
The longer one has used tobacco, the harder the addiction is to kick.  Every year, 200,000 
Colorado youth become daily smokers, and there are currently 92,000 youth in Colorado who 
will die prematurely from smoking.  Only 5% of teen smokers think they will be smoking in 5 
years, but close to 75% still will be 7-9 years later.  Therefore, providing adolescents with 
cessation resources is of paramount importance.  Ninety percent of all adult smokers started 
before they were 18 years old.*                                 

The following Fact sheets and Activities shed light on what tobacco addiction is really all 
about, and what tools and tips help adolescents quit and stay tobacco free.  There are all the 
resources you need here to start a cessation group and/or join the 98 schools in Colorado 
teaching the Not On Tobacco (NOT) curriculum. 
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*‘Factsheet: The Toll of Tobacco in Colorado, Campaign For Tobacco Free Kids, 2005.  
‘Factsheet: The Path to Smoking Addiction Starts At Very Young Ages, Campaign For Tobacco Free Kids, 2005.  
U.S. Department of Health and Human Services (HHS), Preventing Tobacco Use Among Young People: A report of the Surgeon General, 1994.



TOBACCO ADDICTION: Some Basics

What if there was the best cure-all latte or dietary supplement in the world, that after a 
few sips, made you feel better in whatever way you needed at the time?  If you were 
drowsy, it made you feel refreshed and alert.  If you were anxious or upset, it made you 
feel calm and in control.  In fact, such a “supplement” exists. It is called nicotine.  

Everyone is aware of the negative health effects of using tobacco.   However, tobacco 
users are aware of the beneficial effects of using nicotine, while non-users may not 
understand why people choose to smoke and have a difficult time quitting.  

A fundamental understanding of tobacco use can help understand addiction and 
cessation.  

NICOTINE is one of the more than 4,000 chemicals found in the smoke of a cigarette, 
and is the primary component in tobacco that works in the brain. Smoking results in a 
rapid distribution of nicotine throughout the body, reaching the brain in 7 to 10 
seconds.  It acts immediately on the brain producing adrenaline, which is felt as 
stimulation.  The rush of adrenaline triggers the body to release glucose as well as an 
increase in blood pressure, respiration, and heart rate.  In addition, nicotine indirectly 
causes a release of dopamine which is felt as pleasure and motivation.  Furthermore, 
nicotine acts as a mild analgesic, helping to relieve plan and anxiety.

Nicotine is highly addictive, as its immediate, strong, and pleasurable effects wear 
off within minutes. 

TYPES OF NICOTINE ADDICTION:
Physical:   The impact of nicotine on the brain, which creates a physical response and 
in turn affects a person emotionally. 

Psychological:  Psychological addiction is defined as emotional associations with 
smoking, the use of tobacco to regulate moods and difficult emotions, and the identity 
development and positive associations between smoking and self. 

Behavioral:  Addictive behaviors associated with tobacco use include ingrained rituals 
associated with smoking/chewing.  These rituals, over time, produce a feeling of 
comfort and relief, even before the drug is used.  These comforting, habitual behaviors 
make an addicted person feel stable, safe, and in control.  

While most people fear the physical withdrawal symptoms, the psychological aspects 
of tobacco use are for most people the most difficult part of quitting.
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TOBACCO AS A PSYCHOLOGICAL TOOL:

Many tobacco users recognize they are addicted when they stop smoking/chewing 
and experience physical withdrawal symptoms: irritability, sensitivity to light/sound, 
inability to control anger and/or pay attention, cravings, sleep disturbances, and 
increased appetite.  

The psychological benefits of tobacco are as follows:
Helps cope with stress
Improves attention and performance by increasing concentration
Maintains alertness for boring tasks
Helps regulate anger, anxiety, and other strong emotions
Helps deal with physical pain and discomfort
Gives a person sense of control

At the same time that a young person who uses tobacco is picking up skills related to 
acquiring and using tobacco, he or she may NOT be developing skills in other areas.  
Because nicotine works so well at handling feeling of anxiety, rage, anger, stress, 
boredom, and discomfort, an adolescent who starts smoking may not learn the skills 
necessary to cope with these emotions without the use of nicotine. 

Why are you addicted to smoking?
Every time you smoke a cigarette, each puff 
introduces a drug called Nicotine into your body 
(along with hundreds of other toxic chemicals -
some even kill insects on contact, and some are 
used to embalm dead bodies).
Nicotine is the substance responsible for fooling 
your brain into releasing a "pleasure" chemical 
called Dopamine. Nicotine receptors on your 
nerve endings receive the Dopamine and create 
"Happy" nerve cells.
It's Dopamine that gives you a false sense of well-
being, and soon the body wants more and more 
Dopamine on a regular basis. This is the beginning 
of your addiction.
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A Teen Perspective on Quitting Smoking
This article, adapted from www.nicotinefreekids.com is an excellent journal article for 

adolescents seeking to understand a teen perspective on quitting smoking.  

INTRODUCTION
Teenagers smoke for a variety of reasons. Some of the reasons are: (1) peer pressure; (2) low 

self esteem; (3) wanting to be “cool”; (4) a desire to keep weight down; or (5) a parent or close 
relative smokes.

Unfortunately, although many find smoking tobacco to be enjoyable, it is a very deadly 
habit. Over 400,000 Americans die each year from tobacco-related diseases, and many thousands 
more suffer illness and disability directly related to smoking. 

According to research, teenagers get hooked easily, and it’s hard for them to break the habit 
because they are under a lot of peer pressure to keep smoking. The most important element in 
quitting smoking is that the teen must truly desire to quit, and consideration of some of the benefits 
of quitting may encourage him or her to do so. 

• After 15 years off cigarettes, the risk of death for ex-smokers returns to nearly the 
level of persons who have never smoked.
• The risk of lung cancer for ex-smokers drops to as much as one-half that of 
continuing smokers, after 10 years. The risk continues to decline with additional years 
of staying smoke-free. In 5 to 15 additional years, the risk of stroke for ex-smokers 
returns to the level of  those who have never smoked. 
• Ex-smokers have better health status than current smokers. Ex-smokers have fewer 
days of illness, fewer health complaints, better self-reported health status, and reduced 
rates of bronchitis and pneumonia. 
• Ex-smokers who have been off cigarettes for many years are less likely to die of 
chronic lung diseases, such as emphysema than those who continue to smoke. 

TOBACCO ADDICTION AND WITHDRAWAL

Quitting smoking is usually very difficult, and many ex-smokers go through the quitting 
process several times before becoming permanent quitters.

People begin to smoke for a variety of reasons: pleasurable sensations, relaxing effect of 
nicotine, desire to appear more grown up or sophisticated, peer pressure from friends, etc. Over 
time, however, with the repeated smoking of thousands of cigarettes, smoking becomes a strong 
habit that is difficult to give up: smokers become “hooked.”

The chemical and behavioral processes that determine nicotine/tobacco addiction are similar to 
those which determine addiction to other drugs. According to the U.S. Surgeon General’s 1988 
Report, nicotine is more addictive than any other drug, including cocaine, heroin, opium, and 
marijuana. 
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GOOD REASONS TO QUIT
Some of the health and life-saving benefits of quitting have been listed in the U.S. Surgeon

General’s Report for 1990. They include the following: 



The second factor that helps maintain the smoking habit is what psychologists call 
“conditioned association.” A one-pack-a-day smoker smokes over 7,000 cigarettes per year and 
over 100,000 cigarettes after 15 years. Over time, consistent patterns of smoking develop. For 
example, a smoker may find that he or she typically smokes when driving, when talking on the 
phone, when feeling angry, or sad, etc. These patterns become strongly ingrained and the 
activities, thoughts, feelings, etc. that often accompany smoking become automatic “triggers”
that elicit a craving for a cigarette.   

If you ever found yourself reaching “automatically” for a cigarette, without thinking, or 
suddenly had a strong urge for a cigarette when you were in a setting where you normally smoke, 
you have experienced a “conditioned craving.” This is a very powerful effect which can make it 
difficult to quit and can cause a relapse to smoking even years after quitting. 

METHODS OF QUITTING

Although literally hundreds of different quit smoking methods have been devised for adults, 
there have been very few designed to help teens kick their habit. Of the programs available to teens 
they all can be categorized by where they fall on two dimensions: 1) how and where they are 
implemented (Self Help vs. Clinic-based Programs); and 2) whether they involve abrupt (cold 
turkey) or gradual quitting. 

SELF-HELP VS. CLINIC-BASED PROGRAMS

Self-Help 

The vast majority of teens prefer to try to quit on their own. The U.S. Department of Health 
and Human Services (HHS) recently reported that 90 percent of successful quitters have used a 
self-help strategy. Self-help strategies are popular because they are typically cheaper than clinic-
based programs and more convenient because they do not require participation in meetings or 
group sessions.   Most smokers simply try to quit on their own with no assistance. Others rely on 
one or more of the many booklets, pamphlets, and tapes that are available from various agencies 
(e.g. American Lung Association or American Heart Association) or from commercial sources.
Most smokers simply try to quit on their own with no assistance. Others rely on one or more of the 
many booklets, pamphlets, and tapes that are available from various agencies (e.g. American Lung 
Association or American Heart Association) or from commercial sources. 

Clinic-based Programs

“Clinic-based” is a generic term that refers to any program administered by a treatment 
professional (e.g., doctor, psychologist, or health educator). Programs can be administered either 
individually or in a group setting. 

Quit smoking clinics usually offer intensive support and involve multiple sessions. They may 
include a considerable variety of treatment components and tend to produce good long-term 
outcomes. However, they typically require a very significant investment in time and energy. 
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Commonly offered nonprofit programs include those of the Seventh Day Adventist’s Five 
Day Plan, the American Lung Association’s Freedom From Smoking clinics, and the American 
Cancer Society’s Fresh Start program. Judging from the research reports, it appears that the 
American Lung Association’s clinic is somewhat more effective than that of the American 
Cancer Society; however, the American Lung Association’s program requires a substantially 
greater time commitment. Programs that require a greater number of sessions typically result in 
higher quit rates than those with fewer sessions. 

Commercial programs are also available. SmokEnders, Smoke Stoppers, Smokeless, and 
Schick are among the most common quit smoking clinics. Commercial programs are often 
substantially more expensive than the nonprofit programs and there is little evidence to 
demonstrate that the commercial programs are more effective than those of nonprofit 
organizations. Commercial vendors indicate correctly that, for many smokers, a substantial fee 
may represent their high level of commitment and serve as an incentive for quitting. 

COLD TURKEY VS. GRADUAL QUITTING

Cold turkey

The vast majority of quit smoking programs, whether self-help or clinic-based, involve cold 
turkey quitting. The programs differ primarily with respect to how smokers are prepared for 
quitting (e.g., monitoring smoking, reading lessons, participating in groups, switching brands, 
etc.). Recently, however, some very interesting research has suggested that quitting gradually 
may provide a better approach for many smokers. 

Gradual Quitting 

Many smokers find the concept of gradually quitting very appealing. It seems intuitively 
obvious that it would be easier to cut down a little bit every day, rather than to quit cold turkey. The 
good news is that this approach really does work. Recent research studies conducted at the M.D. 
Anderson Cancer Center at the University of Texas have shown that gradual quitting works better 
than cold turkey. 

However, gradual quitting is not as simple as it sounds. It does not work very well to simply 
decrease the number of cigarettes smoked per day. Although this approach does decrease 
nicotine intake, it does not weaken the conditioned smoking habit. In fact, it may actually 
strengthen it. People will continue to smoke during their favorite times (e.g., after a meal), and 
these remaining cigarettes will become even more valuable to them than before, and 
consequently even harder to give up. 

The key to successfully quit smoking is a concept called “scheduled, gradual reduction”
(SGR). With SGR, smokers smoke on a time-based schedule, not whenever they want to have a 
cigarette. Gradually, the time between cigarettes is increased until the smoker is no longer smoking. 
The time-based schedule forces smokers to disrupt their usual smoking pattern, thus their habit is 
weakened. The increase in time between cigarettes results in fewer being smoked per day, and 
therefore nicotine intake is decreased. 
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EFFECTS OF QUITTING

When an individual stops smoking abruptly there are a variety of symptoms, both physical and 
psychological, which may be experienced. Most symptoms decrease sharply during the first few 
days of quitting and continue to decline gradually over the next two or three weeks. 

