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ABSTRACT

The present researchers used a multi-wave Delphi methodology to determine
what 14 knowledgeable substance abuse professionals believe are the most
appropriate smoking prevention practices for female adolescents. While there
was some agreement with the emerging literature, particularly on weight
control issues and parental involvement, there was also endorsement of items
that appear to be equally salient for both males and females. While the
panelists generally acknowledged differential risk factors for females, and the
need for prevention programming around these risk factors, more research on
gender specific programming is needed before prevention experts are ready to
agree on clear and specific practices for adolescent females.

More than 140,000 women die prematurely from smoking-related diseases each
year, and 80% of them began smoking while they were adolescents [1]. While
overall rates of smoking among adolescents have declined in the past three
decades [2], rates for female adolescent smoking have actually increased slightly
[3]. Now, females ages 12-17 smoke as much as males, a fact that was not true
a decade ago [4].

*The authors would like to acknowledge support from the Virginia Tobacco Settlement through a
subcontract from Virginia Commonwealth University.
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Since our culture puts different expectations on girls than boys, gender would
logically play a part in differential risk and protective factors for smoking
and other substance abuse. Females become addicted more quickly and for
different reasons [5]. They appear to be influenced more by pressures to
use or by observing the use of substances by friends, peers, and family
members [6-9].

While relatively few studies have systematically examined gender dif-
ferences and smoking behavior prevention programming [10], there does appear
to be growing evidence that substance abuse risk factors more salient to girls
include: negative self-image or self-esteem [11, 12]; weight concerns and dieting
[13-15]; eating disorders [16,17]; physical and sexual abuse [18, 19]; early onset
of puberty [20]; higher levels of anxiety [21]; depression [22]; and boyfriend’s
drug use [23].

It is reasonable to conclude that smoking prevention programs should be
designed to deal with the risk factors that lead to female substance abuse. Joseph
Califano, director of the National Center for Addictions and Substance Abuse
(CASA) and former Secretary of Health, Education, and Welfare, states that,
“We now know that girls are different than boys — let’s recognize it, and let’s help
them” [24, p. 1].

While some empirical data exist, few prevention programs for adolescents tailor
their interventions to the differential risk factors of one gender or another [10].
How do substance abuse experts see smoking prevention programs for adolescents
ideally being sensitive to these differences? What prevention interventions do they
recommend specifically for adolescent females and do they agree on how to tailor
smoking prevention programs to this population? The present study is an attempt
to determine what a panel of substance abuse experts believes are the ideal
components of a model smoking prevention program for teenage girls.

METHOD

The Delphi Method

The Delphi methodology is designed to explore opinions of a group of knowl-
edgeable persons in order to gain a consensus on a particular topic without
bringing the group together [25, 26]. The Delphi methodology has been used in a
wide range of decision making studies because of its ability to sidestep some of
the limitations of group decisions, which are often slow, expensive, redundant,
affected by the differential status of members, and dominated by one or a few
individuals [27]. The Delphi format reduces many of these shortcomings by
providing a structured format, systematic procedures, clear communication,
feedback, and anonymity. The Delphi method pools expert judgment in an
iterative process that involves anonymity and opportunity to reflect on and
respond to other experts’ opinions. Traditionally, questionnaires are mailed to
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a group of expert panelists, soliciting their opinion on a topic of interest.
Researchers then synthesize the results and distribute them to the panelists in
additional waves for reflection and comment. In the present study, the iterative
steps used both quantitative and qualitative methods. The present study differed
from traditional mail Delphi surveys in that we conducted the process elec-
tronically through e-mail and multiple web-based surveys.

The Delphi methodology appears to be a good fit with the purposes of this
study since prevention professionals are only just beginning to consider gender
differences in prevention programming [10]. The Delphi methodology allowed
us to examine whether a consensus is, in fact, emerging among knowledgeable
professionals. We were particularly interested to see if our panelists’ opinions
were consistent with the emerging theoretical and empirical literatures on the
differential risk factors for adolescent females.

