least 1 year after an intervention ended, with smoking prevalence as a primary outcome. 

Eight studies passed the quality criteria differing in intervention intensity, presence of booster 

sessions, follow-up periods, and attrition rates. Only one study showed decreased smoking 

prevalence in the intervention group.  

 

A systematic review evaluating the effectiveness of using school-based drama interventions in 

health promotion for 6 to 18 year olds was conducted in 2006 (Joronene et al 2008). The review 

demonstrated that most short-term school-based drama or theatre plays were successful in 

increasing knowledge and positive attitudes related to health behaviour among schoolchildren. Of 

the nine included studies on interventions, two had smoking outcomes and found the effects of 

drama or plays on smoking intentions remained modest. The UK’s Theatre in Health Education 

(Thrush et al 1999 as cited by Joronene et al 2008) in 24 UK primary schools had a partially 

positive impact on smoking behaviour at the two and a half year follow in secondary schools: there 

was a weak but statistically significant positive effect on smoking behaviour among girls but no 

effect among boys. 

 

UK Studies 

In terms of the effectiveness of a schools prevention programmes involving peers, the prime 

example in the UK is ASSIST (A Stop Smoking in Schools Trial), a randomised control trial (RCT) 

of the effectiveness of using peer-nominated year 8 students (12-13 years old) to support their peers 



77 

 

by discouraging them from smoking in everyday, informal situations (Audrey et al 2004). The 

nominated ‘peer supporters’  were intensively trained in effective interventions by professional 

health promotion staff outside the school premises. The project was piloted in South Wales (Bloor 

et al 1999) before the clustered RCT was increased to 59 schools in South Wales and the Bristol 

area in England with 30 schools randomly assigned to continue their regular smoking education 

programme, and 29 schools to have the peer intervention running alongside their regular 

programme. The study demonstrated a sustained reduction in uptake of regular smoking in 

adolescents for 2 years after its delivery. In a three-tier multilevel model with data from all three 

follow-ups (immediate, 1 year and 2 years), the odds of being a smoker in intervention compared 

with control schools was 0´78 (0´64-0´96) (Campbell et al 2008). Qualitative work with both 

students and school staff highlighted that it was well-received and credible (Audrey et al 2006, 

Audrey et al 2008). 

 

A cohort study with schools in the West Midlands measuring smoking behaviour in 13 to 14 year 

olds and following them up one year and two years later, examined whether schools with high exam 

pass rates and low truancy rates were associated with lower school smoking prevalence (Markham 

et al 2008). The sample included some schools serving very disadvantaged communities but which 

had these characteristics; appearing to suggest that some schools were breaking the link between 

deprivation and smoking. 

 

A Scottish study which examined the reasons behind different smoking rates in two schools found 

that when asked the extent to which smoking restrictions should and could be enforced by school 

staff, pupils’  views were that enforcement could interrupt pupils’  smoking and discourage it on 

school grounds however they believed staff did not always have the authority or status to enforce a 

ban and efforts to do so were ineffective (Turner & Gordon 2004). Interviews with the staff found 

that where an immediate fire risk was absent, staff intervening when confronted by a pupil smoking 

was mainly dependent on the context or by personal or professional values, including: concern 

about staff-pupil relationships, attention to pupils’  wider welfare, levels of personal discomfort and 

lack of authority (Gordon & Turner 2003b). 

 

A drama smoking education project has been piloted more recently in nine secondary schools in the 

north east of England with 14-15 year olds (traditionally beyond the age group which receives 

tobacco-specific lessons) (MacMorran 2008). Using the same theme of tactics the tobacco industry 

use to recruit and retain smokers from the Florida Truth campaign (see Sly et al 2001), a local 

theatre company scripted a performance and workshops to raise awareness of the tactics, stimulate 
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discussion and highlight the support available for quitting. Follow-up smoking attitude and 

behaviour measures were not built in at this stage, however feedback from the audience was 

positive and it achieved the objective of raising awareness of tobacco industry tactics (Healthy 

Schools Newcastle-upon-Tyne & Gibber Theatre Company 2008). 

 

5.1.3   Community Setting 

 

Reviews 

Müller-Riemenschneider and colleagues’  (2008) systematic review broadens the recent evidence 

base to English and German language articles published between 2001 and 2006 and includes and 

compares schools-based (n=8), community-based (n=7) (any intervention conducted outside the 

school environment) and multi-sectorial (involving school and community approaches) (n=3) 

behavioural interventions to prevent smoking amongst under 19 year olds. Despite the overall 

effectiveness of the programmes being extremely diverse, most of the studies reported some 

positive long-terms effects. Most of the community-based interventions and multi-sectorial 

programmes reported strong evidence of long-term effectiveness; community interventions 

demonstrated reductions in smoking up to 10.6% and in the multi-sectorial programmes the 

difference in smoking rates between intervention and control groups always favoured the 

intervention group. Results were inconclusive for the schools only programmes. Flay’s (2008) 

analysis, based on the findings of four programmes which included mass media or community 

components alongside a school-based prevention programme with proven effectiveness, suggests 

such a programme could produce a long-term relative improvement of between 35% and 40%. 

 

An earlier Cochrane systematic review looking specifically at community smoking prevention 

interventions to prevent smoking in under 25 year olds was not focussed on long-term effectiveness 

and the resulting narrative synthesis which took methodological issues into account found limited 

evidence of effectiveness (Sowden & Stead 2003). In all but two of the included studies the 

participants were aged 19 years or under. Bruce and Teijlingen’s review of the effectiveness of the 

Smokebusters community-based campaign of clubs and agencies for 8 to 15 year olds around the 

UK and Ireland, concluded that the data from evaluation studies indicated that the initiative was 

successful  in changing knowledge and attitudes towards smoking but not smoking behaviour (Bruce 

& Teijlingen 1997). 
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5.1.4   General Practice / Pr imary Care Setting 

Reviews 

A US review of interventions for children and youth in the health-care setting (Halpern-Felsher 

2007) found that physicians’  rates of screening, educating and counselling adolescent patients were 

far below recommended guidelines but there was a lack of literature examining whether the 

successful implementation of primary care preventive services reduced adolescent tobacco use. An 

earlier UK literature review (Walker & Townsend 1999) on the role of general practice in 

promoting all types of teenage health supported the findings that teenagers rarely receive health 

advice from their doctors, and little research had been conducted to implement and evaluate 

smoking interventions for teenagers in General Practice. 

 

UK Studies 

A UK RCT published since the US review (Fidler & Lambert 2001) found a small significant 

difference between smoking rates of the young people in the intervention group, who received 

smoking information packs posted from their GP, compared with the control group. Some studies in 

the US review suggest a positive relationship between physician training and delivery of preventive 

services around tobacco use (Halpern-Felsher 2007). 

 

 

5.2   Societal Level Policy and Interventions 

 

This section reviews research which provides evidence on the effectiveness of interventions 

(including policies) on smoking prevention through young people’s societal influences such as 

reducing access, mass media campaigns and eliminating tobacco promotion. The influences of 

access to tobacco and its promotion on young people is described earlier (see Section 4.4). 

 

 

5.2.1   Social Attitudes, Norms and Behaviours- Adults 

 

Reviews 

It is widely accepted in the tobacco control literature that reducing adult smoking prevalence 

through cessation will also result in reductions in smoking prevalence in young people, for example 

in the recent report ‘Beyond Smoking Kills’  (ASH, CRUK, BHF 2008). This view appears to be 

mainly based, as in the ASH report, on the evidence that young people are more likely to become 

smokers if their parents smoke and/or if they live with other adults who smoke (see Sections 3.10 
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and 4.3.1).  The literature search did not find any reviews which looked specifically at the impact 

that reducing adult smoking prevalence had on youth smoking prevalence. It may be that such 

reviews exist in the adult tobacco control literature but these fell outside the search criteria used in 

this review. However some of the studies included in the review, including those described in 

Sections 3.10 and 4.3.1, indicate that changing adults’  smoking behaviours and attitudes about 

smoking can impact on youth smoking. 

 

Non-UK Studies 

A longitudinal study in Massachusetts in the US explored the impact of banning smoking in local 

restaurants on the progression to established smoking in 12-17 year olds (Siegal et al 2005). The 

study found that young people living in towns with strong smoking regulations had less than half 

the odds of progressing to established smoking (having smoked over 100 cigarettes) than those in 

towns with weak regulations. This effect was greater the longer the regulations had been in place.   

While adult prevalence rates did not decline over this period, there was a threefold increase in the 

odds of making a quit attempt among adult smokers in the towns with the strong regulations (Albers 

et al 2007). There was also a reinforcement of anti-smoking norms among adult smokers who 

already regarded smoking in restaurants and bars as socially unacceptable. This study provides 

evidence that changes in adult smoking behaviours, including reducing the number of smokers that 

young people see in public places, and in adult social norms can contribute to preventing youth 

smoking uptake by reducing the perceived social acceptability of smoking among young people. 

 

 

5.2.2   Access 

 

Reviews 

A Cochrane systematic review assessing the effects of interventions to reduce underage access to 

tobacco by deterring shopkeepers from making illegal sales included data from 35 studies published 

up to 2008 (Stead & Lancaster 2005). The reviewers found that giving retailers information (e.g. 

about their legal obligations) was less effective in reducing illegal sales than active enforcement or 

multi-component education strategies, or a combination of these. None of these methods achieved 

complete, prolonged compliance and from three controlled trials, there was no clear effect on young 

smokers’  perceptions of ease of access to tobacco or on smoking prevalence. 