The most commonly reported withdrawal symptoms include: irritability (which is caused by 
the body’s craving for nicotine); fatigue (which may result from the fact that nicotine is a stimulant 
and quitting takes away that stimulation); insomnia; occasional dizziness (which is caused by the 
extra oxygen the body is getting); difficulty concentrating (which comes from the lack of 
stimulation nicotine had been providing to the brain); hunger (which results when nicotine no 
longer acts as a stimulant that increases the body’s metabolic rate); and craving for cigarettes. These 
symptoms are most frequent within the first two or three days after quitting. Gradually quitting can 
help reduce the frequency and severity of these symptoms. 

QUITTING SMOKING AND WEIGHT GAIN

The fear of weight gain may discourage many smokers from trying to quit, and this problem 
was considered by the Centers for Disease Control in preparing the U.S. Surgeon General’s Report 
for 1990. 

According to the Report’s Executive Summary: 

Fifteen studies involving a total of 20,000 persons were reviewed in this report to determine the 
likelihood of gaining weight and the average weight gain after quitting. Although four-fifths of 
smokers who quit gained weight after quitting, the average weight gain was only 5 pounds (2.3 
kg). The average weight gain among subjects who continued to smoke was 1 pound. Thus, 
quitting smoking produces a 4-pound greater weight gain than that associated with continued 
smoking. This weight gain poses a minimal health risk. Moreover, evidence suggests that this 
small weight gain is accompanied by favorable changes in lipid profiles and in body fat 
distribution. 

In the M.D. Anderson studies, researchers used computers to develop SGR smoking schedules 
for subjects to follow. This technique was quite successful, although it was somewhat inconvenient 
for smokers because they had to refer to printed schedules to determine when to smoke. 

Researchers at PICS, Inc., have developed a self-help program that implements the SGR 
method through the use of a tiny, hand-held computer (LifeSign). 

Other quit smoking tools have also tried to implement the SGR method. Nicotine reduction 
filters such as One Step at a Time, intended to allow smokers to gradually reduce their nicotine 
intake, have not proved to be a successful method of quitting. The major problem with filter 
products is that the smoker tends to continue smoking at the lower levels of nicotine reduction 
rather than achieving total abstinence.
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These tips will help you prepare to quit using tobacco.  After thinking about these ideas, do the “Worksheet For Your 
Quit Plan” (3.8) to begin your battle plan!

SET A QUIT DATE!
The first thing that you should do is set a quit date, and STICK TO IT.  Don’t make vague 
commitments like “I’ll quit after this pack,” because you won’t and you’ll keep pushing the quit 
date back.  Decide on a day with some meaning to you.  It can be helpful to have a date during a 
school break, so that you can come back to a new schedule.  This will help to not slip back into old 
habits.   

KNOW YOUR TRIGGERS!
Every person is unique in how they view and use tobacco, and therefore, what methods of quitting 
will work for them.  Pay attention to identify the SITUATIONS AND/OR EMOTIONS THAT 
MAKE YOU CRAVE/HAVE A SMOKE OR CHEW.   Triggers can range from a fight with your 
mom to finishing a certain meal. Being conscious of your triggers and being creative with them is 
half the battle.   

SPREAD THE WORD!
Another important thing to do is BUILD A SUPPORT NETWORK.  Tell all of your friends (and 
the adults that you trust) that you are going to quit.  Hang out with the friends that really support 
you and understand that quitting can be a tough and long process.  Make your good friends promise 
to not give you a cigarette. Find out  if there is a cessation group at your school and join it.  Or find 
a friend that wants to quit too.    

MAKE A CLEAN START!
When you quit you are going to notice a lot of changes.  One is that your sense of taste will return 
and you will be reminded of how strongly tobacco smells and tastes.  So, to avoid temptation clean 
your clothes, your car, and your room.  FIND EVERYTHING TOBACCO RELATED AND 
THROW IT OUT!  

DRINK LOTS OF FLUIDS!
Water, teas, and juices will help FLUSH THE NICOTINE OUT OF YOUR BODY.  The quicker 
this happens, the faster the withdrawal symptoms will go away.  Avoid caffeinated beverages if 
possible, as they dehydrate you and can lead to more jitters and nervousness. 

RELAX / EXERCISE!
Try to keep life as low-stress as possible, and remember to exercise.  This is again why a quit date 
on a school break makes a lot of sense.  Take five deep breaths when you feel stress.  (This really 
really does help!)  Working out with help empty your body of  its stored nicotine and will make you 
FEEL ENERGIZED AND LESS STRESSED.  
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RECOGNIZE!
Research what WITHDRAWAL SYMPTOMS are, so you will be ready to rise above them.  A bit of 
a cold, a headache, and some fatigue is nothing you can’t deal with!  Just be prepared and remember 
how good you will feel after a week.  See the “Am I An Addict/A Quitters Body”  Fact Sheet 3.7 to 
see a timeline for how your body will recover and your risks of disease will decrease.  

NEVER GIVE UP!
This is hard.  No one will say otherwise, but you can do it.  It takes the average person 7 tries to fully 
quit, and each time they slip up they learn about a new trigger and how to overcome it.  ONCE YOU 
START TRYING TO QUIT, YOU WILL NEVER FULLY START FROM SQUARE ONE AGAIN.  
You can get free, confidential support from the Colorado Quitline and Quitnet (800.639.QUIT, 
www.co.quitnet.com).  And there are online support coaches especially for adolescents at 
www.gottaquit.com. 

SUBSTITUTE!
KEEP SOMETHING IN YOUR HANDS/ MOUTH IN TRIGGER SITUATIONS.  Curb cravings 
with gum, candy, toothpicks, a straw, stress-balls, silly-putty, or whatever works best for you.   

SAVE YOUR MONEY!
Get excited about the amount of money you will be saving.  To figure out how much you have spend 
on tobacco go to www.gottaquit.com.  They will do the math for you.  If you buy a pack of cigarettes 
everyday for a year, you spend $1,200!  Figure out how much you currently pay for tobacco during a 
two week period.  When you have quit for two weeks, SPEND THAT MONEY ON SOMETHING 
SPECIAL.  

Use with Fact Sheet 3.7 “Am I An Addict/A Quitters Body”  and Fact Sheet 3.8 Worksheet For Your Quit Plan”

Quit Smoking Today!!
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Not On Tobacco (N-O-T) 
 
 

N-O-T (Not On Tobacco) is the American Lung Association’s voluntary smoking cessation program 
for high school students.  Over the ten-week program, participants learn to identify their reasons for smoking, 
healthy alternatives to tobacco use, and people who will support them in their efforts to quit.    

 
During the 2005-06 school year, over 1,100 students participated in the N-O-T program, making the 

total of youth reached since 2001, over 3,840.  One-third of participants were non-white. With sustained 
support and funding, N-O-T will continue to grow and to reach more teens.   

130 school personnel including teachers, counselors, nurses, and others facilitated the N-O-T program 
this year.  The 91 high schools were spread across 29 counties (indicated by a red dot on the map below) and 
represented urban, suburban, and rural areas across the state.     

  
Smoking Behavior 

• The average age at which N-O-T participants started 
smoking was 12.5. 

• On average, students had been smoking for almost four 
years when they joined N-O-T.  

• 2/3 of participants had unsuccessfully tried to quit smoking 
previous to joining N-O-T.  

 
Smoking Background 

• 64.6% reported they have a parent or guardian who  
                                                                       smokes. 

• 95.8% reported having close friends who smoke. 
 
Smoking Behavior Change 

• 29% of N-O-T participants that completed the program 
quit smoking by Session Ten. 

• 90% of the N-O-T participants that completed the 
program either quit or cut back on their smoking.  Cutting 
back is an important step toward quitting in the future.   

• For those participants who cut back, cigarettes smoked 
were reduced by 50% from 12.9 to 6.5 a day. 

• Latino students had the highest quit rate at over 40%. 
 

Program Feedback 
• 99% of participants reported that the N-O-T program was 

important in helping them quit or reduce their smoking. 
• Over 70% of the facilitators found the N-O-T program was easy to implement. 
• The retention rate for N-O-T participants was over 70%. 

 
 

 
Contact the American Lung Association of Colorado at 
1-800-LUNG-USA or log on to www.notcolorado.org. 

Percent of Students Who 
Completed N-O-T and 

Quit/Reduced Smoking (n=638)

90

10

Quit/Reduced Smoking Still Smoking

2005-2006 N-O-T PROGRAM SUMMARY 

http://www.notcolorado.org
http://www.pdffactory.com
http://www.pdffactory.com


CIGARETTE INGREDIENTS: All 4,000!!
Cigarettes contain thousands of chemicals. Up to 600 additives
and flavorings may be in a single cigarette. But this is nothing             
when we consider the 4,000 chemicals that are released when a  
cigarette is smoked. 