Panelist Selection and Procedures

It is essential that Delphi panelists be knowledgeable about the subject under
study. Individuals meeting any one of the following criteria were invited initially
to participate in this study: a) have at least one article (any authorship) in a
PSYCHINFO search using the keywords “youth or adolescent and smoking
prevention,” in the past five years, and at least five articles related to youth
tobacco smoking issues (any authorship) in their career; or b) be nominated by
one of the initial panelists in the study (each panelist was asked to nominate up
to three potential panelists).

Once the names of potential panelists meeting any of the above two criteria
were identified, those whose e-mail addresses could be located through the
Internet were contacted (n = 52). In order to be eligible for final inclusion in the
study, selected individuals were asked to indicate whether they had completed at
least three of the following seven criteria: 1) published two journal articles/book
chapters, or one book on substance abuse prevention; 2) been awarded a national
grant within the past five years in the area of adolescent substance abuse pre-
vention; 3) taught at least one course on substance abuse prevention; 4) had
at least five years of experience in the field of substance abuse prevention;
5) conducted one or more state, regional, or national conference presentations on
substance abuse prevention; 6) developed substance abuse prevention program-
ming for adolescents; and 7) provided substance abuse prevention programming
for adolescents.

An e-mail soliciting potential involvement and supplying a link to the online
survey was sent to the 52 potential panelists. Three professionals declined to take
the questionnaire at this point. The rest (n = 49) read the selection criteria at the
beginning of the survey to determine whether they met three of the above criteria.
After two weeks, a reminder e-mail was sent to the potential panelists who had
not responded. Fourteen professionals agreed that they met at least three of the
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seven final criteria and followed through by completing the initial questionnaire,
thus constituting our initial panel of 14 experts.'

Delphi | Questionnaire (DQI)

On the first survey, panelists were asked to respond to seven open-ended
questions and, if they wished, explain or reflect on their responses in spaces
provided below each question. The questions were:

1. In what ways do you believe that tobacco prevention programs should be
different for adolescent girls versus adolescent boys?

2. What tobacco prevention interventions will be most effective for adolescent
girls?

3. What information do you believe is the most important to include in a model
tobacco prevention program for adolescent girls?

4. What educational techniques would you suggest to increase the adolescent
girls’ perceptions of the usefulness of the information in the prevention
program?

5. What do you believe is the ideal format for a tobacco prevention program
for adolescent girls?

6. What readings, audio, or video materials would you recommend to be part
of a model prevention program for adolescent girls?

7. What readings, audio, or video materials would you recommend for profes-
sionals working in the area of adolescent smoking prevention?

Few respondents answered questions 6 and 7, so they were excluded from the
second Delphi questionnaire.

Delphi Questionnaire 1l (DQII)

DQII consisted of 29 statements compiled from the responses on the first Delphi
questionnaire. Each item had a 5-point Likert-type scale (1 = Strongly Disagree,
2 = Disagree, 3 = No Opinion, 4 = Agree, 5 = Strongly Agree). Two members of
the research team eliminated redundancy in the original responses and achieved
consensus in grouping the large amount of data into the following two main
categories:

1. In what ways do you believe that tobacco prevention programs should be
different for adolescent girls versus adolescent boys?

"This is not an unreasonable number of participants for the Delphi method. Seven experts
participated in one of the first Delphi surveys which examined experts’ opinions regarding the
capability of American nuclear bombs to blow up selected Russian cities. The goal of Delphi research
is to explore consensus of experts, not opinions of random samples of practitioners. Since the Delphi is
a selective polling device and not a random survey, its purpose was met through the selection of the
final 14 panelists.
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2. What tobacco prevention interventions, techniques, information, and/or
formats (not mentioned above) would you recommend for adolescent
females?

The second question had a subcategory in which respondents rated three
specific programs mentioned by panelists in the first Delphi questionnaire. Every
effort was made to retain the original language used by the panelists. Each
statement contained a hyperlink that allowed a panelist to see the explanation(s)
given (if any) on DQI for any of the 29 items in DQII (see Appendix A).