 

A recent review assessing future prospects for policies reducing tobacco use in the USA, looked at 

the evidence on supply-side strategies and concluded that the efficacy of proactive retailer 



81 

 

compliance activities on youth access and smoking prevalence had yet to be firmly established but 

should be part of a comprehensive package of preventive initiatives (Rabin 2007). 

 

The National Institute for Health and Clinical Excellence (NICE 2008a) reviewed whether point of 

sale interventions deter shopkeepers from making illegal sales and prevent the uptake of smoking 

by children and young people. The evidence included a review of effectiveness (Richardson et al 

2007) and qualitative research (Woolfall et al 2008, NICE 2008b). The literature review examined 

the effectiveness of interventions designed to prevent the illegal sale of tobacco to children and 

young people, and included studies published up to mid-2007. From the included literature, there 

was evidence that “access restriction interventions impact effectiveness in terms of the number of 

sales to young people, young people’s ability to access cigarettes and merchant compliance”  

(Richardson et al 2007). The reviewers found a paucity of information on whether interventions 

impacted on behaviours, attitudes, beliefs, intentions or perceptions; only two studies addressed the 

impact on young people’s smoking behaviour. The elements demonstrating an influence on number 

sales, ability to access cigarettes and retailer compliance included: active enforcement, 

comprehensive interventions, interventions produced by tobacco control bodies, requesting 

age/proof of ID, demographics of the vendor/merchant, site setting of the access intervention, and 

the demographics of the target audience. These worked best when combined with other youth 

prevention strategies. Only one of the studies reviewed was conducted in the UK, most were from 

the USA, however similarities in how and where youth acquired cigarettes indicated that some of 

the findings might be applicable to the UK (Richardson et al 2007). 

 

The NICE guidelines developed from the review and other evidence recommended that: the 

government should support better enforcement of existing legislation and ensure that enforcement 

efforts are sustained over a number of years; local authorities and trading standards bodies should 

ensure that retailers are aware of legislation prohibiting under-age tobacco sales and make it as 

difficult as possible for young people (under 18 years) to get tobacco products (ensuring vending 

machines owners take reasonable precautions to prevent underage sales and give practical advice on 

how to do this); work with other agencies to identify problem areas; improve inspections and 

enforcement activities; assess whether a supporting advocacy campaign is required; discourage use 

of campaigns developed by the tobacco industry; and ensure all efforts are sustained (NICE 2008a). 

 

Main and colleagues’  (2008) systematic review of six systematic reviews on youth access shared 

two-thirds of its included reviews with Richardson and colleagues’  data set and concurred with their 

findings. There was no evidence to deduce whether the effects of interventions on restricting young 
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people’s access to tobacco products varied according to age, sex, ethnicity or socio-economic 

characteristics (Main et al 2008).  

 

The qualitative research strand of the NICE guidance development with 11 to 17 year olds in 

England, explored young people’s knowledge of the recent change in law concerning purchasing 

age restrictions, and how they and their peers might circumvent it to obtain tobacco (Woolfall et al 

2008). (The legal minimum age at which tobacco can be bought in England and Wales changed 

from 16 to 18 years on October 1st 2007, and the focus groups were conducted from October to 

December 2007). As the quantitative data shows (see Section 4.4.1), young people could procure 

cigarettes from a wide variety of sources, including buying them online with minimum information 

checking by retailers. Proof of age schemes would not be effective in this situation or for young 

people purchasing contraband or illegally imported cigarettes and most respondents did not feel that 

the change in law for purchase age had, or would result in the prevention or cessation of smoking in 

under 18 year olds (Woolfall et al 2008). No evidence on the effectiveness of the change in age of 

sale was located for the UK. 

 

A review by Ribisl and colleagues (2007) looked at the evidence on youth access to cigarettes via 

the internet, from a US perspective. Several studies reviewed suggested that most internet cigarettes 

vendors sold to buyers without verifying age. However the evidence suggested that few teenagers 

were buying cigarettes online in the US (Ribisl et al 2007). As the reviewers pointed out however, 

those that were buying online reported greater difficulty in obtaining cigarettes from retail outlets 

suggesting that if retail access becomes sufficiently restrictive, more young people might use the 

internet to obtain cigarettes. Of the four potential strategies internet retailers could use to reduce 

sales to minors (the posting of minimum age-of-sale warnings, the posting of health warnings, use 

of parental control filter information and age verification) most could be circumvented, and age 

verification at point of delivery was not offered by most postal delivery services (in the US) (Ribisl 

et al 2007). In the UK, a private members Bill has been proposed for tougher online retail age 

checks, a system which is currently self-regulated (Bill 57 0708). 

 

 

5.2.3   Pr ice and Taxes 

 

Reviews 

The recent UK systematic review on the effects of price on the cigarette smoking behaviour of the 

impact of price on cigarette smoking in young people aged 25 years or under (see also Section 
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4.4.2) concludes that overall, price is likely to be an effective economic instrument in reducing 

cigarette smoking among young people (Godfrey et al 2009). Examining smoking initiation and 

cessation outcomes, the reviewers found that price was effective in deterring young people from 

starting to smoke (one study found greater price elasticity for those under 18 years compared with 

those aged over 18 years) and was effective in encouraging young people to quit, but the effect was 

more moderate in terms of encouraging sustained cessation. The review authors note that most of 

the evidence base is North American and the relative costs of cigarettes are higher in the UK 

(Godfrey et al 2009). Smuggling and illicit cigarettes sales (West et al 2008) and social market 

sources (Godfrey et al 2009) subvert the effects of increased prices and taxes, which then have 

particular implications for smoking-related health inequalities. 

 

 

5.2.4   Tobacco Marketing 

 

The impact of mass media advertising and a vast array of marketing communications on young 

people’s smoking have been well established, and this evidence base led to a comprehensive ban 

being imposed in the UK. Furthermore evaluation of the ban shows that it is beginning to reduce 

young people’s awareness of tobacco marketing and branding, as well as their susceptibility to 

smoking (Moodie et al 2008), research which is discussed in more detail below. However two 

sources of brand and product information persist after the ban’s implementation: POS display and 

packaging. The former has been researched more thoroughly than the latter. 

 

UK Studies: Point of Sale (PoS) Marketing 

A UK-wide long term research project examined the impact of the Tobacco Advertising & 

Promotion Act’s 2003 implementation on young people. Waves of data were collected both before 

and after the ban using face-to-face interviews and self-completion questionnaires with a cross-

sectional sample of over 1,000 11 to 16 year olds across the UK at each wave. Data collection 

continues biennially. A study of the first three waves of data (1999, 2002 and 2004) found 

significant declines in awareness of tobacco marketing (measures include PoS marketing: signs or 

posters in shops, free trials, free gifts, special price offers and new pack designs) and perceived peer 

smoking prevalence both of which are linked to smoking susceptibility (Moodie et al 2008). The 

odds of a young person’s susceptibility to smoke increased by 7% for each form of tobacco 

marketing they were aware of. Thus the Act is protecting young people in the UK from tobacco 

marketing and reducing perceived prevalence (Moodie et al 2008). Although the current PoS 

regulations were not in place at wave 3, the study shows that partial bans are ineffective as 
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awareness of unregulated marketing was still very high. Structural equation modelling with data 

from a sample of 926 respondents from the 2004 wave (wave 3) supports this (Grant et al 2007). 

Grant and colleagues demonstrate that cigarette brand image and familiarity are powerful predictors 

of adolescents’  intention to smoke – a more significant predictor on future smoking intentions than 

peer influence. This demonstrates that marketing by tobacco manufacturers impacts on adolescent 

smoking even after the introduction of advertising bans and the authors call for the complete 

removal of product displays at PoS and for generic packaging. 

 

Subsequent analysis of the same data set shows that, since the implementation of TAPA, PoS has 

taken over as the most important source of tobacco marketing for young people (CTCR 2008). In 

2006 it was recalled by 46% of UK teens. The related marketing tools of posters (which are now 

only present at PoS), new pack designs and special price offers (which are both displayed at PoS) 

remain prominent. They are recalled by between 18% (up from 11%) and 27% of UK teenagers.  

 

UK and Non-UK Studies: Plain Packaging 

The role of branding in youth smoking and the importance of the pack and pack display as a 

conduit for this branding has already been noted (see Section 4.4.5). It is also clear that children – 

and especially those from deprived backgrounds – find tobacco packs particularly enticing. 

Scheffels shows how “ cigarette brands and cigarette package designs are given meaning in 

relation to personal characteristics, to social identity and to positions in hierarchies of status…”  

(Rossell 2008 as cited by Hastings et al 2008). In this way they become props for self expression. 

Roper and Shah (2007 as cited by Hastings et al 2008) confirm the symbolic importance of the 

brand among pre-adolescents (7-11 year olds) allowing them to feel part of their reference group 

and, in the case of less well off children, helping them disguise their disadvantage. Similarly, 

research in North America reveals how young people use branded cigarettes to appear fashionable, 

popular and smart (Rootman and Flay 1995). The pack livery (i.e. the pack design and colour 

scheme) also distracts attention from the health warning (Goldberg et al 1999, Beede and Lawson 

1992). Research in the UK (ASH, CRUK, BHF 2008) and Australia (Wakefield 2008) does suggest 

that generic packaging can reduce this appeal, but as yet the policy has not been implemented in 

any jurisdiction, so full evaluation of effect has not been possible. 