Acacia gum, Acetal, Acetanisole, Acetic acid and/or its potassium and sodium salts, Acetoin, Acetone, Acetophenone, 6 
Acetoxydihydrotheaspirane, Acetyl methyl cellulose, 2 Acetyl pyrazine, 2 Acetyl pyridine, 3 Acetyl pyridine, Alga resinoid, Allspice extract, 
oleoresin and oil, Allspice leaf oil, Allura Red, Allyl hexanoate, Almond oil, Aluminium acetate, Aluminium carbonate, Aluminium citrate, 
Aluminium lactate, Aluminium oxide, Aluminium phosphate, Aluminium tartrate, Aluminium trihydroxide, Aluminosilicates, Amber oil, 
Ambergris extract, Ambrette seed oil and absolute, Ambrox, Ammonium acetate, Ammonium carbonate, Ammonium chloride, Ammonium 
citrate, Ammonium dihydrogen phosphate, Ammonium hydroxide, Ammonium lactate, Ammonium sulphate, Ammonium tartrate, +Amyl 
acetate, Amyl alcohol, +Amyl benzoate, +Amyl butyrate, alpha Amyl cinnamaldehyde, +Amyl formate, +Amyl hexanoate, +Amyl 
isovalerate, +Amyl octanoate, +Amyl phenylacetate, +Amyl salicylate, +Amyl valerate, trans Anethole, Angelica root extract and oil, Anise 
and oil, Anisole, para Anisyl acetate, para Anisyl alcohol, Arachis oil, Ascorbic acid, Azorubin, Balsam oil, Bay leaf, oil and sweet oil, 
Beech tar extract, Bentonite, Benzaldehyde, Benzoic acid and/or its potassium and sodium salts, Benzoin, Benzoin resinoid, Benzyl 
acetate, Benzyl alcohol, Benzyl benzoate, Benzyl butyrate, Benzyl cinnamate, Benzyl formate, Benzyl isobutyrate, Benzyl phenylacetate, 
Benzyl propionate, Bergamot oil, Boric acid and/or its potassium or sodium salts, Bornyl acetate, , *Brilliant Black BN, Brilliant Blue FCF, 
Butyl acetate, Butyl butyrate, 1,3, Butylene glycol, Butyl phenyl acetate, para tert Butyl pyridine, Butyric acid, Cadinene single or mixed 
isomers, Cajeput oil, Calcium acetate, Calcium carbonate, Calcium chloride, Calcium citrate, Calcium hydroxide, Calcium lactate, Calcium 
phosphate1 (mono, di or tri ), Calcium tartrate, Camphene, d Camphor, Camphor oil2 (safrole free), Caramel1 obtained wholly by heating 
a sugar solution with or without a small amount of acid, alkali or alkali carbonate, Caraway oil, Carbon dioxide, Carboxy methyl cellulose 
and its sodium salt, Cardamon oleoresin, extract, oil, seed oil and powder, Carob bean extract, Carrot seed oil, Carvacrol, 4 
Carvomenthenol, Carvone, beta Caryophyllene, Caryophyllene alcohol, Caryophyllene oxide, Cascarilla oil, bark oil and extract, Cassia 
buds, bark oil and extract, Cassia extract, Castor oil, Castoreum extract and absolute, Cedar leaf oil, Cedarwood oil, Cedrol , Citric acid 
and its tripotassium and tri sodium saltsCedryl acetate, Celery seed extract, solid, oil and oleoresin, Cellulose acetate1 (45 70% hydroxyl 
groups acetylated), Cellulose acetate propionate, Cellulose alpha alkanoylalkanoates, Cellulose fibre, Chamomile flower oil and absolute, 
Chlorophyll, Cinnamaldehyde, Cinnamic acid, Cinnamon leaf, oil, bark oil and extract, Cinnamyl acetate, Cinnamyl alcohol, Cinnamyl
butyrate, Cinnamyl cinnamate, Cinnamyl isobutyrate, Cinnamyl isovalerate, Citral, , Citronella oil, Citronellal, dl Citronellol, 
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Citronellyl acetate, Citronellyl butyrate, Citronellyl formate, Citronellyl isobutyrate, Citronellyl phenylacetate, Citronellyl propionate, Civet 
absolute, Clary sage oil and absolute, Clove stem oil, leaf oil, bud oil and extract, Cocoa, cocoa shells and extract, cocoa distillate and 
butter, Coffee extract, concentrate and powder, Cognac oil, white and green, Coriander extract and oil, Cubeb oil, Cumin, cumin seed oil 
and absolute, Cuminaldehyde, Cyclamen aldehyde, para Cymene, Cypress oil, beta Damascenone, beta Damascone, Davana oil, delta 
Decalactone, gamma Decalactone, Decanal, Decanoic acid, Dextrin, Diacetyl, Diammonium hydrogen phosphate, Diatomaceous earth, 
Dibenzyl ether, alpha 2,3 Diethylpyrazine, 2,3 Diethyl 5-methyl pyrazine, Diethyl sebacate, Dihydroactinidiolide, Dihydrocarvyl acetate, 
3,4 Dihydrocoumarin, Dill seed oil and extract, para Dimethoxybenzene, alpha alpha Dimethylphenethyl acetate, alpha alpha 
Dimethylphenethyl butyrate, 2,6 Dimethoxyphenol, 3,4 Dimethyl 1,2 cyclopentadione, para alpha Dimethyl benzyl alcohol, 2,5 
Dimethyldihydrofuranolone, 3,4 Dimethyl phenol, 1,1 Dimethyl 2-phenylethyl isobutyrate, 2,5 Dimethyl pyrazine, 2,6 Dimethyl pyrazine, 
3,5 Dimethyl pyridine, para alpha Dimethyl styrene, Diphenyl ether, Dipotassium succinate, delta Dodecalactone, gamma Dodecalactone, 
beta Elemene, beta Elemol, , *Erythrosine, Estragole, Ethanol, Ethyl acetate, Ethyl acrylate, Ethyl benzoate, Ethyl butyrate, Ethyl 
cellulose, Ethyl cinnamate, Ethyl decanoate, 2 Ethyl 3,5 dimethyl pyrazine, 3 Ethyl 2,5 dimethyl pyrazine, Ethylene vinyl acetate 
copolymer, Ethyl formate, 4 Ethyl guaiacol, Ethyl heptanoate, Ethyl hexanoate, Ethyl hydroxy ethyl cellulose, 3 Ethyl 2 hydroxy 2 
cyclopentene 1 one, Ethyl isovalerate, Ethyl lactate, Ethyl laurate, Ethyl maltol, Ethyl 2 methyl butyrate, 3 Ethyl 2 methylpyrazine, Ethyl 
myristate, Ethyl nonanoate, Ethyl octanoate, Ethyl palmitate, para Ethyl phenol, Ethyl phenyl acetate, Ethyl propionate, 3 Ethyl pyridine, 
Ethyl salicylate, Ethyl 10 undecenoate, Ethyl valerate, Ethyl vanillin, Eucalyptol, Eucalyptus oil and absolute, Eugenol, Eugenyl methyl 
ether, Farnesol, Fennel and sweet oil, Fenugreek extract, resin and absolute, Formic acid, d Fructose, Fruits, fresh, dried extracts and 
esters thereof apple, apricot, banana, blackberry, blackcurrant, cherry, date, fig, grape, peach, pear, pineapple, plum, prune, raisin, 
raspberry, strawberry., 2 Furan methane thiolformate, Furfural alcohol, Furfuryl methyl sulphide, Gentian root extract, Geraniol, Geranium 
rose oil, Geranyl acetate, Geranyl acetone, Geranyl butyrate, Geranyl formate, Geranyl isobutyrate, Geranyl phenyl acetate, Geranyl
propionate, Ginger oil, d Glucose, Glycerol, Glycerol 1,2 diacetate, Glyceryl triacetate, Glyoxal1 (Tobacco sheet or paper no free residue), 
Guaiac gum extract, Guaiac wood oil, Guaiacol, Guaiol acetate, Guar gum, Gum tragacanth, 2,4 Heptadienal, gamma Heptalactone, 
Heptanoic acid, 2 Heptanone, 4 Heptenal, omega 6 Hexadecenlactone, gamma Hexalactone, 3,4 Hexanedione, Hexanoic acid, cis 3 
Hexen 1 ol, Hexen 2 al, Hex 2 enyl acetate, 3 Hexenyl acetate, Hexyl acetate, Hexyl alcohol, Hexyl phenyl acetate, Honey, Humic acid, 
Hydrochloric acid1 (for tobacco sheet or paper no free residues), 4 Hydroxy benzoic acid and/or its ethyl, propyl esters and their sodium 
salts, 4 Hydroxybutanoic acid lactone, Hydroxycitronellal, Hydroxycitronellol, 2 Lauric acid, Ionone, beta Ionone, Iron oxides, alpha Irone, 
Isoamyl alcohol, Isobornyl acetate, Isobutyl acetate, Isobutyl alcohol, Isobutyl butyrate, Isobutyl cinnamate, Isobutyl phenethyl alcohol, 
Isobutylphenyl acetate, Isobutyraldehyde, Isoeugenol, Isoeugenyl methyl ether, Isopentane, Isophorone, 4 Keto dihydroisophorone, 4 
Keto isophorone, Isopropyl alcohol, Isopropyl myristate, Isopulegol, Isovaleric acid, Jasmine absolute concrete and oil, Juniper berry oil, 
Labdanum absolute, oleoresin and oil, Lactic acid and/or its potassium and sodium salts, Lavender absolute or oil , Lecithin, 
Lemon oil and extract, Lemongrass oil, Licorice root, fluid, extract and powder, Lime oil2 (terpeneless), d Limonene, Linaloe wood oil, 
Linalool, Linalool oxide, Linalyl acetate, Linalyl butyrate, Linalyl formate, Methyl 2 octynoate, Methyl 2 pyrrolyl ketone, 2 Methyl 4 phenyl 
butyraldehyde, Mimosa absolute, Mint oil, garden 2 Methoxy 4 methylphenol, 2 Methoxy 4 vinylphenol, 1 (para Methoxyphenyl) 2 
propanone, Methyl acetate, 4 Methyl acetophenone, Methyl anisate, para Methyl anisole, Methyl benzoate, alpha Methyl benzyl acetate, 
alpha Methyl benzyl alcohol, 2 Methyl butyraldehyde,