Items that received a median of four and standard deviation of one were
included in the final profile of components of a model smoking prevention
program for adolescent females. The mean and standard deviation are set at
these levels to ensure that the items meeting these criteria are those items judged
to be most important by the panelists. A median score of four and above indicates
that most respondents rated that item as agree or strongly agree. A standard
deviation of one indicates a high degree of consensus among the panelists as to
the inclusion of a response.

Panelists received an initial e-mail inviting them to complete DQII and two
reminder e-mails, each one week apart. These procedures are consistent with those
that Dillman and his colleagues [28, 29] suggest for Internet surveys. Thirteen of
the 14 panelists completed DQII, for a 93% response rate. We contacted three of
the respondents by telephone (who identified in DQII their openness to being
interviewed) for follow-up qualitative interviews to better understand the thinking
behind the panelists’ ratings.

RESULTS

The final profile of all items agreed upon by the panelists (combining answers
to questions one and two above) is included in Table 1 along with the means and
standard deviations of each item.

Table 2 includes the marginal items, the means for which were between 3.5
and 3.99. None of the marginal items were rated as highly as those in the final
profile (Table 1).

Finally, Table 3 includes the lowest rated items, those with means less than
3.49 and/or standard deviations greater than 1.

DISCUSSION

An emerging literature points to certain differential risk factors for tobacco use
among boys and girls [10]. For example, girls are more concerned about weight
loss [13], and substance abuse has been predicted more highly for girls (than boys)
who are depressed [22], anxious [21], or have a poor self-concept [12]. It seems
reasonable to plan differential prevention interventions around these different



300 / DAVIS ETAL.

Table 1. Items Meeting Criteria for Final Profile

Standard
Responses Mean? deviation®
Interactive teaching methods? 4.69 0.48
Weight control skills® 4.23 0.93
Media campaigns® 415 0.38
Involvement of parents? 4.15 0.55
Policy activities? 415 0.69
Involve adolescents in curriculum development? 4.15 0.99
Address policies that will reduce tobacco use? 415 0.55
Project “Towards No Tobacco Use” (TNT) 4.00 0.58
Project “Stay Healthy—Oppose Using Tobacco” (SHOUT)  4.00 0.60

ZInclusion criteria for the final profile are a mean of 4 or above and a standard deviation
of 1 or less.

bResponses to the question, “What tobacco prevention interventions, techniques,
information, and/or formats (not mentioned above) would you recommend for adolescent
females?”

°Responses to the question, “In what ways do you believe tobacco prevention programs
should be different for adolescent girls versus adolescent boys?”

vulnerabilities. While few intervention studies have examined effectiveness of
substance abuse programs by gender, about one-third of those have found that
boys and girls do, in fact, respond differently to certain prevention interven-
tions [10].

In this study, we wanted to see what a panel of substance abuse professionals
would suggest as smoking prevention interventions most suited for female teens,
and to what degree their recommendations would be consistent with the current
(albeit emerging) literature.

Our findings were mixed. On the one hand, some of the items that made up the
final profile (see Table 1) appear to be consistent with the literature. Specifically,
previous research seems to suggest that involving parents in programming might
be more effective for girls than boys [30, 31]. For example, O’Donnell, Hawkins,
Catalano, Abbott, and Day employed parent training in concert with a social
development intervention in grades 1 and 6 [32]. They found that girls lowered
their tobacco use, but boys did not.

Additionally, our panelists were in agreement with the literature related to
weight control issues and female adolescent smoking. Significantly more females
than males begin smoking because they believe it helps them to be thin [19].



FEMALE ADOLESCENT SMOKING / 301

Table 2. Marginal ltems

Standard
Responses Mean? deviation®
Use Hollywood movies to show how industry targets 3.92 0.49

young women?