 

 

5.2.5   Mass Media 

Reviews 
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The role of the media in reducing tobacco use was systematically reviewed in 2008 by the National 

Cancer Institute (Davis et al 2008). Studies amassed for the review were very varied in terms of 

purpose and methodology and these limitations present interpretation problems; however the greater 

quantity suggest that mass media can be effective in reducing tobacco use. In terms of young people 

the evidence from controlled field experiments suggest that, when conducted in conjunction with 

school- or community-based interventions, anti-tobacco mass media campaigns can be effective in 

reducing smoking initiation. Evidence from population based studies suggests that mass media 

campaigns as part of multicomponent campaigns provide considerable evidence for reducing 

smoking in youths, although it is difficult to determine whether it was the program components 

working together that reduced prevalence, or single components. The few population based studies 

where the mass media campaign is the only programme, demonstrated a reduction in smoking for 

youth target populations (Davis et al 2008). 

 

The second part of the National Institute for Health and Clinical Excellence (NICE 2008a) review 

and subsequent guidelines reported above, evaluated whether mass media interventions using a 

variety of channels to reach large numbers of people without relying on face-to-face contact prevent 

the uptake of smoking by children and young people. Based on the evidence collected, NICE made 

the following recommendations: national, regional or local mass-media campaigns to prevent the 

uptake of smoking among young people under 18 should be developed, but not in conjunction with 

the tobacco industry; that messages should be based on research and pre- and post-testing with the 

target audience with messages repeated in a number of ways and updated regularly; that strategies 

to reduce the attractiveness of tobacco and change smoking norms should be included and 

exploiting the full range of media used by children and young people; and campaigns should run for 

3 to 5 years (NICE 2008a). 

 

Richardson and colleagues’  2007 review, mentioned earlier, also comprehensively reviewed the 

literature on the effectiveness of mass media interventions in preventing the uptake of smoking in 

children and young people for the NICE guidance development, and included studies published up 

to mid-2007. The reviewers found evidence that mass media campaigns can prevent smoking 

uptake and influence children and young people’s smoking knowledge, attitudes and intentions. 

Particular factors shown to influence effectiveness in terms of attitudes, perceptions, beliefs and 

intentions include: message source, content, format and framing; duration; the target audience and 

their demographics; and the site or setting of the campaign. Those factors shown to influence 

effectiveness in terms of smoking behaviours include: message content; the target audience and 

their demographics; duration of campaign; the number of anti-tobacco message sources; and the 
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TRUTH campaign (Farrelly et al 2009 (published since Richardson and colleagues’  review), 2005). 

These factors are most effective when combined with broader tobacco control initiatives produced 

by tobacco control bodies, not the tobacco industry. The final conclusion drawn from the literature 

is that campaigns are the most successful when they are long-lasting with a high intensity of 

exposure (Richardson et al 2007). The majority of the studies reviewed were based in the USA thus 

it is not clear whether results will be directly applicable to the UK. However, it was concluded that 

the generic factors listed are likely to be transferable (Richardson et al 2007). 

 

A review of material on youth tobacco use prevention campaigns from nine countries (Australia, 

Canada, England, Finland, the Netherlands, Norway, Poland, Scotland and the United States) (Schar 

et al 2006) draws much the same conclusions. In general, campaigns are most effective when part of 

a broader tobacco control program, include adverts with strong negative emotional appeals, 

introduce new persuasive information on health risks, use personal testimonies that youth find 

engaging, use a broad number of message sources, use sustained exposure over a significant time 

period and incorporate comprehensive formative, process and outcome evaluation plans (Schar et al 

2006). These findings also build on the results of the earlier Sowden 1998 Cochrane systematic 

review and Slater’s (2007b) analysis of media campaigns for the Institute of Medicine.  

  

A review of 19 internet and computer-based interventions (Walters et al 2006) included four studies 

of interventions aimed at adolescents, with the goal of delaying smoking onset amongst never or 

experimental smokers and/or or encouraging cessation amongst regular smokers. Of the four, two 

studies reported a significant reduction in smoking initiation and prevalence as a result of computer-

tailored material being sent to the adolescent’s home. In other words, the student is assessed by a 

survey and a series of messages are generated by the software based on some characteristic of the 

individual (e.g. their beliefs, efficacy and intention to smoke), printed out and sent to them (“second 

generation”  programmes). The two interventions which did not have a significant impact, including 

Aveyard and colleague’s (2001) intervention in West Midlands schools, are described by the 

reviewers as “ third generation”  interventions, where the programme may add, delete or rearrange 

components in response to the user (Walters et al 2006). 

 

The NCI review examined the role of the entertainment media in discouraging tobacco use and 

found evidence from two experimental studies with adolescents in the USA and Australia that 

screening anti-tobacco advertisements before films can partially counteract the impact of tobacco 

portrayals in films (Davis et al 2008). 
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UK and Non-UK Studies 

An anti-smoking mass media campaign called ‘Help – For a Life Without Tobacco’  has been 

running Europe-wide (including in the UK) since 2005. Funded by the European Commission, the 

campaigns has been the subject of both developmental and extensive post campaign evaluation 

research (Hastings et al 2008b). Campaign awareness has grown steadily and reached 60% among 

under 25s; it successfully raised contentious tobacco control issues, e.g. smokefree public places; 

television advertising drives traffic to the Help website, considered a trusted and reliable source of 

antismoking information; nearly 100,000 smokers have signed up for cessation coaching by email; 

and it successfully encouraged populations to “ think responsibly”  about smoking, an important step 

towards quitting (Hastings et al 2008b, Hassan et al 2007). 

 

 

5.2.6   New Media 

‘New media’  include electronic forms of communication methods such as email, mobile phone text, 

photo and video messaging, and the internet, encompassing examples such as social networking 

websites, photo and video sharing websites, and downloadable podcasts. Research by Ofcom in 

2007 on ownership of key media in households from a weighted sample of 2,368 8-15 year olds and 

their parents in the UK found that 71% of 8-11 year olds and 77% of 12-17 year olds had use of the 

internet at home and 79% of 8-11 year olds and 93% 12-17 year olds had mobile phones (Ofcom 

2008).  Internet access in the home was markedly different when analysed by socioeconomic 

groups, 86% of ABC1 households had internet access, compared with 63% of C2DE households. 

However out-of-home internet use (such as in schools or at friend or relative’s home) was high 

(89%) for children (ages 8-15 years) from C2DE households, and 31% of C2DE children accessed 

the internet only outside their homes (Ofcom 2008). 

 

Reviews 

Richardson and colleagues’  (2007) review for NICE on which mass media interventions are 

effective in preventing children and young people from becoming smokers (see Section 5.2.5 

above) (which includes studies published up to mid-2007) highlights the lack of published evidence 

on the effectiveness of new media. Instead, the review draws on expert opinion, noting that new 

media have a fragmented and fast-changing nature, interventions should be developed in 

collaboration with young people and new media can be used to reinforce other mass media but their 

message may be lost if used alone (Richardson et al 2007). 

 

UK and Non-UK Studies 
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No studies of prevention effectiveness were located in this literature search but there is some 

evidence of awareness-raising. In addition to the European Commission’s ‘Help – For a Life 

Without Tobacco’  campaign discussed in the previous section which uses websites and other web 

elements as part of its mass media campaign (Section 5.2.5), the American Legacy Foundation’s 

Truth campaign more recently focussed on a lower budget internet based ‘viral’  campaign, “ Infect 

Truth” , to pass on key campaign messages and create a “network of truth advocates”  through 

befriending on social network sites (New York American Marketing Association 2008). The 

campaign’s success was measured by tracking the peer-to-peer ‘ infection’  emails and the 

subsequent traffic to the Truth website by following the link contained in those emails, in addition 

to the number of people adding Truth as a friend within their social networking profile and leaving 

comments. The numbers far exceeded the marketing agency’s goal and expectations (New York 

American Marketing Association 2008). 

 

 

5.2.7   Incentives 

 

Reviews 

Kavanagh et al’s 2006 systematic review of the evidence for incentive schemes to encourage 

positive health and other social behaviours in young people aged 11 to 19, within health, 

educational and community contexts includes studies published up to 2005. Sixteen outcome 

evaluations were judged by the reviewers to be methodologically well-founded and three were for 

delaying the onset or reducing the prevalence of smoking in young people. Of these three, one 

incentivised professionals and the others incentivised young people themselves. The intervention 

scheme which paid US$0.50 to orthodontists for every anti-tobacco ‘prescription’  they gave to an 

adolescent patient showed no positive effect at follow-up, but the analysis showed that incentive 

schemes are effective in reducing smoking behaviours in the context of school-based competitions. 

The reviewers note that these findings are based on a small number of non-UK studies and the two 

class competition studies relied on self-reported smoking behaviour, but the positive findings are 

consistent with other systematic reviews of incentives in the health domain (Kavanagh et al 2006). 

 

The 2008 Cochrane systematic review by Cahill and Perera on the use of incentives and 

competitions for smoking cessation (for smokers rather than to incentivise health professionals), 

found limited evidence of effectiveness for long-term cessation rates, and did not include 

programmes specifically for smokers under 24 years old and reports mean age data only. 
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5.3   Multi-component Policy, Community and Societal Level Prevention 

 

Reviews  

Focussing on the effects on social inequalities by population-level tobacco control interventions, 

Thomas and colleagues’  (2008b) systematic review synthesised the evidence published up to early 

2006. Studies where an intervention with the aim of changing the “social, physical, economic or 

legislative environments”  of a population to make them “ less conducive to smoking”  were included 

when it affected the behaviour or attitudes of individuals or groups with different socioeconomic 

characteristics. In terms of children and young people, twenty studies which provided information 

about the effects of the price of tobacco products on young people were included; thirteen studies 

which evaluated restrictions on sales to minors were included; three which assessed the effects of 

restrictions on smoking in schools; three which assessed the effects of health warnings and labelling 

of contents on tobacco products on children or young adults; and two on the effects of advertising 

restrictions on young people. However, none of the studies on children and young people could 

provide evidence about possible differential effects by parental income, occupation or educational 

level (Thomas et al 2008b). It is unlikely that population policies would have the potential to 

increase social inequalities. 