3 Methyl butyraldehyde, 2 Methyl butyric acid, Methyl cellulose, Methyl cinnamate, Methyl cyclopentenolone, Methyl ethyl ketone, 5 Methyl 
furfural, 6 Methyl 3,5 heptadienone, 6 Methyl hept 5 en 2 one, 2 Methyl heptanoic acid, 2 Methyl hexanoic acid, Methyl hydroxy ethyl cellulose, 
Methyl hydroxy propyl cellulose, Methyl isovalerate, Methyl linoleate, Methyl linolenate, Methyl mercaptan, 2 Methyl 5 (methylthio)furan, Methyl 
beta naphthylketone, 3 Methyl pentanoic acid, Methyl phenyl acetate, 2 Methyl pyrazine, 5 Methyl quinoxaline, Methyl salicylate, Methyl 
sulphide, 2 Methyl undecanal, 3 Methyl-1 cyclopentadecanone, 3 Methyl 2(2 pentenyl) 2- cyclopenten 1 one, mint oil, wild mint oil2 (partly 
dementholised), Molasses extract and tincture, Mullein flowers, Musk ketone, Musk pod extract, acetate, Phenethyl alcohol, Phenethyl
isobutyrate, Phenethyl isovalerate, Phenethyl phenylacetate, Phenethyl valerate, Phenyl acetaldehyde, Phenyl acetic acid, 4 Phenyl 3 buten 2 
one, 3 Phenyl propionaldehyde, 3 Phenyl propionic acid, 3 Phenyl 1 propanol, ortho Phosphoric acid, Pine needle oil, dwarf, Pigment Red 18, 
Pigment Yellow 1, alpha Pinene, Piperonal, Pipsissewa leaf extract, Polyvinyl acetate homo-polymer, Polyvinyl acetate/vinyl alcohol 
copolymer, Polyvinyl alcohol, , *Ponceau 4R, Potassium carbonate, Potassium or sodium chloride, Potassium hydroxide paper1 (no free 
residue), Potassium hydroxide sheet1 (no free residue), Potassium phosphate, Propane, Propenyl guaethol, Propionic acid and/or its sodium 
salts, n Propyl acetate, n Propyl alcohol, Propyl butyrate, Propyl phenyl acetate, Propylene glycol, Pyroligneous acid extract, Pyruvic acid, 
Quebracho bark extract, Reaction products1Known and specified mixture of amino acids and reducing sugars heated under pressure, 
Rhodinol, Rhodinyl acetate, Rose water, Rose oil and absolute, Rosemary oil and absolute, Rum ether, Saccharin and/or its sodium salt, 
Saffron, Sage, sage oil and oleoresin, Salicylaldehyde, Sandalwood oil, yellow, Shellac, Silicic acid, Sodium alginate, Sodium bicarbonate, 
Sodium bisulphate, Sodium carbonate, Sodium hydroxide paper1 (no free residue), Sodium hydroxide sheet1 (no free residue), Sodium 
phosphate, Sorbic acid and/or its potassium or sodium salts, Sorbitol, Spearmint oil, Spike lavender oil, Spiranol, Spirits, distilled, Star anise 
oil, Starch, Starch, modified including cationic, Styrax gum and extract, and oil, Sucrose and sucrose syrup, , *Sunset Yellow FCF, Tamarind 
extract, Tannic acid, Tarragon oil, Tartaric acid and its potassium and sodium salts, , *Tartrazine Yellow, Tea, absolute and resinoid, 
Terpineol2 (alpha , beta and gamma), Terpinyl acetate, 4,5,6,7 Tetrahydro 3,6 dimethyl benzofuran, Tetrahydro 4 methyl 2- (2 methylpropen 1 
yl) pyran, 2,3,5,6 Tetramethyl pyrazine, Thiabendazole, Thyme oil, white and red, Thymol, Titanium dioxide, , **Tobacco extracts, Tolu balsam 
gum and extract, Tolualdehydes2 (ortho ,meta and para ), para Tolyl 3 methylbutyrate, Tolyl phenylacetate, Trichlorofluoromethane, Triethyl
citrate, Triethylene glycol, 2,2,6 Trimethyl cyclohexanone, 2,3,5 Trimethyl pyrazine, Tuberose absolute and oil, Turpentine oil, gamma 
Undecalactone, Undecanal, Urea, Valerian root powder, extract and oil, Valeric acid, gamma Valerolactone, Vanilla beans or pods, or extract 
and oleoresin, Vanillin, Veratraldehyde, Vetiver oil, Violet oil and absolute, Violet leaf absolute, Wheat extract and absolute, Wine and wine 
sherry, Ylang Ylang oil and absolute. Linalyl isobutyrate, Liquid Paraffin BP, Locust bean gum, Longosa absolute and oil, Lovage oil and 
extract, Mace powder, extract and oil, Magnesium acetate, Magnesium carbonate, Magnesium chloride, Magnesium citrate, Magnesium 
hydroxide, Magnesium lactate, Magnesium oxide, Magnesium phosphate, Magnesium tartrate, Malt and malt extract, Maltol, Maple syrup, 
extract and concentrate, para Mentha 1,8 dien 7 ol, Menthol, Menthyl acetate, Menthyl isovalerate, Mercaptomenthanone, para Methoxy
benzaldehyde, ortho Methoxy cinnamaldehyde, para Methoxy cinnamaldehyde, 2 (or 5- or 6 ), Myrcene, Myrrh oil, absolute and resinoid, 
beta Naphthyl ethyl ether, beta Naphthyl methyl ether, Nerol, Neroli oil, Nerolidol, 2,6 Nonadien 1-ol, gamma Nonalactone, Nonanal, 
Nonanoic acid, 2 Nonenal, Nutmeg and oil, Oak bark extract, Oak moss absolute, delta Octalactone, gamma Octalactone, Octanoic acid, 1 
Octanol, 2 Octanone, 1 Octen 3 o1, 2 Octenal, Olibanum oil, resinoid and absolute, Olive oil, Opopanax oil and gum, Orange leaf absolute 
and blossoms water, Orange oil and extract2 (whether or not terpeneless), Orange peel oil and extract, bitter and sweet2 (whether or not 
terpeneless), Orris root, concrete, oil and extract, Palmarosa oil, Palmitic acid, Parsley seed oil, Patchouli oil and absolute, , *Patent Blue V, 
Peach kernel oil, Pectin, n-Pentane, Pent-3 en 4 olide, omega Pentadecalactone, 2,3 Pentanedione, Pepper oil, black and white, Peppermint 
oil, Petitgrain oil and alpha-Phellandrene 2-Phenenthyl Acetate, Phenenthyl Alcohol, Phenethyl Butyrate, Phenethyl Cinnamate,  Phenethyl
Isobutyrate, Phenethyl Isovalerate, Phenethyl Phenylacetate, Phenethyl Salicylate, 1-Phenyl-1-Propanol, 3-Phenyl-1-Propanol , 2-Phenyl-
2-Butenal, 4-Phenyl-3-Buten-2-Ol, 4-Phenyl-3-Buten-2-One, Phenylacetaldehyde, Phenylacetic Acid, 1-Phenylalanine, 3-
Phenylpropionaldehyde, 3-Phenylpropionic Acid, 3-Phenylpropyl Acetate, 3-Phenylpropyl Cinnamate, 2-(3-Phenylpropyl) Tetrahydrofuran, 
Phosphoric Acid, Pimenta Leaf Oil, Pine Needle Oil, Pine Oil, Scotch, Pineapple Juice Concentrate, alpha-Pinene, beta-Pinene, D-
Piperitone,Piperonal, Pipsissewa Leaf Extract ,Plum Juice, Potassium Sorbate, 1-Proline, Propenylguaethol, Propionic Acid, Propyl Acetate, 
Propyl para-Hydroxybenzoate, Propylene Glycol, 3-Propylidenephthalide, Prune Juice and Concentrate, Pyridine, Pyroligneous Acid And 
Extract, Pyrrole, Pyruvic Acid, Raisin Juice Concentrate, Rhodinol, Rose Absolute and Oil, Rosemary Oil, Rum, Rum Ether, Rye Extract, 
Sage, Sage Oil, and Sage Oleoresin, Salicylaldehyde, Sandalwood Oil, Yellow, Sclareolide,Skatole,Smoke Flavor, Snakeroot Oil, Sodium 
Acetate, Sodium Benzoate, Sodium Bicarbonate, Sodium Carbonate, Sodium Chloride, Sodium Citrate, Sodium Hydroxide, Solanone, 
Spearmint Oil, Styrax Extract, Gum and Oil, SucroseOctaacetate, Sugar Alcohols, Sugars, Tagetes Oil, Tannic Acid, Tartaric Acid, Tea Leaf 
and Absolute, alpha-Terpineol, Terpinolene, Terpinyl Acetate, 5,6,7,8-Tetrahydroquinoxaline, 1,5,5,9-Tetramethyl-13-
Oxatricyclo(8.3.0.0(4,9))Tridecane, 2,3,4,5, and 3,4,5,6-Tetramethylethyl-Cyclohexanone,  2,3,5,6-Tetramethylpyrazine, Thiamine 
Hydrochloride, Thiazole, 1-Threonine, Thyme Oil, White and Red, Thymol, Tobacco Extracts, Tochopherols (mixed), Tolu Balsam Gum and 
Extract,Tolualdehydes, para-Tolyl 3-Methylbutyrate, para-Tolyl Acetaldehyde, para-Tolyl Acetate, para-Tolyl Isobutyrate, para-Tolyl
Phenylacetate, Triacetin, 2-Tridecanone, 2-Tridecenal, Triethyl Citrate, 3,5,5-Trimethyl -1-Hexanol, para,alpha,alpha-Trimethylbenzyl 
Alcohol, 4-(2,6,6-Trimethylcyclohex-1-Enyl)But-2-En-4-One, 2,6,6-Trimethylcyclohex-2-Ene-1,4-Dione, 2,6,6-Trimethylcyclohexa-1,3-Dienyl 
Methan, 4-(2,6,6-Trimethylcyclohexa-1,3Dienyl)But-2-En-4-One, 2,2,6-Trimethylcyclohexanone, 2,3,5-Trimethylpyrazine, 1-Tyrosine, delta-
Undercalactone, gamma-Undecalactone, Undecanal, 2-Undecanone, 0-Undecenal, Urea,Valencene, Valeraldehyde, Valerian Root Extract, 
Oil and Powder, Valeric Acid, gamma-Valerolactone, Valine, Vanilla Extract And Oleoresin, Vanillin, Veratraldehyde, Vetiver Oil, Vinegar, 
Violet Leaf Absolute, Walnut Hull Extract, Water, Wheat Extract And Flour, Wild Cherry Bark Extract, Wine and Wine Sherry,Xanthan Gum, 
3,4-Xylenol, Yeast

http://quitsmoking.about.com/cs/nicotineinhaler/a/cigingredients.htm
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Tobacco Control 2003;12(Suppl I):i25–i34

Interest in adolescent smoking cessation has increased
dramatically over the past several years, as researchers
and practitioners have acknowledged the high rates of
adolescents who smoke regularly and the low
probability that adolescents who are regular smokers
will stop on their own. The evidence base behind
smoking cessation interventions for adolescents is also
now starting to grow, but unfortunately the studies to
date have frequently been plagued by major
methodological problems. This paper summarises
research conducted on adolescent smoking cessation,
notes some of the methodological limitations of prior
work, highlights approaches that show promise,
discusses some of the challenges involved in addressing
adolescent smoking cessation, and makes
recommendations for future work.
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Over the past several years, interest in smok-
ing cessation for adolescents has mush-
roomed. This phenomenon reflects a sig-

nificant change from the tobacco control efforts for
youth during the 1970s through the mid 1990s,
which had an almost singular concentration on
prevention, with little thought or attention paid to
cessation. The lack of attention to cessation was
based, in part, on several assumptions: (1) that
prevention was the more effective means to reduce
tobacco use among adolescents; (2) that adolescent
smokers were unlikely to be dependent on nicotine
and could probably stop smoking if they wanted to;
(3) that adolescents were not interested in stop-
ping smoking; and (4) that effective cessation pro-
grammes for adults could easily generalise to ado-
lescents. Although one could debate the relative
merits of prevention and cessation approaches
(with most researchers and practitioners now
acknowledging the need for both), research over
the past decade has systematically dispelled the
second, third, and fourth assumptions. Indeed, it
has become increasingly clear that not only is there
a need for cessation interventions for adolescents,
but there is a demand for them as well. The
purpose of this paper is to review briefly the
rationale for smoking cessation interventions for
adolescents, to discuss the approaches used and
outcomes for teen cessation, to highlight the chal-
lenges of intervening with adolescent smokers,
and to present considerations for future pro-
grammes and research. The focus of this review is
on cigarette smoking. Although smokeless tobacco
use is clearly a problem for adolescents as well1 and
there are some very promising approaches to
smokeless use cessation,2 the issues surrounding
smokeless use are somewhat different than for
cigarette smoking and need to be addressed
separately.

THE NEED FOR YOUTH CESSATION
INTERVENTIONS
Rates of frequent adolescent smoking remain

unacceptably high. In 2001, 19.0% of 12th grade

students were daily smokers, and 10.3% smoked

at least half a pack of cigarettes a day.3 Although

these prevalence rates reflect a decline over the

past few years, they nevertheless have a long way

to go to reach the Healthy People 2010 objective

of cutting in half the rate of tobacco use among

young people.1 Unfortunately, the majority of

these adolescent smokers will maintain their

smoking well into adulthood. One study esti-

mated that 50% of adolescent males and females

who start smoking as adolescents will continue

to smoke for at least 16–20 years.4 Although the

health consequences of smoking are a function

of both the length and amount of smoking,

according to a 1994 US Surgeon General report

adolescents who are regular smokers are at an

increased risk for health problems during their

adolescent and young adult years.1 Cigarette

smoking during adolescence reduces the rate of

lung growth, maximum lung function, and over-

all fitness levels of adolescents, as well as

increases the risk of respiratory problems. People

who start smoking at younger ages are also more

likely to develop high levels of nicotine depend-

ence than are those who start later, leading to

more difficulty quitting and accruing more of the

negative health effects of smoking. Thus, delay-

ing cessation efforts past the adolescent years

has negative health ramifications both during

adolescence as well as during the later adult

years.
The case for cessation interventions during the

adolescent years also can easily be made based on
the relatively low rates of “spontaneous” quitting
among adolescents. Several longitudinal studies
have assessed the prevalence of self initiated ces-
sation among adolescents, and found them to be
relatively low. One of the better estimates of self
initiated cessation rates comes from a longitudi-
nal study of Australian youth.5 Researchers
interviewed 937 adolescents at age 15 years, and
again at age 18. At age 18, only 5.3% of the ado-
lescents who were daily smokers at age 15 were
abstinent for the past month at the time of their
interview. Among teens at age 15 who smoked in
the last month, but not daily, 33% had stopped
smoking for the year before age 18. Another
study with a younger sample (aged 14–16) found
a somewhat higher rate of quitting for at least
one month (13.6%).6 Using data from the

Teenage Attitudes and Practices Survey I (1989)

and II (1993), Zhu and colleagues7 estimated a

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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4% per year quit rate among adolescent smokers who had
smoked at least 100 cigarettes in their lifetime and who had
smoked at least one cigarette during the past 30 days.
Another study8 found an overall quit rate (defined as not
smoking in the past 30 days) at a one year follow up of 21%
among a sample of 593 adolescent smokers who, at baseline,
had smoked any cigarettes during the past month. One of the
more methodologically sophisticated studies9 of adolescent
smoking patterns into adulthood used trajectory analyses to
identify different longitudinal patterns of smoking; here the
“quitter” group was small, comprising only 6% of the sample.
“Spontaneous” quit rates among adolescents who smoke
infrequently are higher, but still surprisingly low. Taken
together, these studies suggest that, without intervention,
very few adolescent smokers stop smoking.

The spontaneous or unassisted quit rates among adoles-
cents are surprisingly low primarily because of the long held
assumption that adolescents “mature out” of smoking or eas-
ily quit on their own. However, the rates of spontaneous quit-
ting among adolescents who are regular smokers are not sub-
stantially different from those found with adults.
Approximately 5–6% of adult smokers who try to quit smok-
ing at any given time are successful for one month or more.10

The similarity in unassisted quit rates between adolescents
and adults points to the need for intervention early in the
“career” of a smoker.

One reason why adolescents may not readily stop smoking
is that they are dependent on nicotine, even before they
become regular or daily smokers. The evidence to date
suggests that a substantial proportion of adolescent smokers
can be classified as nicotine dependent,11 with prevalence rates
ranging from 19%12 13 to as high as 68%,14 depending on the
sample characteristics and measurement. Preliminary evi-
dence suggests, too, that nicotine dependence may develop
rapidly in a subset of youth.11 15 For example, DiFranza and
colleagues16 found that among a relatively young sample (age
12–13 at baseline) of occasional smokers, 22% (of 95 subjects)
reported a symptom of nicotine dependence within one
month of initiating monthly smoking. The majority (63%) of
the occasional smokers in the DiFranza et al study reported
one or more symptoms of dependence, and most of these
smokers experienced their first symptom before smoking
daily. Researchers have also begun to think of nicotine
dependence as a multidimensional, dynamic process,11 17 and
that there may be subtypes of nicotine dependence character-
ised by different configurations of symptoms and different
trajectories of acquisition,16 such as those who start young and
rapidly accelerate or those who have a more slow and steady
pace in their escalation patterns. Understanding more about
these developmental trajectories of dependence may help
improve treatment efforts. Identifying individual differences
that influence the pattern and rate of progression across
stages of use into dependence may be key to identifying youth
who are at high risk for long term smoking and who are most
in need of intervention.