Different social resistance strategies® 3.85 0.90
School health programs? 3.85 0.99
Social simulations? 3.83 0.39
Social situations® 3.69 0.85
Group joining skills® 3.62 0.87
Effects of secondhand smoke® 3.62 0.77
Share scientific results? 3.54 0.88

ZInclusion criteria for marginal items are a mean of 3.5-3.99 and a standard deviation of
1 orless.

Responses to the question, “What tobacco prevention interventions, techniques,
information, and/or formats (not mentioned above) would you recommend for adolescent
females?”

°Responses to the question, “In what ways do you believe tobacco prevention programs
should be different for adolescent girls versus adolescent boys?”

Furthermore, prospective research suggests that female adolescents who diet and
are more concerned about their weight initiate smoking at a higher rate than their
non-dieting peers [15, 33]. Our panelists and the research seem to agree that a
smoking prevention program aimed at adolescent females would likely benefit
from a focus on teaching alternative weight control methods.

Similarly, “media campaigns” was included in the final profile. A media
campaign focusing on issues important to female adolescents (e.g., relationships,
appearance, weight loss, attractiveness to the opposite sex) might be quite
different from one targeting teen boys. There also appears to be some support for
this in the literature [34, 35].

Other items making the final profile appear to be important for both adolescent
females and males. Interactive teaching methods, for example, are fundamental
features of successful prevention programs, regardless of the gender of the
participant [36, 37]. Also, intuitively it would appear that involving youth in
policy activities and curriculum development would be equally relevant for boys
and girls. Similarly, while it is hard to deny the importance of addressing policies
that will reduce tobacco use, it is not clear how policy development would be
more salient for females than males. It appears, then, that at least some of the
items in the final profile were rated highly because they were important but (it
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Table 3. ltems Not Included in the Final Profile

Standard
Responses Mean? deviation®
Social consequences® 3.46 1.05
Social format? 3.38 1.04
Stress/mood management® 3.38 1.04
Life Skills Training® 3.38 0.65
Public commitments? 3.33 0.89
Developmental level® 3.17 0.83
Testimonials of former female smokers? 3.15 1.21
Normative interventions® 3.08 0.86
Self-esteem building® 2.92 1.32
Social aspirations® 2.85 1.07
Attachment to parents® 2.75 1.22
Don't tailor programming to gender® 2.46 1.13

Zltems not included in the final profile have a mean of less than 3.49 and/or a standard
deviation greater than 1.

Responses to the question, “What tobacco prevention interventions, techniques,
information, and/or formats (not mentioned above) would you recommend for adolescent
females?”

°Responses to the question, “In what ways do you believe tobacco prevention programs
should be different for adolescent girls versus adolescent boys?”

seems) not necessarily differentially more important for girls than boys. (All of the
participants with whom we held follow-up interviews made this observation).

An examination of the marginal items is also instructive, since such items
reflect the apparent ambivalence among panelists to identify certain common
prevention strategies as differentially more appropriate for girls. For example, few
would object to the programmatic importance of group-joining skills, teaching
about the effects of second-hand smoke, or social resistance strategies. However,
the relatively lower ratings of these items appear to reflect the ambivalence among
panelists to identify such common prevention strategies as differentially salient
for girls. While it may be useful to share scientific results or to discuss the
manipulative nature of Hollywood movies (items in the marginal profile; see
Table 2), there does not appear to be a clear rationale at this time for these
interventions being more appropriate for one sex over the other.

Similarly, some of the items rated lowest (Table 3) appear to be rated lower
because of the lack of data and/or compelling rationale (at least in the minds of the
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panelists) for a gender specific effect. Different training backgrounds, current
employment settings, and varying degrees of familiarity with specific bodies of
research may also have contributed to the wide variation in responses to items in
Table 3. The higher standard deviations for these items, however, suggest a higher
level of disagreement among the panelists. For example, one of the panelists who
we later interviewed stated that she was surprised that attachment to parents was
not rated higher, given the previous research that the degree of attachment
(relationship influence) to parents predicts substance abuse better for girls than
boys [38, 39]. She believed that the differences among participants had to do
with the multiple referents to the word “attachment,” which is a word that
has a very specific meaning to someone with her particular background. In her
case, she thought of the cohesion literature that consistently indicates that lower
levels of family cohesion predict greater substance use [40-42]. However, not all
participants may have been sure about whether this finding varied by gender,
or they may not have been familiar with that literature.