 

As part of the same research programme, Main and colleagues’  systematic review (2008) evaluated 

the same issue on the evidence that 19 other systematic reviews could provide. Tentative evidence 

was offered that the effect of increasing the unit price of tobacco varied between adult socio-

economic groups and thus may have the potential to reduce smoking related health inequalities, also 

concluded by Thomas and colleagues (2008b). 

 

The review by Sparks (2007) on advocacy as a tobacco control strategy in the US finds that there 

are too few studies which directly link decreases in prevalence of tobacco use or tobacco-related 

morbidity or mortality to run a formal meta-analysis. However, she draws the conclusion that the 

comprehensive approach of the 1990s (which ensured tobacco control was supported by state and 

federal programmes), including policy advocacy, has resulted in many policy changes for tobacco 

control that, in turn, have had an effect on tobacco use prevalence. By counting all the US state and 

local policies for tobacco control adopted during the preceding 15 years, the public advocacy 

approach had the most effect in altering the environment that supports tobacco use (Sparks 2007) 

and youth advocacy was a strategy for social and policy change. 
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Willemsen and De Zwart (1999) reviewed the evidence available at the end of the 1990s on a range 

of policies to reduce youth smoking and concluded that isolated actions had little effect. The 

measures they suggest combining for greatest effect are “a complete ban on tobacco advertising, 

increasing prices, restricting tobacco product sales to tobacconists, mass media education aimed at 

youth and intensifying school education” . 

 

 

5.4   Youth Smoking Cessation  

 

This section provides evidence from published research on the effectiveness of interventions on 

smoking cessation with young people, starting with review-level evidence then summarising 

findings from the latest UK studies. 

 

 

5.4.1   Youth Smoking Cessation Review Evidence 

 

The most recent review on youth tobacco use cessation located was Sussman and Sun’s 2009 paper 

which includes evidence published up to December 2007 (Sussman & Sun 2009). In it the results 

from another eight previous systematic reviews (Sussman et al 2001, 2002, McDonald et al 2003, 

Garrison et al 2003, Backinger et al 2003 as cited by Sussman & Sun 2009; Sussman et al 2006; 

Grimshaw & Stanton 2006; Gervais et al 2007) are integrated and the literature updated with later 

studies. This review found that there have been relatively few studies on youth cessation compared 

to those on adult cessation, though the number has increased in recent years. Only 130 studies were 

identified of which just over half (64) had control groups (32 were RCTs) and were therefore 

included in the review. Many of the reviewed studies had methodological weaknesses including 

lack of randomisation to intervention and control groups, with only 59% having biochemical 

validation of smoking status. In addition, studies varied in their definitions of smoking status, the 

period of follow up (which ranged from one to twelve months) and study participant characteristics. 

The review authors therefore did not carry out a traditional meta-analysis but compared the mean 

cessation rate in the intervention groups with the mean cessation rate in the controls. They found a 

difference of 3.28% across the 64 studies. This was described as a 53% ‘ reduction’  which converts 

to around a 6.2% average quit rate in the intervention groups and 2.9% in the controls. Given 

differences in follow up periods it is difficult to compare these rates with those found in adult 

cessation studies, though they would appear to be considerably lower.  
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It was also difficult to distinguish which approaches were more effective than others or for which 

types of young smokers. However Sussman and Sun conclude that in order for a successful outcome 

youth cessation programmes should be delivered in a context structured for young people (e.g. 

school, sports club, health clinic), who tend not to impose structured situations on themselves; they 

should consist of a minimum of five sessions; and programmes should be designed to maintain 

young people’s interest by making the programme engaging (by using games, dramatisation or 

alternative medicine concepts, for example). The evidence is not clear as to which of the following 

three types of programming is superior or whether they suit different young people and thus 

Sussman and Sun advise a combination of content: cognitive-behavioural, motivation theory-related 

and social influences. There is tentative evidence from the literature that using a number of 

communication channels is optimal; supplementing supplement the classroom or school clinic with, 

for example, computer channels, parent groups or mass media. Cessation programme efficacy is 

positively related to programme dosage, however there is no incremental effect beyond five 

sessions. Sussman and Sun (2009) find little evidence on the effectiveness of pharmacotherapies for 

young people (e.g. see the Nottingham study by Roddy et al 2006), whereas the evidence is strong 

with adults.  

 

With regard to the applicability of the findings to the UK, very few adolescent tobacco use 

cessation studies included in the review (Sussman and Sun 2009) were conducted outside the USA 

(17 of 64) and the results do not vary systematically by whether data are from USA or not (Sussman 

2002, Sussman et al 2006). Four UK studies are included: Audrey et al 2006 (ASSIST), Bloor et al 

1999, Aveyard et al 1999 and Charlton 1992 – the first two studies are new to the 2009 analysis. 

 

A qualitative literature review of the evidence on smoking cessation in primary care settings for 

adolescents in the US found that adherence to clinical tobacco guidelines has been difficult for 

many doctors as the US health care system was not designed to address behaviour change (McVea 

2006). McVea argues that the findings of an earlier Sussman review (Sussman 2006) are unrealistic 

for a clinical setting. From the literature, barriers to adolescent cessation include: whether the young 

person identifies themselves as a smoker or not; seeing the young person without a parent present, 

doubling the visit time; tobacco is one of the many risks doctors may wish to counsel young people 

on; and physicians’  lack of training, a perceived lack of effectiveness, and lack of support staff and 

materials (McVea 2006). 

 

Grimshaw and Stanton’s Cochrane systematic review of tobacco cessation interventions for young 

people under 20 years was published in 2006 and is included in Sussman and Sun’s latest review 
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(Sussman & Sun 2009). The authors are in the process of updating the review with evidence 

published since then (see Grimshaw & Stanton 2008). The main findings of the 2006 Cochrane 

review were that there was insufficient evidence from controlled trials with six month follow-up to 

assess the effectiveness of smoking cessation programmes for adolescents; although complex 

programmes, such as those also targeting young people’s families or communities, and behavioural 

therapy programmes showed promise (Grimshaw & Stanton 2006). Additionally, they concluded 

that pharmacotherapies or using NRT with psychosocial support had not been sufficiently tested 

with the under 20 years age group to demonstrate effectiveness. 

 

 

5.4.2   Youth Smoking Cessation Studies 

A number of studies have recently looked at the design of smoking cessation services for young 

people, in terms of their effectiveness and delivery. 

 

A process and outcome evaluation of a three year, Scotland-wide, youth cessation pilot programme 

comprising eight projects funded to engage with and support 12 to 25 year olds to quit smoking was 

recently conducted by a consortium of researchers (independent from the funders) with a specific 

focus on service uptake and effectiveness (Gnich et al 2008). One of the main findings was the 

difficulties the projects had in recruiting clients (n=470 at baseline). Previous needs assessment 

work had indicated young smokers were interested in quitting and getting support and young people 

were involved in designing the projects. However, the cessation projects found that young people 

were not proactive in seeking support and project staff underestimated how much they would have 

to ‘sell’  the cessation service. Young people did not see themselves as smokers thus did not think of 

themselves as addicted or requiring help. The overall quit rate was low. At 3 months follow up, 269 

participants reported attempting to quit but only 39 were CO-validated quitters and only 11 of these 

were CO-validated quitters at 12 months, giving an overall quit rate of 2.4% (Gnich et al 2008). The 

authors highlight that such low participant numbers do not allow conclusions to be drawn about the 

relative effectiveness of the eight different projects, and that there is little support from the findings 

for developing dedicated youth cessation services in Scotland (Gnich et al 2008). 

 

When asked about their preferences for smoking cessation, 13 to 18 year old smokers in a small 

qualitative study in south-east Wales did not think that a smoking cessation service was something 

that would be available to them and thus found it difficult to describe attributes that such a service 

could support them with (MacDonald et al 2007). Although based on a localised sample, the 

research found that the current model of cessation service did not fit the preferences and underlying 
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values of the young smokers; who instead preferred support from friends and from family, 

particularly emotional support, access to NRT and more flexible support (e.g. drop in sessions) and 

guidance from outside the school setting. The authors recommend designing an intervention with 

the service users at the core (MacDonald et al 2007). An earlier study using a survey and qualitative 

methods with 15 to 19 year olds in the Solihull area found that knowledge of the existing smoking 

cessation services was poor and young people were concerned about privacy and confidentiality 

(Grimshaw et al 2003). A much larger study incorporating a survey and focus groups with 13 to 16 

year olds from a random sample of ten schools in Nottinghamshire found from the survey that one 

fifth of the sample were smokers, half of whom wanted to quit smoking; the focus groups sample 

were taken from this sub-section (Molyneux et al 2006). Most in this sample were aware of 

smoking cessation methods as almost all had tried to quit unsuccessfully, and thus had low 

perceptions of the effectiveness of different strategies. These study participants expressed a 

preference for school-based smoking cessation services, offering confidential professional 

counselling and NRT during school time (Molyneux et al 2006).  

 

From research conducted in 2001-02 with NHS smoking cessation coordinators, young smokers 

were rarely prioritised targets of the service and services were generally set up for people of 16 

years and over and strategies for attracting young smokers to the services were the least well 

developed (Pound et al 2005). Some of the coordinators surveyed expressed the view that young 

smokers required different models of service delivery. Calls have therefore been made to extend to 

smoking cessation service provision to under 16 year olds, extending both the provision of 

information on smoking and the range of interventions (Denscombe 2007). Although, as the studies 

above indicate, young people expressing a desire to quit smoking does not necessarily equate to 

determined efforts to quit or the use of such services.  