Perhaps reflecting their own feelings of dependence on
smoking, adolescent smokers frequently report difficulty in
quitting or a lack of confidence in their ability to do so. One
study found that only a minority (43%) of a sample of adoles-
cent smokers felt confident that they would ever quit
smoking.18 Data from the Teenage Attitudes and Practices Sur-
vey also show that 74% of daily smokers reported that it was
“really hard to quit”.19 In contrast is a finding that most of the
adolescent smokers they surveyed (72.3%) felt that they could
stop smoking if they wanted to.6

Substantial proportions of adolescent smokers do report
interest in quitting. In the survey of a large number of
Australian students (aged 14–16 years)6 about their attitudes
toward quitting and prior attempts to quit, most wanted to
stop smoking (64.1%). In terms of readiness to quit, 29.2% had
not thought about stopping, 42.6% were currently thinking

about quitting, 28.2% of the weekly smokers were taking

action to quit, and 55% had made a quit attempt in the last

year. Interestingly, more females than males were taking

action to quit. Another study20 examined readiness to quit in a

large longitudinal sample of adolescents who were surveyed

three years apart (average ages 14.4 and 17.4). Only 11.6% of

the smokers had quit over the three year period, about 19%

were seriously considering quitting within the next six

months, and 32% reported that they had not thought about

quitting, even when they were older.

Researchers have also examined stages of the cessation

continuum, as laid out by the transtheoretical model of

change (stages of change), in a sample of high school

students.21 They identified six cessation stages: (1) recent

acquisition (5.9% of the sample; those who had been smoking

less than six months, regardless of their intentions about

quitting); (2) precontemplation (35.4% of the sample;

smokers not thinking about quitting in the next six months);

(3) contemplation (30.7%; smokers thinking about quitting in

the next six months, or those thinking about quitting in the

next 30 days, but who had never had a serious quit attempt

before); (4) preparation (14.6%; smokers thinking about quit-

ting in the next 30 days and who had at least one serious quit

attempt within the last six months); (5) action (4.7%; former

smokers who had quit smoking in the past six months); and

(6) maintenance (8.7%; former smokers who had been absti-

nent more than six months). Such studies20 21 provide

important data about the readiness of the adolescent smoking

population for a quit attempt; at any given time, about 15–19%

of adolescent smokers are seriously considering quitting in the

near future, thus providing a good target for intervention, and

an additional 30% could become “primed” for future

intervention efforts.

Adolescents’ reasons for wanting to stop smoking also may

provide intervention planners with key motivational hooks.

Across several surveys,22 23 health concerns are listed as the

most frequently cited reasons that adolescents want to quit. A

sample of somewhat older adolescents (16–20 years)24 drawn

from vocational colleges and unemployment settings found

that saving money was the reason most cited (57%) as a moti-

vator to convince this population not to smoke. In addition,

becoming a parent, going out with a non-smoker, and seeing

someone ill from smoking were frequently endorsed as moti-

vators. Daily smokers may be more likely than occasional

smokers to report wanting to quit because they are

“addicted”.23 Other less frequently cited motivators have

included social pressure and a feeling that smoking presents

an unacceptably bad image.22

Although adolescents may endorse wanting to quit, these

sentiments may still be somewhat abstract to them; they may

not necessarily be mobilised to do something about quitting,

or even to know what to do. Balch explored adolescents’

thoughts and knowledge about quitting in a qualitative focus

group study.25 One of the more important findings to emerge

from the focus groups was the adolescents’ hesitancy about

how they would go about quitting and their lack of ability to

formulate a concrete plan or to know where to go for help.

Stanton’s quantitative survey22 similarly found that the vague

“use of willpower” was the most frequently cited method ado-

lescents had tried for quitting, but that it also was one of the

most frequently cited as not helpful. In that study, only 3% of

the adolescents mentioned trying a recognised programme or

method to help them to quit.

In summary, when one considers the prevalence of adoles-

cent smoking, the negative health consequences of smoking

both during the adolescent years and the cumulative damage

over time, the relatively low rates of youth quitting on their

own or “maturing out” of smoking, and adolescents’ interest

in stopping smoking, the need for cessation programming

during the adolescent years is clear.
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OVERVIEW OF INTERVENTION APPROACHES WITH
ADOLESCENTS
Smoking cessation interventions for adolescents are still in

their relative infancy, and published empirical studies number

less than 50. Many of these studies, however, are plagued with

methodological problems, including poorly described inter-

ventions and methods, inadequate measures of cessation (for

example, self report as “being quit” without any behavioural

referents), brief follow ups, poor retention rates, and lack of

control or comparison groups. Sussman recently reviewed 66

cessation reports as an update26 to his 1999 review of the

field.27. He covered all organised programmatic efforts to

reduce youth smoking. Programmes reviewed included both

school based and health care based clinics, classroom based

interventions, computer expert systems, family programmes,

policy efforts, mass media programming, and multi-

component statewide programmes. Only 47 of the 66

studies26 were published in peer reviewed journals, and no

studies were excluded because of poor quality. Fifteen of the

66 studies were randomised experimental trials, and 22 used

a quasi-experimental design, in which treatment groups may

have been matched or in which control groups were chosen to

compare natural cessation rates. The remainder of the studies

(n = 29) utilised a single group design without a comparison

or control group.
The Sussman review is noteworthy for its comprehensive

identification of programmes, its detailed examination of
treatment effects by theoretical approaches, modality or chan-
nel of intervention, and potential moderators of intervention

effectiveness (for example, sex). Rather than reiterate the

detailed listing of the results by study, this paper will cover

some of the highlights of the Sussman review, comment on

some of the conclusions, and then consider some exemplary

cessation approaches in more detail.

The theoretical constructs behind the cessation pro-

grammes offered to date have varied greatly. Sussman identi-

fied eight theoretical frameworks used across the 66 studies.

Broadly, these included: (1) social influence models, such as

teaching ways to combat social influences or perceptions that

promote tobacco use; (2) cognitive–behavioural approaches,

which tend to emphasise self management and skills

training; (3) motivational enhancement, in which the

emphasis is placed on clarifying ambivalent feelings about

quitting and highlighting positive expectancies about cessa-

tion; (4) response–contingent reinforcement, where incen-

tives are given for behaviour change; (5) supply reduction

approaches, which tend to be more typical of policy oriented

programmes and are usually either price increases or restrict-

ing access to tobacco; (6) addiction focused approaches,

which include pharmacological approaches or other ways of

coping with withdrawal; (7) transtheoretical model of change

(stages of change) approaches, in which interventions may be

tailored to an individual’s level of readiness to change; and

(8) affect clarification, which emphasises techniques meant

to clarify conflicting feelings and moods. Although many

studies have focused on only one of these approaches, others

have drawn from several models simultaneously, such as

combining social influences and cognitive behavioural

approaches28 or motivational enhancement with stage based

assessment and tailoring.29 As will be discussed later, there is

little direct research to date directly comparing these

approaches.

Cessation interventions also have been delivered in a vari-

ety of settings or modalities. School based, multi-session,

group programmes have been the most commonly used

approach,28 but also tend to have a limited reach; students

must be “ready for action” at the point of programme offer-

ing. Health care delivery settings have also been used for

delivering cessation interventions, including the use of moti-

vational interviewing techniques in emergency room visits30

or school based health clinics.29 Internet based, virtual “chat
room” formats have also been tried as a means of potentially
increasing the geographic reach of more traditional group
programmes.31

As Sussman notes,26 there are enormous methodological
challenges in drawing conclusions across these studies. For
example, inclusion criteria vary greatly, with some studies
including total populations32 and thus having the full range of
smoking levels, and others including only daily smokers who
smoke at least a given number of cigarettes a day.14 Also prob-
lematic are the varying definitions of cessation, which have
ranged from adolescents’ self definition of “being quit” or a
“former smoker”33 34 to biochemically validated abstinence.14 30

Criteria for cessation also have varied by whether researchers
choose to report data on cessation rates only for participants
who completed an intervention or for all those assigned to an
intervention condition (an intent-to-treat analysis). Sussman
calculated a mean retention rate of 78% across the studies that
provided attrition data (only 39 of 66 studies).26 The follow up
periods for the interventions also have varied considerably,
although Sussman reports that the modal length of follow up
was six months. Considering the notoriously high relapse
rates for smoking cessation found in the adult literature,35 one
needs to be very cautious about drawing conclusions from
cessation interventions from studies with follow ups of less
than six months.

Sussman calculated average quit rates across the studies,
and found an immediate post-programme quit rate of
approximately 14% for the intervention groups, compared to
approximately 7% for control conditions.26 Similarly, he found
that quit rates at follow up dropped slightly to 12%, but were
still almost double those found for control groups (7%). The
quit rates for these control groups fall within the range of
those found for spontaneous quitting among adolescents
noted earlier. The positive conclusion drawn from his review
is that teen cessation programmes can produce higher quit
rates (almost double) than those of control groups. In part,
this conclusion is based less on a formal analysis of
methodologically strong studies than it is on an accumula-
tion of data, regardless of quality, across many studies,
showing trends for better outcomes for intervention condi-
tions. Nevertheless, it provides encouragement for a fledgling
field.

Because of the methodological challenges of comparing
data across the assortment of youth cessation studies to date,
and difficulties in completing a more formal meta-analytic
review of the cessation field, the Youth Tobacco Cessation
Collaborative (YTCC) comprised of representatives from
major organisations with interests in youth tobacco cessation
(American Cancer Society, American Legacy Foundation,
American Lung Association, Canadian Tobacco Control
Research Initiative, National Cancer Institute, National Can-
cer Institute of Canada, National Heart, Lung and Blood
Institute, National Institute on Drug Abuse, and the Robert
Wood Johnson Foundation) used a group review process to
validate the findings of Sussman’s review. The review panel
was comprised of members of the YTCC and researchers in
the area of youth tobacco cessation. The goal of their review
was to create a document identifying “better practices” for
the field and serve as a guideline for making decisions about
how to help youth stop smoking. Although the initial hope of
the YTCC group was to identify “best” practices, the group
consensus was that the data are currently lacking for such
designations. (The YTCC evidence review group first rated
studies on internal validity and overall quality, based on a
variety of methodological criteria, including design, sample
size, follow up time, adherence to intervention, retention, and
other criteria. The full summary of their findings will be pub-
lished shortly, and were discussed during the annual meeting
of the Society for Research on Nicotine and Tobacco, New
Orleans, February 2003. In contrast to the overall optimistic
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conclusions of the Sussman review, the YTCC evidence review

group drew more guarded conclusions, identifying ap-

proaches that held promise (for example, cognitive–

behavioural approaches), approaches for which inconclusive

evidence exists (for example, pharmacological approaches;

largely due to limited numbers of studies and designs), and

approaches that would not be recommended because of

potential for harm or based on expert opinion (for example,

fear appeal alone or sensory deprivation). The YTCC guide

will provide an important document to help programme

developers and practitioners make decisions about interven-

tions to help youth stop smoking.

SPECIFIC CESSATION APPROACHES AND
OUTCOMES
Described below are examples of studies of specific cessation

approaches with teens. The goal here is not to be comprehen-

sive (see Sussman26 for a complete listing of studies to date),

but rather to provide illustrations of the main approaches that

have been used with adolescent smokers along with their

relative success rates. Unfortunately, with the studies con-

ducted to date, it can be difficult to tease apart specific

approaches (for example, cognitive–behavioural skills train-

ing, motivational interviewing) from the channel of delivery

(for example, school based clinic, health care setting,

internet). It may well be that both approach and delivery set-

ting affect outcomes. For example, the delivery channel itself

may increase the potency of motivational messages (such as

those delivered by a respected health care professional versus

unfamiliar volunteer) or may decrease the effectiveness of

specific approaches (such as trying to teach skills training

within limited time constraints). Until more studies are

conducted from which one can separate the content or

substantive approach from setting or delivery channel, the

review of approaches below unfortunately maintains this

confound.