Some of the findings in Table 3 have research support as being differentially
more important for girls than boys. For example, Sarigiani et al. found that girls
were much more likely than boys to smoke because it helped to relieve stress [19].
Other researchers have found similar links between female adolescent smoking
and mood management [5]. Despite these findings, “stress/mood management”
was listed in Table 3. The dissonance between panelist responses and the data may
suggest that smoking prevention researchers are unfamiliar with the link between
smoking and mood regulation. If so, stress or mood management techniques are a
neglected aspect of the female adolescent experience that, if addressed in smoking
prevention programs, may further buttress females against smoking.

Just because an item was listed on Table 3 does not mean that it is not
differentially more important for girls than boys. Instead, it may reflect lack
of research, differing opinions of the existing research, or differing levels of
familiarity with the data. In the final analysis, many of the Table 3 items (items
not included in the final profile) beg to be examined empirically. For example,
are certain public commitments, social formats, and normative interventions
more effective for adolescent girls than boys? Without a compelling body of
literature to support a particular intervention, it is not surprising that some were
rated relatively low.

We can learn from items where there is great disagreement (i.e., items with a
standard deviation greater than 1). The item with the greatest disagreement was
self-esteem building. In one of our follow-up interviews we asked a panelist why
she had rated this item highly and some others had rated it much lower. She said,
“There’s quite a bit of evidence that adolescent girls have lower self-esteem than
adolescent boys...[that’s probably why I rated it the way I did] . . . but [I have
to admit that] there’s not real strong evidence that it has differential strength as a
predictor for boys and girls.” She also mentioned the controversial nature of
self-esteem building in the adolescent substance abuse prevention field.
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The prevention field is fairly mixed about the extent to which self esteem
should be an element of prevention programs. [Some] people intuitively think
that kids’ self esteem should be built up, and practitioners you talk to always
emphasize that. However, most of the prevention studies that have been done
have found that it’s hard to change self esteem in a prevention program. It’s
not often a mediating variable that has anything to do with a program’s
[success] or failure.

A different respondent indicated that the decision to include self-esteem as a
component of smoking prevention programs was usually based more on a desire to
be “politically correct” than on solid research evidence.

Another surprise in our findings was that Life Skills Training, a popular, well-
researched prevention program [43], was not rated high enough to be placed in
the final profile. According to two of our panelists (in follow-up interviews),
this could be because Life Skills Training is not as exclusively focused on
smoking as the two other nominated programs (“Stay Healthy—Oppose Using
Tobacco” [SHOUT] and “Project Towards No Tobacco Use” [TNT]), or because,
while effective, there is little data to support Life Skills Training as differen-
tially effective for girls.

Regardless of our mixed results, most panelists appeared to be sensitive to and
appreciative of the differential risk factors of girls and boys. One stated:

Maybe as researchers we’re now acting in terms of gut-level for gender,
like we know from the gender literature what’s . . . different in kinds of
growth in boys and their learning strategies . . . but . . . it’s hard enough
to get good evaluation on prevention (generally) let alone to have gotten
specific enough to know really what works better for boys and girls . . . so it
wouldn’t surprise me that we are all over the place on gender. . . .

There were differences among our panelists regarding whether it is a good idea
to move toward gender-specific smoking prevention interventions. One panelist
told us, “It’s not clear that teaching methods should differ by gender. . . .
If you teach refusal assertion training it’s possible that boys may have different
responses than girls have . . . but that’s something that you would incorporate into
a program that operates across genders.” Another panelist disagreed. She said:

We are at a point in the field where we need to start trying some new models
and we need innovation. . . . I think there’s enough evidence that a gender
specific approach might really work and might be a lot better for girls,
and frankly for boys. So, for this reason, I think it would be really good to
look” (more closely at gender-specific approaches).