 

Grimshaw and Stanton’s recent BMJ editorial (2008) on youth cessation argues that young people 

should be still be supported non-judgmentally after unsuccessful attempts and encouraged to make 

new attempts. They identify that an overwhelming barrier to quitting for some young people will be 

those who continue to smoke cannabis mixed with tobacco, also found by Amos and colleagues 

(2006). 

 

A qualitative study conducted with 99 16 to 19 year olds in Lothian, Scotland in 2002 on young 

people’s smoking attitudes and behaviours found that although many respondents expressed an 

interest in quitting, it was not a priority (Amos et al 2006). Perceived barriers related to the habitual 

and social aspects of their smoking. Few expressed an interest in smoking cessation services or 
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NRT, feeling instead that these were for older, addicted smokers. Respondents believed the most 

effective strategy to be willpower, thus the authors conclude that cessation services should be based 

on this mid- to late-teens age group’s understanding of smoking and the social factors which 

influence and support their smoking behaviour (Amos et al 2006).  

 

Younger male Bangladeshis from a qualitative study in London aged 18 to 60 years highlighted that 

NRT was a product from which their community was excluded as it was primarily marketed to 

White middleclass smokers. It could be seen as an alternative but similarly expensively priced 

source of nicotine, rather than acting as a replacement to aid successful cessation. The younger, 

educated participants appeared to be more knowledgeable about the role nicotine has in tobacco use 

but were prepared, however, to use a traditional chewing tobacco product (paan) as an aid to 

cessation rather than medicinal nicotine (Croucher & Choudhury 2007).  

 

Recent evidence from the USA examines the relationship between adolescents’  reasons for quitting 

smoking, barriers to quitting and their smoking cessation efforts. Major barriers to teenagers in New 

York City quitting smoking was the stress of cravings and lack of social support from friends and 

family, which the authors found in their qualitative study, resulted in a more stressful experience 

than that usually acknowledged by the research (Falkin et al 2007). Using psychometric scales with 

14 to 19 year olds, perceived social disapproval (by family, peers and the community) and long-

term concerns about smoking in the future significantly predicted subsequent cessation attempts 

over the six month and three month, respectively, follow up period (Myers & MacPherson 2008). A 

study on cessation intentions of college students studying in Washington, Oregon and Idaho found 

that females and students at the beginning of their degree were more likely to be planning to quit 

before their graduation, as were students who had decreased the amount they smoked since starting 

college (Harris et al 2008). 

 

 

5.4.3   Pharmacotherapy 

Nicotine replacement therapies (NRT) relieve withdrawal effects and increase the chances of 

successful quitting in adults, and are currently regulated in the UK within the regulatory framework 

of medicines (Royal College of Physicians 2007). In 2005, accessibility was widened in the UK to 

include young smokers from 12 years and the period of use was extended to nine months. There are 

some stringent retail accessibility conditions compared to the sale of cigarettes. However NRT 

products have been available on reimbursable NHS prescriptions since 2001 and children under 16 
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years, pregnant women, young people in full-time education and people in receipt of certain 

benefits such as Income Support or Jobseekers© Allowance receive prescriptions free of charge. 

 

Reviews 

McVea’s review (2006) found that Bupropion had not been shown to be effective in adolescent 

smoking cessation but cited a US randomised, three-arm double-blind pilot study using NRT 

patches which found similar statistically significant abstinence rates for young people as those in 

adult studies. However three other randomised or open label studies of NRT failed to find 

significant effects. 

 

UK Studies 

A pilot study in a deprived area of Nottingham with 11-21 year olds used an RCT design to 

determine whether NRT combined with counselling was effective in young deprived smokers 

(Roddy et al 2006). Ninety-eight smokers were recruited with half assigned to receive nicotine 

patches and half the placebo for a six week course. At four weeks, five NRT subjects and two 

placebo subjects were abstinent but at 13 weeks none of the subjects abstained from smoking. 

Adherence to therapy was low, and thus the authors conclude that NRT in this context is unlikely to 

be effective. They also argue that even when young smokers appear to want to quit, establishing the 

efficacy of youth cessation services will be difficult (Roddy et al 2006). 

 

 

5.4.4   Increasing Intentions to Quit and Quitting 

 

UK Studies 

A sample of young adult smokers aged 18 to 25 years at a large English university were used to 

explore the effect of learning that one has a higher risk of heart disease due to a genetic 

vulnerability to the adverse effects of smoking upon motivation to quit smoking (Wright et al 

2006). The research found that while genetic risk information has the potential to motivate 

intentions to quit, self-efficacy perceptions should also be considered. Smokers who received gene-

positive risk information had higher intentions to quit than smokers in the no-testing group. 

However, stronger intentions to quit were also associated with higher levels of self-efficacy 

regardless of the risk information received (Wright et al 2006). Similarly, a message based on the 

fear of developing early blindness may motivate teenagers to stop smoking. More teenagers said 

they would stop smoking on developing early signs of blindness compared with early signs of lung 

or heart disease in a cross-sectional survey with a fairly large convenience sample of 16 to 18 year 
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olds in England (Bournemouth, Winchester, Manchester and Southampton) with a high response 

rate (n=260; 92%) (Moradi et al 2007). 

 

A motivational interviewing intervention trial with students from further education colleges in inner 

London (mean age 17 years) found that after a single motivational interviewing session, where 

participants were counselled individually on the risks of substance use, there was weak evidence of 

a reduction in use 3 months later among daily cigarette smokers (Gray et al 2005). Although 

students were almost four times more likely to have reported attempting to quit or cut down their 

smoking for one week during the study, the lack of difference between them and the control group 

at 3 months indicated that the attempts were not maintained (Gray et al 2005). After 12 months, the 

main effects of the session had disappeared for cigarette smoking and the between group difference 

was not significant (McCambridge & Strang 2005b).  

 

 

5.5   Conclusions 

 

The literature review found clear evidence of the effectiveness of certain types of smoking 

prevention policy, interventions and programmes. The review identified a range of different types 

of evidence including controlled and non-controlled studies of single and multi-faceted 

interventions in different settings, evaluations of local and national tobacco control policy changes, 

and, where interventions or policy changes have yet to be introduced, evidence from quantitative 

and qualitative studies (including relevant tobacco industry document studies) of the likely impact 

on young people. The interventions have been be categorised into several groups which reflect the 

strength and consistency of the evidence from the reviews and individual studies in terms of impact 

on smoking behaviour; 

 

• Most effective approaches: comprehensive, multi-component, well-funded, sustained, 

tailored prevention approaches that address all three levels of influence identified in Section 

4. However there is little evidence to show which are the key or most important elements 

and whether the effects are additive or multiplicative. This reflects the challenges of 

evaluating multi-component programmes as it often neither feasible (e.g. economically) nor 

practical (e.g. national/state legislation) to use comparable control groups/areas or compare 

different combinations of interventions. There is clear evidence that combined school and 

community interventions, and mass media and community interventions, are more effective 

than school, mass media and community only interventions.  
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• Consistent evidence of high impact: increases in price through taxation; comprehensive bans 

on tobacco promotion/marketing; mass media campaigns that are tailored, have an 

appropriate tone, are sustained and of high intensity; reducing adult (parents) smoking 

prevalence through increased cessation; parenting skills programmes for parents of pre-

teens/young adolescents. 

• Consistent evidence of some impact and/or some evidence of high impact: interactive school 

health promotion programmes using social skills and social influences approaches which are 

intensive and sustained (15+ sessions); positive, supportive and caring school ethos (i.e. the 

health promoting school), community (some approaches); smokefree public places. 

• Mixed or inconclusive findings: family education, school only programmes; primary care, 

local enforcement of sales laws; community only programmes; incentives; computer and 

internet based programmes. 

• No effect: schools based information only programmes; Smokebusters; tobacco industry 

media campaigns.  

• Lack of evidence: increasing age of sale; banning packs of ten cigarettes. 

• Promising but limited evidence to date: peer led school programmes (ASSIST); banning 

point of sale advertising; digital/new media; plain packaging; reducing positive media 

images of smoking. 

 

The final category of promising but limited evidence includes three types of potentially important 

interventions: the ASSIST peer led school programme which has shown sustained reduced smoking 

prevalence in one trial in Wales and South West England, policy changes where there is substantive 

research evidence indicating that they would be likely to be effective but have not yet been 

introduced or formally evaluated in countries where they have been introduced (point of sale, plain 

packaging, media images), and new and emerging areas which appear to have considerable 

potential but where little evaluation research has so far been undertaken (new and digital media). 

 

Unfortunately very few reviews or studies analysed the impact of prevention interventions by age, 

gender, socio-economic status or ethnicity. In addition nearly all the studies focussed on the 

secondary school age group (mostly in North America). Thus it is not possible to draw conclusions 

about the possible differential impact of interventions on different groups of young people living in 

different contexts, i.e. what works for whom in which circumstances, nor which interventions could 

be particularly important in reducing inequalities. The review also did not consider non-tobacco 

policy interventions or programmes which might address some of the social, economic and 

educational pathways and trajectories that underlie both youth inequalities and smoking. Finally 
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most of the intervention studies focussed on pilot studies with few studies looking at effectiveness 

of interventions when rolled out into non-experimental settings and routine practice. 