School based clinics
The most widely used intervention setting across studies has

been school based clinics, in which tobacco cessation

programmes are delivered to small groups of students at

school.28 33 36 These group sessions are not a part of any regular

classroom curriculum, but are devoted specifically to address-

ing cessation. The sessions could be held either during regular

school hours, in which case the student must have permission

to miss scheduled classes, or after school. Turner et al37 evalu-

ated school based clinics at 29 schools in Illinois and found

that sessions scheduled during school hours had higher

recruitment and retention rates than those scheduled after

school. Although most participants in these programmes are

volunteers, others may be mandated to attend the cessation

clinics, often in lieu of alternative punishment or school sus-

pension for being caught smoking.

One of the more promising school based clinic approaches is

the American Lung Association’s Not On Tobacco programme

(NOT). As described by Dino and colleagues,28 38 the NOT pro-

gramme is comprised of 10 weekly, 50 minute group sessions,

conducted during school hours, delivered in same sex groups

by trained facilitators, who also are sex matched to the group

membership. Topics covered in the group sessions include

motivational issues, smoking history, consequences of smok-

ing, preparation for quitting, dealing with urges and cravings,

stress management, dealing with family and peer pressures,

increasing healthy lifestyle behaviours, and relapse preven-

tion.

Dino and colleagues used a matched two group design to

compare the NOT programme with a brief intervention (BI)

condition. The BI programme was also offered as a group

based programme during school hours, but with mixed sex

groups. In the BI condition, students received 5–10 minutes of

scripted quit smoking advice and self help brochures. Quit rate
was determined by a combination of self reported quitting and
a validated expired air carbon monoxide reading. Only
students who reported smoking five or more cigarettes a day
were included in the analyses. At the follow up (approximately
5.2 months post-programme), only 50% of the original sample
of 566 participants provided data. The carbon monoxide vali-
dated quit rates were 21.7% for the NOT participants
compared to 12.6% for those in the BI condition. However, the
intervention effect was limited only to females. For males,
there was no difference in quit rates between the two
conditions (14.4% quit in NOT and 15.9% quit in BI). For
females, though, the NOT programme produced quit rates
more than three times greater than the BI condition (29.6% v
8.9%).

As Dino and colleagues note, one of the important points to
consider in their evaluation of the NOT programme is the
relatively high rate of cessation in the BI condition, and the
potentially unique environmental conditions occurring at the
time of the evaluation. Their evaluation was conducted in
Florida at a time when there was considerable attention paid
at the state level to anti-smoking efforts, and the overall
climate may have enhanced both recruitment and cessation
rates for both conditions. This evaluation of the NOT
programme is noteworthy for its relatively large sample size
and use of biochemical validation. Limitations of the study
include the use of a matched design, substantial dropout at
follow up, and lack of clear behavioural referents for defining
cessation. However, the results for females are nevertheless
very encouraging. What is not clear, though, is why males
failed to benefit from the NOT programme. More data on
process variables and predictors, broken down by sex, would
be useful in trying to explain further this sex effect. Future
evaluations of NOT also should consider whether the format
of same sex groups (versus mixed sex groups) is necessary or
even beneficial.

In one of the better designed and evaluated studies of
school based clinics, Sussman et al36 developed a smoking ces-
sation programme for continuation high school students and
compared the basic programme to one enhanced by a “school
as community” component. Continuation school students
report substantially higher levels of cigarette smoking than do
traditional high school students. One of the strengths of this
programme—“Project EX”—was the use of input from
continuation school students in developing the programme
activities and modality of delivery. The final clinic programme
consisted of eight group sessions delivered over a six week
period. Session topics focused on discussion of reasons for
smoking and quitting, dealing with family and friends,
healthy ways of coping with stress, understanding the dangers
of tobacco, making a commitment to quit, discussing
withdrawal and ways to manage it, avoiding false expecta-
tions, practising yoga to maintain a sense of balance in one’s
life, learning maintenance strategies such as anger manage-
ment and relaxation, and avoiding relapse. Topics and
activities were presented in engaging formats (for example,
games, “talk shows”).

Sussman et al randomised 18 schools to one of three condi-
tions: (1) the clinic programme only; (2) the clinic programme
plus a school-as-community component; or (3) a standard
care control.36 The school-as-community component included
efforts to enhance anti-tobacco messages in various formats
throughout the school community, in an attempt to promote
attitude shifts and increase motivation to quit. A notable fea-
ture of this study was its excellent recruitment rate: 34% of the
target population of smokers enrolled in the programme
(n = 335). The vast majority of students (85%) enrolled were
daily smokers with 75% scoring in the moderate to high range
on measures of dependence. Follow up, with 51% of the
participants responding, occurred an average of 3.7 months
after the last clinic session. The primary outcome measure was
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30 day abstinence at follow up. No differences were found
between the two active programme conditions. Among those
who completed the programme (54% of those enrolled), 30%
were abstinent at follow up compared to 16% for the controls.
Using an intent-to-treat analysis, assuming that those lost to
follow up were smoking, the quit rate fell to 19% for the pro-
gramme conditions, compared to 10% for the controls, still a
statistically significant difference. Smokers who were most
likely to quit were those who scored lower on measures of
dependence.

There are several strengths to this study: the programming
was developed in conjunction with the target population and
was well rated by participants; the design of the evaluation
was a randomised trial; and the quit rates were substantially
better for the programme conditions than for the controls.
Although the attrition rate was substantial for the programme
(46% of those enrolled did not complete the programme),
higher attrition rates may be expected with this population. In
addition, even with the intent to treat analysis, the condition
difference remained significant. This study is also notable for
its targeting of a very high risk group.

Taken together, both the Dino et al studies28 38 and Sussman
et al36 study provide good support for the potential efficacy of
school based group programmes that are developed in consul-
tation with the target audience of adolescents, have program-
ming that is fun and enjoyable to the youth, and follow prin-
ciples based on cognitive–behavioural approaches, with an
emphasis on coping skills training and alternative ways of
handling situations or negative moods without smoking. An
important point to note, too, is that these studies were
conducted with adolescents who participated in the cessation
programmes voluntarily, who were not “mandated” to partici-
pate, and who were regular smokers. These studies also high-
light, though, the substantial problem of dropout both during
the programme and with follow up evaluations.

In contrast, Coleman-Wallace and colleagues33 describe the
evaluation of two complementary, school based programmes
(the Tobacco Education Group and the Tobacco Awareness
Program) developed to address the needs of adolescent
tobacco users at different stages of readiness to change—not
just those volunteering and ready to quit. The Tobacco Educa-
tion Group (TEG) was designed to increase a smoker’s
motivation to quit and includes discussions of personal
reasons for smoking, pressures to use tobacco, consequences
of tobacco use, and demonstrations of short term conse-
quences of use. The Tobacco Awareness Program (TAP) was
designed as a cessation programme for adolescents who are
ready to quit. Both programmes have eight one hour group
sessions. Coleman-Wallace et al report results of implementing
TEG and TAP in six Southern California high schools. Partici-
pants in the TEG programme were 201 adolescents who were
mandated to attend the programme in lieu of suspension for
smoking. Participants in the TAP programme comprised 101
volunteers and 27 students mandated to attend (despite being
designed for those who were ready to quit). Control
participants (n = 22 students) did not receive any pro-
gramme, and were recruited separately. No random assign-
ment was used in the evaluation. At the end of the
programme, 12% of the TEG participants and 15% of the TAP
participants reported quitting. No behavioural definitions of
quitting were provided. Interestingly, those mandated to
attend TAP (the programme designed for those ready to quit)
had a lower quit rate (9%) than those who volunteered (16%).
Although the TEG programme was designed to follow a
“stages of change” model and to move students who had little
interest in quitting to start to consider or to take action toward
quitting, TEG did not decrease the prevalence of precontem-
plation. There were several limitations to this study, including
the lack of random assignment, the very small control group
(which essentially restricted its utility), and the lack of any
criteria for “quitting”. The results for TEG were particularly

disappointing in that little movement was seen in readiness to

consider quitting, which was its primary aim. However, this

study is useful in considering the implications of mandating

youth to attend formal programmes, whether for motivation

enhancement or for quitting. The results of this evaluation

suggest caution in the use of recommending cessation

programming in lieu of school suspension, and call for a need

to further study potential unintended consequences of such

policies.

Pharmacological approaches
Two studies14 39 have utilised nicotine patch therapy with ado-

lescent smokers who reported relatively high rates of daily

smoking (20 cigarettes per day or more). In both studies,

smoking cessation counselling was also provided. Although

the patch was well tolerated and safe among the adolescents,

the overall quit rates were substantially lower than those

found with adults (for example, 14% at end of treatment and

4.5% at six months in one study,14 and 5.0% at six months in

the other39). In contrast, the estimated abstinence rates for

adults using the nicotine patch from meta-analyses of 27

studies is 17.7%.40 These studies are clearly disappointing in

terms of their overall success rates, but they also call for more

placebo controlled studies of pharmacological approaches

with adolescents. Considering that these participants had

higher baseline smoking rates than those of participants

found in most other adolescent smoking cessation studies, we

need to have a better sense of how youth with higher levels of

dependence would do with comparative approaches.

Interventions delivered in health care settings
Interventions delivered in health care settings have the appeal

of broad reach and the backing of findings from the adult lit-

erature of significant improvements in quit rates among

smokers who receive brief provider delivered interventions. In

addition, several professional organisations have developed

guidelines and recommendations from expert consensus pan-

els for addressing tobacco use in adolescent patients’ health

care visits (for example, American Academy of Pediatrics,

American Medical Association). However, the few studies that

have examined the effect of brief interventions in healthcare

settings have had mixed results.41 42 One promising study by

Colby and colleagues30 identified smokers during hospital

visits to the emergency room, outpatient clinics, or inpatient

unit. Smokers were then randomly assigned to receive either

brief advice or a motivational interview. At a three month fol-

low up, 20% of the motivational interviewing group were

abstinent, compared to only 10% of those in the brief

intervention group. Although these abstinence rates were not

statistically significant with the small study sample size, they

nevertheless show promise for this approach. This study is

notable for its strong methodological features, including a

randomised design and biochemical verification of abstinence.

A more recent, ongoing study of a cessation intervention

offered in the context of routine medical care also offers

encouraging preliminary results. Hollis and colleagues43

conducted a randomised trial of brief clinician advice, the

Pathways to Change interactive computer program, and brief

motivational counselling to reduce smoking among 14–17

year old smokers seen at primary care visits. This intervention

was population based and individually tailored, and it took

advantage of both the teachable moment in a medical visit as

well as the attractiveness of computers to teens. Teens were

randomly assigned to receive either a tobacco intervention or

brief dietary advice. Among regular smokers at baseline, 23%

of the tobacco group compared with 13% of the control group

were abstinent (defined as not smoking in the past 30 days) at

one year, and a significant difference between conditions was

also maintained at a two year follow up. These rates are

impressive in absolute terms (23% abstinent at one year), and

Teen smoking cessation i29

www.tobaccocontrol.com

 on 23 January 2007 tc.bmj.comDownloaded from 

http://tc.bmj.com


perhaps more so when one considers that this was a

population based approach to cessation. This study also high-

lights the potential of combining modalities of approaches

(for example, brief motivational counselling and interactive

computer programming).

Internet approaches
The internet presents an appealing avenue for future cessation

interventions. The promise of the internet as a vehicle for

delivering interventions to teens is great: a large proportion of

teens have access to the internet; there is the potential to tai-

lor information at an individual level; it provides relative pri-

vacy or anonymity that may be important to teens; and the

possible impact, as a function of its reach and relative cost

effectiveness, is great. In addition, the internet has the poten-

tial to create social support networks of teen quitters, through

chat rooms and similar vehicles, which may facilitate initial

cessation and enhance long term abstinence.

Cheh et al recently evaluated smoking cessation internet

sites on informational content, usability, source credibility,

and the currency of information presented.44 They restricted

their review to sites that provided information in English and

that were free to the public. They reviewed 30 sites, most of

them oriented not directly to teens, but rather to adult smok-

ers. Most provided accurate information, but were rated less

highly on accessibility, credibility, and currency. Also, reading

level was relatively high (slightly more than 50% at higher

than grade 8 level), which could present problems for many

teenagers.

Websites that seem to be more geared to youth tend to have

more “flash”, animation, feature stories about teens who are

trying to stop smoking, contests, and teen oriented clubs and

chat rooms. In addition, on these sites, quitting tips consider

reasons for smoking and strategies that are reflective of teen

issues (for example, feelings of rebellion, wanting to appear

older, breaking up with friends, peer and family issues). Some

of these sites can be found within the broader framework of

teen health sites, and others are smoking specific.

Unfortunately, there have not yet been any formal

evaluations of the efficacy or use of internet websites for teens.

Several ongoing studies are exploring the use of websites as

components or adjuncts to other approaches (for example, in

conjunction with brief provider advice or as an adjunct to a

group based programme), but no preliminary data are yet

available.

Other approaches
Two other modalities for intervening with adolescents that

have intuitive appeal are family based interventions45 and

computer assisted approaches.21 Interventions involving fami-

lies are appealing because of the potential to take advantage of

naturally occurring support structures and because the family

remains one of the most important social contexts and influ-

ences for adolescents. Similarly, computer based approaches

have appeal for youth because of their potential for individual

tailoring and familiarity of use among adolescents. Both of

these approaches also have the potential for broad reach.

Unfortunately, the data for both are only suggestive, with no

significant differences found between intervention and

control in the family based study45 (although the difference

was in a promising direction), and with no condition

differences in the computer assisted study as well.21

Summary of specific approaches
The above examples demonstrate the range of approaches

tried to date with adolescent smokers. When examined on an

individual level, the results are somewhat discouraging. But

they represent what may be considered a “first generation” of

studies with adolescent smokers, and as such, suffer from

many of the methodological difficulties that are common in

early studies in many fields. As researchers learn from these

important first line approaches, we may expect improvements

in both design and outcomes.

CHALLENGES OF INTERVENING WITH
ADOLESCENT SMOKERS: WHY ARE SUCCESS RATES
SO LOW?
Practitioners and researchers in the field of adolescent smok-

ing cessation readily acknowledge the difficulties both of

mounting interventions with this population and of achieving

reasonable success rates. The challenges of intervening with

adolescent smokers come from multiple fronts—

characteristics of the individual adolescent, the behaviour of

smoking itself, and the macro-environment surrounding ado-

lescent smoking.

In considering the challenges of adolescent smoking cessa-

tion, it may be useful to identify steps leading to successful

cessation and the barriers that need to be addressed at each

point in the behaviour change process. At a very fundamental

level, adolescents who smoke, even occasionally, need to

acknowledge their behaviour, self identify as a “smoker,” and

realise that messages or interventions for cessation apply to

them. However, patterns of occasional smoking among teens

may make it less likely for a teen to self identify as a “smoker”

and as someone who needs to change. Indeed, qualitative

work from focus groups with adolescents suggest that teens

perceive a difference between being a “social smoker” (often

defined optimistically by teens as having “control” or “choice”

over one’s smoking) or a “real smoker” (someone who is

“addicted”).46 Lack of identity as a “smoker” may lead teens to

dismiss cessation messages as not applicable to them.

Motivating adolescents to stop smoking and mobilising

them to take action also present challenges. As noted earlier,

although adolescents may report that they want to quit,

specific plans for quitting often are relatively vague and far in

the future, and adolescents may lack the knowledge for how to

go about quitting or where to seek help. Also, there is the

potential issue that smoking is a “prohibited” and often pun-

ishable behaviour for adolescents. Thus, adolescents may be

reluctant to seek help for quitting if doing so means that they

may suffer negative consequences for admitting to smoking.

Programme developers need to work particularly hard on

ensuring confidentiality for youth who seek help. In addition,

careful consideration needs to be given to the issue of requir-

ing parental consent for interventions. Most behavioural

interventions pose minimal risk to the adolescents, and

programme developers, researchers, and institutional review

boards should weigh the pros and cons of requiring parental

permission if obtaining such permission reduces the likeli-

hood of an adolescent seeking treatment.47

Smoking cessation interventions also must fit seamlessly

into the broader tobacco control environment as perceived by

adolescents. From a universal intervention perspective of

reducing tobacco use among adolescents, it can be difficult to

balance messages and policies for both prevention and cessa-

tion. On one hand, we know that strong enforcement of anti-

tobacco policies discourages use, and communication of these

policies and consequences is important for reducing use. On

the other hand, we need to consider how these messages may

be interpreted by adolescent smokers who are motivated to

quit (perhaps in part as a result of such messages) but who

may also be reluctant to come forward because of strong

enforcement policies. Even if immunity from punishment is

granted to smokers who seek help in quitting, we need to be

careful about how to balance the multiple messages and their

interpretations by youth. More work needs to be done in

understanding how the broader tobacco control environmen-

tal messages are interpreted by adolescents at all stages of the

uptake and cessation continuum. For example, does heavily

promoting the availability of smoking cessation interventions
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for teens give others the false impression that smoking is more
prevalent than it is? Or do these messages perhaps give the
mistaken impression that help with quitting is readily
available, quitting is easy, and that interventions are very suc-
cessful? Understanding more about how adolescents respond
to varying anti-tobacco and smoking cessation messages may
help us to craft more effective recruitment strategies, and per-
haps to establish norms supporting cessation.

Once adolescents are motivated to stop smoking and mobi-
lised to take action, we need to have developmentally
appropriate interventions available and accessible to them.
Adolescence is a time when making any behaviour change
may be difficult. It is a developmental stage characterised by a
series of changes in all domains—physical, emotional,
cognitive, and social. One noted challenge48 is that adolescents
must move from parental monitoring, control, or support of
health related behaviours to more self regulation. However,
self regulation skills may not be well developed yet. For exam-
ple, the cognitive skills required for successful behaviour
change include the ability to identify and self monitor behav-
ioural patterns, anticipate problem situations, develop plans
for handling difficult times, and then remember both the
plans and the need to take action in the future. These cognitive
skills are not well developed in many adolescents, and
intervention programmes may need to be more sensitive to
the cognitive developmental variation among adolescents
than they are currently. Simply taking strategies and presen-
tations that are developed for adults and putting them into the
jargon of adolescents or imbedding them in fun formats does
not necessarily overcome the cognitive complexities of the
strategies involved. Importantly, the association between
attention deficit disorders and smoking49 among adolescents
may further exacerbate the cognitive challenges of behaviour
change. What this may mean is that interventions need to
provide more structure and support over longer periods of
time than is typically the case with adults.

Similarly, emotional factors and changes in emotionality
during adolescence may contribute to adolescents’ difficulty in
quitting. Not only is smoking associated with a variety of emo-
tional problems in adolescents (such as depression49), but ado-
lescents also report smoking to help manage mood.46 Consider-
ing the increased fluctuations in mood during adolescence,48

stopping smoking may be particularly difficult at this time.
Interventions that incorporate mood management skills
geared towards adolescents may be needed for some youth.

The issue of personal control presents another challenge.
Personal control is at the core of many behaviour change
efforts, and adolescents, compared to adults, have less control
over their lives, environments, and potential reinforcers for
change. The challenge for interventions is to develop strategies
that are available and within adolescents’ means to access and
to use.

A challenge, too, in helping adolescents to stop smoking
rests with the behaviour of smoking itself. Not only are many
adolescents dependent on nicotine11 and thus likely to experi-
ence unpleasant withdrawal symptoms when they quit, but
their patterns of smoking may be less predictable and more
opportunistic than those of adults, and therefore harder to
anticipate, plan for alternatives, and to change. For example,
compared to adults, adolescents are more likely to smoke more
irregularly and to smoke less per day than adults.50 These
intermittent patterns may also become very reinforcing in
themselves.

There is also the challenge of maintaining abstinence once
initial quitting is achieved. Transitions are a hallmark of ado-
lescence, including transitions in schools, living arrange-
ments, social connections, work, and the transition of becom-
ing a non-smoker. Life event transitions may be both
opportunities and risks for the maintenance of abstinence,
and interventions need to be extended to consider the main-
tenance and relapse processes as well during adolescence.

Finally, it is important to understand that the considerable

changes that occur throughout the adolescent years have

implications for whether we really can have a “one size fits all”

intervention for all of the teen years, or whether we need to

consider developmentally based subgroup interventions.

Interventions that are appropriate for 14 or 15 year olds may

not be ideal for 17 or 18 year olds. Given the complexities of

the period, it may be important for us to consider a sequence

of developmentally appropriate strategies for each year or

grade, and also to consider the need for long term or multiyear

interventions, knowing that strategies that might have

worked for a high school freshman may now fail that

ex-smoker as a high school senior. Interventions that plan for

developmental and life changes may have more long term

success.

DISCUSSION AND RECOMMENDATIONS FOR
FUTURE WORK
This is an exciting time for the field of adolescent smoking

cessation. There is strong demand for successful cessation

interventions from many stakeholders—adolescents, parents,

schools, the health care delivery system, and importantly, the

public health community who want to spend available funds

for tobacco control wisely. Given the increasing attention to

the problem of adolescent smoking over the past decade, there

is a diverse and receptive audience for adolescent smoking

cessation programmes.

In drawing conclusions about the efficacy of smoking

cessation interventions for adolescents, we need to address

two primary questions. First, have youth smoking cessation

interventions been tested adequately, and second, do they

produce higher abstinence rates than those found with control

groups? Considering the multiple methodological weaknesses

in many of the published reports to date addressing adolescent

smoking cessation, one could easily argue that many of the

smoking cessation approaches geared towards adolescents

have not been rigorously evaluated. As the above review

suggests, there are no unequivocal successes that have met the

standards of high quality, replicated studies. There are

promising approaches, however, that can be delivered in a

variety of settings, ranging from clinic based programmes in

school settings28 36 38 to more minimal interventions delivered

within health care settings.30 There are also several well

designed studies, funded by the National Cancer Institute and

others, that are currently in the field and will contribute sub-

stantially to our knowledge base over the next few years. Some

of these studies examine the effectiveness of interventions

within health care delivery systems, others with internet or

interactive computerised interventions, and others with

special populations (for example, youth with co-morbidities)

or pharmacological approaches. Thus, we are likely to see a

continued growth of better designed studies, with hopefully

continually improving outcomes, over the next several years.

We also are not yet at a point where we can make reasonable

statements about the relative efficacy of varying approaches.

Given the differences in study samples, measures of cessation,

and lengths of follow up, it is almost impossible to find a com-

mon metric from which one can compare study results.

Recommendations about methodological issues in adolescent

smoking cessation studies are now available to researchers,

though.50 These recommendations were developed with the

hope that they would enhance the likelihood of conducting

comparative analyses across studies in the future. These

recommendations include encouraging researchers to use

multiple measures of baseline smoking rates and patterns; to

clearly report inclusion criteria, recruitment methods, recruit-

ment rates, and retention data; to include adolescents’ self

perceptions of their smoking status, labels, and intentions; to

use a variety of outcome measures that go beyond point

prevalence, such as considering intermediate outcomes (for
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example, quit attempts, numbers of consecutive days absti-
nent); to use a 30 day criterion for abstinence; to consider
options for verification of self report; to have multiple time
points for follow up; and to report relapse rates.

Do smoking cessation interventions for adolescents produce
higher quit rates than those obtained with control groups?
There are several difficulties in answering this question. A key
question for the field to address is what should be the
appropriate benchmark for success for adolescent smoking
cessation programmes. Should they be better than “spontane-
ous” quit rates, or should they be better than controls? Should
they be at least as good as those found with adults? The
majority of published studies of smoking cessation interven-
tions with adolescents do not have appropriate randomised
control or comparison groups. Given the difficulties in obtain-
ing good estimates of “spontaneous” quit rates, one should
question the validity of using such a comparison. In addition,
considering that the “standard of care” for adult smokers is, at
a minimum, brief advice to stop smoking, one would be hard
pressed to argue that we should accept less than that as a
minimum comparison group for adolescent smoking cessa-
tion interventions. Despite these cautions, there is reason to be
optimistic about the effectiveness of youth smoking cessation
interventions. As Sussman26 has concluded, broadly speaking,
there may be an accumulation of evidence suggesting that quit
rates for interventions are better than those found for
controls. In terms of specific approaches, the evidence may be
most promising for interventions that follow cognitive–
behavioural principles of change, which include self manage-
ment training, coping skills training, problem solving, and
specific techniques for enhancing motivation through dealing
with withdrawal. In terms of delivery systems, modalities, or
settings, there also is optimism for incorporating cessation
advice and help in multiple venues and vehicles. We need to
consider how to make cessation services more attractive to
teens, and explore venues outside of the school setting that
may present opportunities for intervention. We should look
forward to the results of ongoing trials of healthcare provider
delivered interventions as well as those with internet based
formats. Both of these approaches have the potential for
widespread dissemination and reach beyond the traditional
school setting.