 

The evidence on the effectiveness of youth smoking cessation interventions is less clear. A recent 

review found a higher overall mean quit rate in the intervention groups compared to the control 

groups in cessation trials, but the quit rates were much lower than that found in adult studies and 

NHS cessation services in England. Also many of the studies were methodologically weak with 

variable definitions of smoking status being used, most lacked biochemical validation of quit status 

and had variable end points/follow up periods. In addition British research has identified numerous 

challenges in engaging with young smokers around smoking cessation and cessation service uptake, 

even when the services are designed to meet young smokers’  needs. They also highlight that for 

many young smokers the distinction between prevention and cessation is blurred. While the limited 

evidence of effectiveness may in part be due to the much more limited research in this field 

compared to adult cessation studies, it also reflects the way in which young people understand their 

smoking and addiction, the competing priorities in their lives and their reticence in accessing formal 

support, as described in Section 4. 
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6.   THE WORKSHOP 

 

6. 1   Workshop Methodology 

 

6.1.1   Background 

As part of the research project it was decided also to bring together experts (originally planned to be 

15) in young people and smoking at a workshop to consider the draft report, identify gaps in the 

research review and consider the evidence on the likely effectiveness of future policy options. 

Potential participants were contacted early in the project to secure their involvement and to provide 

suggestions of reviews and studies to be included in the report. Suggested participants included 

members of the Department of Health tobacco team, Policy Research Programme, the project team 

and experts in tobacco control research and policy including three international experts from 

countries which have had success in reducing youth smoking. It was also proposed that the 

international experts contributed to producing brief national policy case studies for presenting at the 

workshop.  

 

 

6.1.2   Purpose 

While a short period of time was spent in looking at the review, detailed comments additions and 

amendments were dealt with outwith the event and the main focus and purpose of the workshop was 

clearly stated to all those taking part: To identify the key issues in relation to future policy options 

on relation to  young people and smoking. 

 

Also identified was the importance of developing new ideas and encouraging lateral thinking – 

going beyond what has been done to explore what could be new and different approaches, and the 

importance of not being restrained by the evidence of what has been done but rather exploring new 

avenues and options. 

 

 

6.1.3   Format 

The workshop was in two parts: 

1. A networking event - It began on the evening of 7th January with a networking dinner 

designed to bring participants together to get to know one another but importantly to set the 

scene for the work of the following day. The invitation explained that the dinner on Wednesday 
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the 7th was the prelude to the workshop, with short informal presentations to get participants 

thinking about the issue from the viewpoint of being a young person. (See Appendix 1) 

 

2. The formal workshop - The workshop itself took place on the following day (January 8th). 

The programme was designed optimise discussion of the issues with inputs from four speakers. 

These included a summary of the review document and the three international case study 

presentations. The programme also allotted time to both plenary and small group discussions. 

The small group discussions focused on the task of identifying two/three policy options. 

 

 

6.1.4   Par ticipants 

A total of 23 participants attended the workshop. These included academics, policy makers and 

practitioners (Appendix 2). Participants were allocated into groups to ensure a mix of policy 

makers, academics and practitioners. A copy of the full programme is included in Appendix 3. 

 

 

6.2   Inputs to the Workshop 

 

6.2.1   Scene Setting 

As described above, four speakers were asked to contribute to the scene setting on the evening prior 

to the workshop. Their presentations are summarised here.  

 

Gerard Hastings 

Gerard’s presentation emphasised the importance of understanding the new digital media and of 

building bridges with young people in order to be able to operate in the virtual world of hyperspace 

which they have so effectively colonised. He argued for taking a leaf out of the commercial 

marketers, who operate very effectively in the new media, understanding that the consumer now has 

the real power and that the great brands are those whose customers tell stories about them. He 

described the concept of earned, bought and ‘owned’  media - owned media being the most valuable 

as it is ‘self-generated’  by the consumers and perpetuated in the virtual world by them, as 

‘ownership’  enhances and develops the message, increasing its impact as it becomes more relevant 

and meaningful to them.  

 

This is a far cry from the traditional approach of social marketing, that rather than involving young 

people, ‘ targets’  them in a way that is usually more meaningful to those promoting the message. He 
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made the case that understanding the world of young people, communicating with them via the new 

media, using messages that are relevant to them and allowing them ‘ownership’  of the message 

(inevitable, if an idea is to be successful in having an impact in an environment in which there are 

so many competing for attention) is the only media strategy aimed at young people likely to be 

effective. Illustrating his point, he showed a short video clip of the Adidas campaign ‘ Impossible is 

nothing’  – with its powerful appeal to hearts and minds. Reminding the audience of the USP of 

tobacco control (“We are authentic” ) Gerard finished his short presentation by welcoming the 

challenge and the active participation of ‘our consumers’  in a campaign to address tobacco and 

young people. 

 

Daniel Clayton 

Describing his work with young people, Daniel emphasised the importance of the time it takes to 

build trust with young people and to establish relationships, reminding the audience that this can 

take months and that on-going dialogue and engagement with young people are important. He also 

made the point that young people are not interested in communication that is ‘word heavy’ . 

Illustrating his point with examples of a language that is almost foreign to many older people, he 

demonstrated the speed and efficiency of the texting generation in getting their messages to one 

another. Finally, he reminded the audience and that young people are faced with a myriad of 

issues/problems (sexual health, alcohol, exams, family parenthood/children etc) thus smoking is not 

necessarily the number one priority for them, but without the input of young people, any campaign 

targeted at them or communication with them will be ‘out of touch’  and ineffectual. 

 

Martin Raymond 

Martin’s presentation illustrated many of the points raised in Gerard Hastings’s - identifying 

characteristics of a good media campaign. Emphasising that his presentation was about young 

people not smoking, he showed a clip from a HEBS (Health Education Board for Scotland, now 

NHS Health Scotland) TV advertising of 1999 (Stinx campaign), aimed at 10-14 years olds. While 

the campaign itself was not evaluated at the time, the success of the media campaign was evident in 

the appeal of the advertising to young people. The ad featured a mock girl band singing ‘Why Do 

You Keep on Running Boy?’  - who found they were no longer attractive to the opposite sex 

because they smoked. The single became a best seller making the top five in 2000. The campaign 

generated a dialogue with young people on-going 10 years after the original showing, with a current 

Facebook presence demonstrating that the effect of the engagement may be felt long after the initial 

impact.  
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The on-going dialogue, the connection and engagement with young people and acknowledging that 

smoking is part of young people’s lives in a complex way, were all important – the Stinx ad was 

successful because it managed to get into the culture of the age group and focus on things that were 

important to them. Finally, Martin made the point that, if progress is to be made in finding a new 

approach that has any chance of being effective, rather than seeing young people as the target and 

the problem, young people themselves need to be seen as part of the solution. 

 

Ann Schulthess 

Ann’s presentation was a reminder that the need for the workshop to take a child/young person 

centred approach to addressing smoking derived from the universal need for respect and regard for 

individual rights - respect and rights which are no less important for children and young people. The 

UN Convention on the Rights of the Child gives children and young people access to very specific 

rights – the right to express views, the right to be taken seriously, the right to self-expression, and 

the right of access to information and for children to be protected from harm. She emphasised also 

the importance of young people participating in decisions that affect their lives. Helping young 

people gain the respect and rights to which they are entitled must be about empowering them 

through listening to young people and acknowledging that they know what is best for them. She put 

the challenge of addressing young people and smoking firmly in the context of how tobacco control 

can further advance these rights. 

 

 

6.2.2   Summary 

There was general agreement among participants that all four presentations successfully set the 

scene in encouraging participants to rise to the challenge of beginning “ to apply insight, ingenuity 

and creativity to the issue of young people and smoking” . 

 

 

6.3   Workshop Day - Inputs 

 

6.3.1   Draft Review  

The first part of the programme for the day was presentation by Amanda Amos of the draft review 

followed by a plenary discussion of the review document, which all participants had seen prior to 

attending the workshop and some had already contributed to it. (No further detail is presented here 

as all comments were subsequently incorporated into the review document itself.) The main purpose 

of the summary presentation was to set the scene for the subsequent discussions and presentations. 
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6.3.2 ‘What Works’  - Three International Case Studies of Success in Reducing  

 Smoking in Young People 

In the second part of the programme three invited speakers from North America gave examples of 

strategies that have proved successful in reducing youth smoking. Their presentations are described 

here and PowerPoint presentations are attached (Appendix 4). 

 

Tim Dewhirst, University of Guelph, Canada – ‘A Canadian Case Study of Reducing Smoking in 

Young People’  

This presentation demonstrated that young people have been a key target group for the tobacco 

industry and the importance of ‘capturing’  youth by maintaining the relevance of the industry’s 

efforts to smokers in these younger age groups. Key tobacco industry messages are ‘ freedom’ ‘self-

reliance’  and ‘ independence’ ; and the image of Marlboro Man updated via Formula One and Indy 

car racing. Canada’s success in reducing smoking in adolescence is based on a multifaceted tobacco 

control strategy which includes a stringent regulatory environment. 

 

Matthew Farrelly, RTI International, USA – ‘Tobacco Control Interventions for Youth and Young 

Adults—Perspectives from the U.S.’  

Matthew described the importance of changing the environment in which young people grow up 

through a range of measures relating to smoking; the importance of education in the early years and 

the importance of persuasions that correct misperceptions and deglamorise smoking, and the 

‘effectiveness’  of media campaigns that respect young people’s intelligence and that are 

empowering. He discussed correcting misconceptions about smoking. He raised the question of the 

effectiveness of schools based educational strategies and discussed the importance of making 

community based interventions work. 