In thinking about ways to improve the intervention
approaches used with adolescent smokers, we also should try
to incorporate the “lessons learned” from the adult smoking
cessation literature. A major tenet of successful smoking ces-
sation approaches for adults is the acknowledgment that ces-
sation and the maintenance of abstinence are long term proc-
esses. There is now substantial evidence from adults that more
frequent contact over extended periods of time enhances long
term success rates.40 However, most of the intervention
approaches used with adolescents to date have been relatively
brief, without much provision for longer term follow up, or
importantly, referrals or hook ups with support systems that
are part of the teen’s “natural environment”. Although smok-
ing cessation interventions with adults that have tried to
incorporate social support components (for example, buddy
systems, partner training) have met with somewhat limited
success,40 51 they may still be useful avenues to pursue with
adolescents. Adolescent smoking is clearly a social phenom-
enon that is largely tied to peer networks.52 Interventions that
more specifically address and perhaps capitalise on beneficial
peer networks may hold some promise for adolescents.

Relatedly, we also know very little about the relapse process
among adolescents. The most basic questions about relapse
among adolescent ex-smokers still need to be answered, such
as what are the patterns, timing, and predictors of relapse?
What interventions work best at preventing relapse, or is the
best bet just to work on increasing initial quit rates? We also
need to know more about how adolescents interpret failures
to quit or to relapse, and how those responses affect future
quit attempts and the process of re-engaging youth to quit.

Marketing smoking cessation interventions to youth is also
needed. Adolescents need to become comfortable not only
with the notion that quitting is important, but also with the
concept that help is available and that it is acceptable to seek
out help. Adolescents are relatively naive about how and
where to get help for quitting.25 We also need to understand
better the social valence to youth of seeking help for smoking.
What social risks do they take in doing so? Besides the possi-
bility of punishment for acknowledging smoking, they may be
concerned about negative labels related to being “weak” or
“addicted”. On the other hand, there also may be other
benefits besides quitting that derive from seeking help for
cessation (for example, support, incentives). Social marketing
approaches for smoking cessation have been useful for adults,
and may also serve us well with adolescents. Marketing
approaches, though, need to consider the general “back-
ground noise” about tobacco and tobacco control in the
macro-environment and how these larger tobacco control
efforts are interpreted by youth who need to stop smoking. Are
we sending mixed messages?

Beyond any one individual intervention approach, though,
it is clear that integrated, multilevel approaches are likely to
be needed to address adequately the problem of adolescent
smoking. Thus, approaches that have broad reaches and are
proactive, such as those delivered in the format of brief inter-
ventions in healthcare settings, are needed, as well as those
that are more limited in reach and may be more appropriate
for youth who are primed to quit and responsive to
recruitment efforts. Finally, specialised interventions also are
likely to be needed for youth who may have multiple, complex
problems that interact with their smoking, such as those who
have co-morbidities of other substance use, depression, or
who have difficult family situations. Although we are not yet
at the point where stepped care approaches have been used
with adolescents, they may well need to be considered in the
future. The time is right for starting to develop the needed
infrastructure to support the coordination of referrals among
parents, schools, health care providers, and adolescents
themselves. The notion of having a menu of services and
approaches available for adolescents is likely to have the
greatest appeal to the adolescents, their parents, and other
stakeholders as well. Important, too, is the need to develop
dissemination vehicles to inform the various audiences about
cessation services.

We must also consider the possibility that effective
intervention programming for adolescents may be relatively
expensive, especially when one considers some of the
challenges of conducting effective interventions, and the
issue of cost effectiveness needs to be considered as well.
Although the arguments for intervening with smokers
during the adolescent years are compelling, we also need to
examine objectively the relative costs and benefits of waiting
until the young adult years, when our interventions have
greater efficacy. Having an understanding of the total
population impact, considering both reach and efficacy, is
important. As new and hopefully better interventions and
evaluations emerge, we need to start to incorporate broader
cost effectiveness and cost utility analyses into the research
programmes.

Although the focus of much of this paper has been on out-
come, we also need to pay attention to the process of cessation,
and to analyses linking process to outcome. In terms of the
process of cessation, we need to know more about what are
useful intermediate steps or markers to abstinence. For exam-
ple, are reduction or changes in smoking patterns useful short
term goals? How do specific strategies relate to quitting
success? Do increases in hypothesised mediators of change
(for example, increases in self efficacy, increases in problem
solving and coping skills) lead to more successful future quit
attempts? Are there optimal time points during adolescence
when we should target intervention efforts (such as transition
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points from schools) or during targets of opportunity or

teachable moments (healthcare visits, job or school inter-

views)? In general, the field would benefit from a clearer

understanding of how successful adolescents achieve and

maintain abstinence, and what components are linked to an

intervention’s success. In addition, we have yet to explore sys-

tematically the need to tailor interventions to sex or to ethnic-

ity. There is some intriguing preliminary evidence of sex

differences in how adolescents respond to interventions and

these need to be examined more.

In sum, this paper has posed more questions than it has

answered about effective interventions for adolescent smok-

ing cessation, and has left the reader with a promissory note

about more and better to come. In the meantime, what can be

said about the types of strategies that may be helpful to ado-

lescents as they try to stop smoking? As noted above,

strategies need to be available to youth, be perceived as help-

ful by youth, be appropriate to their developmental stage

(which is very heterogeneous), and reflect a diversity in

options associated with multiple avenues to success. This

diversity of options should also reflect flexibility in implemen-

tation that is needed to adapt programmes to specific settings.

Little process data currently exist linking specific treatment

strategies to outcome, although such data would be useful in

further refining interventions for adolescents. The interven-

tions to date represent considerable progress in the total

tobacco control landscape from what was available as recently

as one decade ago. Although there are no “sure bets”, there are

promising avenues, which when considered together, may

start to make inroads into the complex problem of adolescent

smoking cessation.
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‘Am I An Addict’/ Timeline

Time: 1 class period

Objective: Provide students with a tool to gauge their addition to nicotine and provide further 
encouragement for those who wish to quit smoking.

1. I smoke within 30 minutes of waking up in the morning1. I smoke within 30 minutes of waking up in the morning
2. I smoke 10 or more cigarettes a day2. I smoke 10 or more cigarettes a day
3. I often have cravings for cigarettes3. I often have cravings for cigarettes
4. I smoke even when I am sick4. I smoke even when I am sick
5. I feel sick if I go more than 3 days without a cigarette5. I feel sick if I go more than 3 days without a cigarette

AM I AN ADDICT?AM I AN ADDICT?

If you answered YES to any of these questions, nicotine could be controlling 
your life.  Isn’t it time to get independent?!

TIMELINE OF A QUITTERS BODY

Even for a lifetime smoker, 
your health begins to 

improve only 20 seconds 
after you quit smoking.

Use with Fact Sheet 3.3 “Quit Tips”

3.7



Worksheet for Your Quit Plan

By thinking things through in advance, and by choosing a date to quit, you greatly increase the 
likelihood of success.  Answer these questions as honestly as possible.  They will sharpen your 
thinking and prepare you to be successful at quitting tobacco use.

Why do I want to quit?

What I am most scared or sad about in terms of quitting? 

What are some of the benefits to me of quitting soon?  

If I tried to quit in the past, what helped?  What did I learn about my triggers?

What are the situations I personally need to avoid as my quit date arrives?

How will I handle situations that will give me the urge to smoke?

Who is around to support me?  At school?  At home?  Who can I talk to?

What should I expect from withdrawal symptoms and how can I prepare?

Time: One class period

Summary:  This worksheet is helpful for students who wish to quit smoking, for friends of non-smokers 
who wish to quit and for parents who wish to quit.
Use with 3.4 “Quit Tips”

3.8



Tobacco Math Worksheet

Smoking Is Expensive - To Your Wallet and Your Life

For this worksheet, use these facts:
A pack of cigarettes costs $4.00

There are 20 cigarettes in a pack
There are 10 packs in a carton

You lose 14 minutes of your life for every cigarette smoked

Name: _____________________

1.Alice smokes 5 cigarettes a day.  How long will one pack last?

2. How much will it cost Alice to smoke each week?

3. John smoked a pack a day in the month of June.  How much does it cost for the month?

4. If it takes 1 week for Bill to smoke 10 cigarettes, how much money will he spend in one year?

5. Alice wants to buy a new purse, which will cost her $16.00.  If she stops smoking and uses 
that money for the purse, how many weeks will it take her to buy the purse?

6. If Alice smoked 2 packs of cigarettes a week, how much of her life will be shortened in one 
year?

Time: 1 class period
Summary: Challenge your students with math problems while they learn the high cost of smoking

3.9



QUIT KIT Ideas

Have students who have successfully 
quit smoking share tips on how to quit.  
They could use notecards or be 
‘buddied’ with another student trying 
to quit.  Create a quit kit to be handed 
out to student smokers who wish to 
quit.

Time:  1 day

Summary:  Students who use tobacco will take the ‘quitting’ challenge to quit for one day.  This would be 
a great activity to do around one of the Tobacco Holidays to raise awareness to tobacco cessation.

Use a Carbon Monoxide Tester

Create A Quit Kit

o Healthy Snacks
o Toothpicks
o Gum
o String Cheese
o Stress Balls or Silly Putty
o Yo-Yo or Cards

This tool is used by blowing into a tube which 
produces a digital readout to measure levels of 
Carbon Monoxide.  The levels are tested at the 
beginning of the day, at lunch and at the end of 
school.  If a student’s Carbon Monoxide level 
decreases throughout that day, meaning they 
lowered the amount of cigarettes smoked, than 
they win a prize.

Have a Parent/Student Smoke-out Challenge

For a FREE Quit Kit call: 1.800.639.QUIT (7848)

Host a battle of the ‘Will to Quit’ between students and parents 
who smoke.  Use the pack tracks (see sheet 3.9) as a means of 
measuring the quantity smoked.  Have the students and parents 
track a typical day, noting the time and their mood of each 
cigarette smoked, and then have them track the amount smoked on 
your designated “quitting challenge” day.  Whichever group gave 
up more cigarettes on that day wins a prize!

No. WantNeedTime

1.
2.
3.
4.
5.
6.

Pack Track Example

3.10
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Ingredient Display

Time: 1-2 class periods

Materials: Various household chemicals found at a grocery store, and magazine or photo images of the 
non-household  chemicals.

For a complete list of all 4,500 chemicals, please see Fact Sheet 3.5 “Cigarette Ingredients”

Summary:

Set up a display in a common area (such as a bookcase, display case or lobby table) with 
information about the contents of a cigarette.  Place notes around school with the names of each 
chemical. The following  are a few examples (see Fact Sheet 3.5 for a complete list).

Nicotine Nicotine is the main addictive ingredient in tobacco.  Nicotine is a stimulant that    
increases the heart rate and blood pressure - this is partly a sign that the body is 
trying to absorb more oxygen. It is deadly poison--two tiny drops of pure nicotine on     
your hand would kill you instantly.

Acetone: Used to remove nail polish.

Ammonia: It speeds up the delivery of the nicotine. It is found in toilet bowl cleaner.

Tar: Tar is deposited into the lungs every time a person inhales. Smoking 20 or more 
cigarettes a day deposits 1 to 1.5 pounds into the lungs every year.  

Benzene: Used as a solvent in fuel & dyes. Known to cause cancer. 

Cadmium: Used to make batteries, cadmium is known to cause kidney damage. It increases 
the risk of developing lung cancer. Known to cause cancer. 

Carbon monoxide: This is the same chemical emitted by cars. It prevents the blood from 
carrying oxygen around the body. A heavy smoker’s ability to carry oxygen around 
the body is reduced by up to 15%. 

Hydrazine: Used to make jet fuel.

Formaldehyde: Used to preserve dead bodies.  Known to cause cancer. 
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