 

Karla Sneegas, Indiana Tobacco Prevention and Cessation, USA – ‘Fighting Youth Smoking in 

Indiana, USA’  

Karla described VOICE (based on the TRUTH campaign) a community programme and media 

campaign in Indiana, which is youth-led and uses ‘guerrilla’  tactics. Its objective is to change social 

norms through exposing the tobacco industry©s manipulation of young people. The programme was 

developed in such a way that any organisation could pick up and use it, and was about young people 

themselves speaking out against the industry. In addition to youth prevention, VOICE also works 

with youth to develop their leadership skills. In 2007, many of these youth worked to advocate for 
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an increase in the state cigarette tax and upon the passage of the legislation to increase the tax, 

young people became involved in encouraging both adults and youth to use the increased price as 

an opportunity to quit smoking. 

 

 

6.4   Discussion, Outcomes and Conclusions 

 

Working in small groups, the participants spent the afternoon discussing the draft review content 

and workshop inputs with a view to identifying two/three key policy options. There was a short 

panel discussion in response to these suggestions. The panel were: Linda Bauld, Matthew Farrelly, 

Tim Dewhirst and Karla Sneegas. This section summarises the outcomes of these discussions. 

  

6.4.1   A Values Dr iven Sustained Approach 

Core Values 

There was overall consensus and strong support that the recurring and underlying themes, that had 

been evident throughout the workshop, should be at the centre of and underpin any initiatives in 

relation to young people and smoking. These themes emerged as core values and included: 

• The need for authenticity 

• Empowerment of young people 

• Engaging with young people 

• Speaking with and listening to young people 

• Developing trust 

 

Without this basic philosophy, which is about making young people part of the solution, approaches 

will be out of touch and are likely to be ineffective. 

 

Working in Partnership with Young People – Young People’s Summit 

There was some discussion of whether initiatives should ‘ involve’  youth or should be youth ‘ led’  

with a general agreement that a realistic way forward will involve young people themselves 

identifying the issues that are pertinent and relevant to them but a partnership approach that will 

ensure that all parties take the decisions determining when initiatives require youth leadership and 

when other agencies take responsibility for implementing strategies. Supporting and empowering 

young people to take responsibility, rather than an authoritarian approach that characterises some 

current approaches, will require a shift in the thinking of many of those currently working with 

young people. Likewise, the range and expertise of young people is such that that their different 
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skills will lend themselves to very different tasks. Young people are assets whose skills should be 

used appropriately - some people will be more effective at lobbying policymakers, others working 

with their peers. 

 

To achieve the above and to provide a starting point from which to develop strategies and 

initiatives, a young people’s summit was proposed. The proposal received strong support in view of 

the success of the HELP manifesto on tobacco control produced by the Youth Forum of the 

European Commission which was both youth-led and ‘edgy’  (HELP 2008). 

 

Commitment  

Securing and sustaining commitment was also seen as important and it was felt that it will be 

necessary to inform/educate people involved at all levels and all for stakeholders to embrace this 

way of thinking. Stakeholders will need to understand what is being proposed and that possible 

resistance to more radical approaches may require the involvement of a third party to allow 

government and others agencies to distance themselves and side-step contention that may arise.  

 

Clear Goals – Based on What has Been Achieved 

Commitment emphasises also the need for along term approach to allow for change to happen and 

be sustained. This, in turn, impacts on strategy in terms of setting short, medium and long term 

goals. It was felt there is already a huge amount to draw on in terms of what has been achieved. 

Important also is the need to maintain effective interventions and to continue to focus on adult 

smoking since “youth inherit their community” . There was also a strong view expressed for the 

commitment to sustain all initiatives.  

 

 

6.4.2   Mass Media 

Campaigns  

There was substantial support for mass media youth-oriented campaigns that are sustained and have 

high exposure over realistic time-scales to ensure market penetration and impact, and that are also 

durable across the political spectrum. It was also felt that national campaigns need to be supported 

with regional campaigns in order to address local needs and create local ownership. 

 

New Media 

Mass media campaigns need also to be integrated with the new digital media. Without pre-empting 

young people’s own ideas, it was felt that strategies must address the use of digital/on-line media 
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and greater use of low-cost media and PR - for example for quitting contests. It was felt that 

destroying tobacco brands using ‘guerrilla’  tactics and on-line assassin strategies were those most 

likely to appeal to young people. However it was also recognised that there is a fine line to be 

drawn as regards activities that may be libellous, illegal or simply unacceptable and it will be 

important to ensure that activities do not cross these lines. It was pointed out that, whether or not 

young people should be “allowed to run with it”  (see discussion above), becomes a redundant 

argument as regards digital media. In the new digital age, it is inevitable that young people will take 

ownership/hijack campaigns and campaign messages. 

 

The Message 

There was considerable discussion of the kind of messages and strategies that young people have 

used and are likely to embrace. Young people need to be alerted to the fact that the tobacco 

companies very cleverly exploit their need to take control of their lives and create the illusion that 

this is what tobacco can do for them. The tables need to be turned so that the tobacco industry 

becomes the target. This has been found to be effective in, for example, the Truth campaign. Many 

young people have strongly held views about the ethical/non-ethical activities of global companies 

and the way they operate in the developing world. Again it was felt that this is a powerful route 

through which to engage with young people in relation to the exploitation of the tobacco companies 

– including also such things as the links between smuggling and the funding of terrorism.  

 

 

6.4.3   Inequalities 

The Need to Focus on Inequalities 

The importance of ensuring that existing inequalities in relation to young people and smoking 

remains at the forefront of the strategy was emphasised. Without this focus it was suggested that 

there is the risk of widening the gap if strategies are developed that are more relevant to those 

young people already least susceptible to becoming long term smokers. There is a strong view that 

many of the initiatives in deprived areas have suffered from ‘short-termism’  (in relation to funding) 

and that failure was therefore inevitable. A commitment to sustainability and longer-term 

investment is called for. So too is the need, in view of the long term health impact of smoking, for 

cost-effectiveness to be based on criteria similar to those used to measure the cost-effectiveness of 

clinical interventions and treatments. 

 

Mental Health and Other Issues Related to Smoking and Inequalities 
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The compounding of factors in relation to the susceptibility and vulnerability of a young person 

becoming a full time smoker is also an issue that needs to be considered. Evidence from the US and 

UK shows that smoking is higher among those with mental health problems and that mental health 

problems are greater among those from lower social groups, emphasising the need to address these 

issues together (and further reinforcing the child/young person-centred approach.) 

 

 

6.4.4   Settings 

Schools  

Schools are an important setting for work with young people. Specific approaches that use 

advocacy and peer support projects such as ASSIST were identified as models to be replicated. The 

positive focus of strategies that take an asset-based approach, developing life skills, personal 

efficacy and self-control and moving beyond smoking were also proposed, emphasising the 

importance of a child/young person-centred focus (see below). Work with young people in schools 

has the added benefit of the potential ‘ trickle up’  effect. Schools initiatives are likely to be more 

effective if they are reinforced by a comprehensive policy. It was also pointed out that there is an 

opportunity, with PHSE (Personal, Health and Social Education) about to become mandatory in 

schools, to strengthen the national curriculum in relation to skills and content. 

 

Community Initiatives 

Community initiatives continue to be important as appropriate settings in which to engage with 

young people through peer-led youth projects. Using strategies that focus on the various transition 

stages of the target group of 16-24 year olds was also seen as important. It was suggested that using 

existing informal networks of young people rather than working with formal groupings is, on the 

basis of research with adults, likely to be more effective. Providing resources and training for all 

those teaching PHSE and youth workers (including using existing resources e.g. QUIT), to enable 

them to work effectively with young people, is also required. 

 

A Child / Young Person Approach 

Those who work in tobacco, alcohol, sexual health and drugs often have very little contact with one 

another and it was felt that the focus on individual problem behaviours, described as ‘silo working’ , 

wastes resources, as well as reducing the young person to a set of behaviours rather than a whole 

person with individual needs. It also overlooks the important issue that the child that is at risk of 

smoking is also likely to be at risk in relation to other behavioural problems. 
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Addressing the fundamental needs of the young person rather than just behaviour requires 

professionals to work in a co-ordinated way – pooling resources and expertise. It was suggested that 

moving away from ‘silo working© is difficult – services are currently set up to address specific 

problems and resources allocated accordingly – and tobacco and alcohol personnel will share the 

same building/offices but often have little contact. Added to this, there is (as yet) little evidence to 

support a generic approach (a US intervention that tried a more holistic multi-faceted approach did 

not yield clear results of impact.) Nevertheless, there was a strong view that there are advantages to 

be gained from working across disciplines and that tobacco control has a huge amount of 

experience and success to contribute.  

 

 

6.4.5   Supply, Pr icing and Availability of Tobacco Products 

Addressing supply, pricing and availability of tobacco products was seen as important not only 

because of the impact on all smokers but especially in relation to the way in which easy and illegal 

availability of tobacco impacts on those in deprived communities. Cheaper prices and greater 

availability of tobacco, as well as billboard advertising exert a powerful influence in perpetuating 

the normalisation of smoking and, in turn, perpetuating inequalities.  

 

The following measures were proposed to counter the effect: 

• Restrictions and regulation – licensing of tobacco and geographical quotas for number of 

outlets allowed per head of population 

• Point of sale advertising – the prohibition of point of sale display and advertising 

• Promotion and marketing of tobacco and tobacco products –  

- A ban on the promotion of cigarettes in clubs  

- A ban on the promotion of cigarette and tobacco accessories – cigarette papers, 

lighters etc. 

• Plain packaging – the prohibition of branding on tobacco product packaging  

• Counter marketing – e.g. increase health warning size on packs 

• Vending machines – prohibit sales of tobacco from vending machines 

• Smuggling – increases in measures to control smuggling of tobacco 

• Fines revenues - the use of fines revenues received by government (as a result of 

contravention of regulations by tobacco companies) to fund youth prevention programmes. 

• A strategy to ensure that price (real price) continues to exert an impact on demand for 

tobacco products 
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6.4.6   Cessation 

Although not identified as a key policy option by the groups, a number of important issues relating 

to youth cessation emerged in discussion.  

 

Evidence (UK and New York State) points to a number of difficulties in addressing cessation with 

young people: 

• Young people do not identify themselves as smokers and therefore do not engage with the 

idea of quitting. 

• Young people generally do not see themselves as ‘addicted’  and that they can therefore stop 

whenever they wish and not in need of help. 

• Young people who do express a desire to stop may still be reluctant to seek help from 

formal sources/services. 

• The relative cost-effectiveness of providing services – investment in promoting these and, 

where relevant, the cost of preferred incentives (e.g. mobile phones). 

• The problem of identifying appropriate incentive schemes that do not conflict with peer 

bonds. For example, a stop-smoking project in Scotland that provided social support and 

gave incentives to participants, in the form of supermarket vouchers, provided a legitimate 

reason for behaving differently from their peers. 

 

Nevertheless it was considered important to ensure existing cessation services are available (the 

NHS Smoking Helpline, QUIT and NHS stop smoking services, for example) to young people who 

wish to stop and in particular target groups of young people such as pregnant teenagers and their 

partners.  

 

Reducing adult smoking prevalence (real and perceived) to influence youth smoking behaviour, 

through the ‘ trickle down’  effect, was discussed and the importance of maintaining this strategy 

alongside youth-specific interventions was emphasised.  

 

 

6.4.7  ‘Joined-up’  Policy 

The need for a child/young person centred approach (see above) reinforces the need for policy as 

regards alcohol and other risk-taking behaviours to be more integrated 
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6.4.8   Research and Evaluation 

While it was the case that no or only a limited evidence-base necessarily exists for some of the 

preceding proposed policy options, it was felt that research and evaluation must be integral to 

whatever policy options are adopted over the next ten years. Local as well as national evaluation is 

necessary to accommodate local policy issues. Research and evaluation should focus on: 

• Developing a stronger evidence base 

• Monitoring progress to achieving short, medium and long term goals 

• Evaluating effectiveness of different components  

• Evaluation progress towards achieving national targets 

• Evaluating progress towards achieving local targets  

  

A ten year plan could provide an opportunity to set up a national cohort study that could track 

patterns of smoking behaviours to understand smoking trajectories in young people from 11-21 over 

the decade as well as patterns of behaviour among the population of 11-24 year olds. It was also 

argued that prevalence data needs to accommodate and address the difficulties of young people’s 

categorisation of smoking (through, for example, wider use of biochemically validated measures of 

smoking status) and other forms of tobacco use such as roll-your-own, shisha pipe smoking and 

cannabis. 
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APPENDIX 1 
 
Copy of letter confirming attendance and describing purpose and format of the workshop. 
 

Dear Colleague, 
  
WORKSHOP - A REVIEW OF YOUNG PEOPLE AND SMOKING IN ENGLAND  

  
Thank you for agreeing to participate in this workshop which promises to be a very lively event with 
a wide range of policy makers, practitioners and researchers, drawing on national and international 
experience, attending – the participant list is attached. 
  
For those staying at the hotel, your booking has been made and the hotel already has a list. Please 
let them know when you check in that you are part of the Institute for Social Marketing’s group. The 
address of the hotel and location for the dinner on the evening of the 7th is: 
  
Meliã White House Hotel, The Osnaburgh Suite, Albany Street, Regents Park, London NW1 
3UP 
  
The workshop location on the 8th is: 
  
The Open University, Meeting Room 1, 1-11 Hawley crescent, Camden Town, London NW1 
8NP 
  
The workshop has a very clear focus and a very tight agenda for the two days. The purpose of the 
workshop is: 
  
To identify the key issues in relation to future policy options on relation to young people and 
smoking. 
  
You will see from the attached programme, that the workshop has been structured to ensure that 
there is a balance of input and discussion, with participants working in small groups. We have 
allocated people into these groups to get what we hope will be the right mix.  
  
You will also see that the first task on the 8th is to consider the review. Detailed comments will be 
dealt with separately but we will spend a little time broadly assessing the evidence base as 
presented in the review. A copy of the draft review will be sent by the end of the week. 
  
The workshop schedule is tight and for this reason we would ask that you help with time-keeping. 
Our remit for this workshop is clear and we have to reach conclusions by the close of play and we 
cannot go over time. This is especially important if you are presenting so we would ask that you 
time your presentation as accurately as you can and please bring a data stick/ flash drive.  
  
The dinner on Wednesday the 7th is the prelude to the workshop, with short informal presentations 
to get us thinking about the issue from the viewpoint of being a young person. This may be 
something of a stretch for some of us but worthwhile if only to challenge our usual way of thinking! 
We do hope that you can make the dinner as it will set the scene for the following day. 
  
We look forward to seeing you on the 7th and 8th, and working with you. We hope it will also be an 
opportunity for you to meet with old and new colleagues and that new ideas and new ways of 
thinking will flow from the event at the beginning of what is after all - the new year. 
  
Meanwhile if you have any queries, please contact either of us. 
 
Best wishes, Amanda Amos & Gerard Hastings 
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 APPENDIX 2 
 
 
List of Workshop Participants - London, 7th and 8th January 

Name Organisation 
  
Prof Amanda Amos Edinburgh University  
Prof Gerard Hastings Stirling University & Open University 
Kathryn Angus Stirling University 
Yvonne Bostock Bostock Consulting 
  
Dr Linda Bauld  Bath University 
Andrew Black Department of Health 
Daniel Clayton Head of Youth Programme, ASH Wales 
Andrea Crossfield North West Regional Tobacco Policy Manager 
Dr Catherine Dennison Department of Health 
Prof Tim Dewhirst University of Guelph, Canada 
Martin Dockrell ASH, London 
Dr Matthew Farrelly Research Triangle Institute, USA 
Dr Jenny Fidler UCL 
Lucy Holdstock Department of Health 
Andy Hull Chair of Smokefree Liverpool 
Lisa Jones Liverpool John Moores University 
Elspeth Lee Cancer Research UK 
Christine McGuire Department of Health 
Prof Laurence Moore  Cardiff University 
Dr Lesley Owen NICE 
Martin Raymond Director, Cloudline PR, Edinburgh 
Ailsa Rutter Director, Fresh- Smoke Free North East 
Anne Schulthess Head of Youth Services, QUIT 
Karla Sneegas Indiana Tobacco Prevention and Cessation, USA 
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APPENDIX 3 
 
Workshop programme. 

 

 

A REVIEW OF YOUNG PEOPLE AND SMOKING IN ENGLAND  

 

Wednesday 7th January: Dinner - 7.00 for 7.30pm 

 

Location: Meliã White House Hotel, The Osnaburgh Suite, Albany Street, Regents Park, 
London NW1 3UP 

 

 

There will be short focused presentations on the experience of youth and youth culture – 
what it is to be a young person growing up in the 21st century. (These will be presented 
informally throughout the dinner e.g. laptop presentations, ad hoc discussion and 
responses.) These are intended as scene-setting exercises. They will be less about 
smoking and more about young people themselves. The purpose will be to try to ensure a 
focussed approach is taken that, as far as possible, addresses the issue of young people 
and smoking from a perspective of young people and their lifestyles and the wider 
perspective of the world in which they are growing up; and that discussion focuses on 
young people rather than smoking and, in subsequent workshop discussion, how young 
people are likely to be affected by initiatives to prevent and reduce smoking.  

 

These will be informal presentations and give participants an opportunity to network, to get 
together in their small group discussions and give their comments and reactions to the 
short presentations.  

 

In introducing the event, Gerard will emphasise the importance of developing new ideas 
and encourage lateral thinking – going beyond what has been done to explore what could 
be new and different approaches. This will emphasise the importance of not being 
restrained by the evidence of what has been done but rather exploring new avenues and 
options. 

 

 

 

 

 

 

 

Page1 of 2 

 



126 

 

WORKSHOP PROGRAMME 

 

Thursday 8th January 

Location: Meeting Room 1, The Open University, 1-11 Hawley Crescent, London NW1 8NP 

 

9.00 - 9.05   Welcome and introductions 
 
9.05 - 9.1 5   Purpose of workshop and reprise of the previous evening 

discussions 
 
9.15 - 9.35   Presentation of draft review 
 
9.35 - 10.00   Plenary discussion of the review document  
 
10.00 - 11.00 ‘What works’ – Three international case studies of ‘success in 

reducing smoking in young people’ 
Tim Dewhirst, University of Guelph, Canada 
Matthew Farrelly, RTI International, USA 
Karla Sneegas, Indiana Tobacco Prevention and Cessation, USA 

 
11.00 - 11.30   Coffee and discussion in small groups of 3  

 

11.30 - 12.00  ‘What works’ - Plenary session to explore and discuss case studies 

 

12.00 - 1.00 Mini group discussions (6) to explore and identify the issues that 
participants see as important in relation to future policy options – in 
context of likely effectiveness 

 

1.00 – 1.45  LUNCH 

 

1.45 – 2.30 Presentations from mini groups of key policy options (Groups asked 
to identify 2/3 key policy options) 

 

2.30 – 3.00 ‘A response’ - Speakers panel to give their responses to proposed 
policy options  

 

3.00 – 4.00 Plenary session to discuss and prioritise issues relating policy options 
and related research issues 

 

 4.00 - 4.10   Summing up – Gerard Hastings and Amanda Amos 
 
 4.10 -  4.15  Close and thanks 
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APPENDIX 4 
 

 ‘What works’  – Three international case studies of 
‘success in reducing smoking in young people’  

1. 
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