The results of our study seem to indicate that curricula could be developed with
essential core components of prevention programs already established in the
literature (many of which are mentioned in Table 1 and discussed earlier), and
sections could be added for a female audience. Content of these additional sections
could include alternative methods of weight control, involvement of parents, and
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building media campaigns around issues important to females (e.g., relationships,
appearance, and weight loss). Though experts did not agree on these items,
the research suggests that focusing on improving an adolescent girl’s cohesion
with her parents [40-42] and teaching stress and/or mood management [5, 19]
may also be more effective for girls than boys.

LIMITATIONS

Our panelists had very diverse backgrounds. For example, some panelists were
housed in medical schools, some in psychology departments, some in private
research organizations, and others in smaller community colleges. Additionally,
though all panelists had expertise in smoking cessation, diverse training
backgrounds led to different ways of looking at smoking cessation. For example,
some panelists were trained to look at family and societal influences on smoking,
while others were trained to look at the way public policy affects smoking. As a
result, each person contributed something unique to the discussion. While this
could be seen as a benefit, it may also explain some of the disparate research
findings reported. For example, some items in Tables 2 and 3 have been shown
to be important for smoking prevention with females. Disagreement on some of
these items may reflect differing degrees of familiarity with the specific subject
more than actual lack of expert consensus.

CONCLUSION

While this study provides an initial sense of what experts think about gender-
specific approaches to smoking prevention, in the final analysis questions of
whether gender-specific prevention approaches are effective or not will be
determined empirically. This line of inquiry has already begun. The present study
underlines the ambivalence that appears to exist among prevention profes-
sionals regarding gender-specific approaches to adolescent smoking prevention.
Our findings (and most of our participants) call for more research to examine
gender-specific smoking prevention programming. Clearly, there is much to learn.

APPENDIX A
Explanations for Iltems on Delphi Questionnaire Il

On Delphi Questionnaire I, when panelists were asked to provide items under
each of the initial questions, they were also asked to provide explanations or
comments if they wished. Each of the explanations or comments in Appendix A
below was made available to panelists in Delphi Questionnaire II through a link. If
an explanation or comment is not given in Appendix A for an item in Tables 1, 2,
or 3, that is because no panelist provided one.
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In what ways do you believe that tobacco prevention programs should be
different for adolescent girls versus adolescent boys?

1.

Social situations: Boys and girls both generally start experimenting
with tobacco about the same age, but rarely in mixed sex situations. The
situations that promote smoking among boys are often sports or adventure
related. Situations that promote smoking among girls are often more
social in nature.

Social consequences: Interventions for girls should focus more on the
social stigma of smoking. For example, the messages like “smoking is not
sexy” and “smoking is not cool” are more important for girls than boys.

. Social format: Boys are more responsive to didactic presentations and

games. Girls appear to do better with peer-led groups and discussions of
the social environment, ways to manage their social lives, etc.

Social aspirations: Girls and boys have different future aspirations—
sad but true. Boys are more interested in science and technical careers.
Girls are more interested in careers that involve working with people.

Different social resistance strategies: The way youth resist smoking
differs by gender.

Group joining skills: Social isolates are at an increased risk for
smoking. How boys and girls get integrated into social groups is
very different. In fact, the same qualities that help boys integrate
(toughness) are the very qualities that keep girls from being accepted
within same sex groups. We need to focus on gender-specific joining
skills.

Weight control skills: Girls are much more likely to be worried about
their weight than boys, and this may be more of a reason for girls
to begin smoking. The programs focused on preventing smoking for
teen girls should emphasize more ways to maintain weight without
smoking.

Developmental level: Boys and girls of the same age are at different
developmental levels. For example, because girls are physically mature
before boys, they often initiate dating with older boys or simply “hang
out” with the older boys cohort. Prevention efforts for boys and girls of
the same age, then, would naturally focus on issues that are important
for each at their particular developmental levels.



10.
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. Self-esteem building: Self-esteem building is more important for girls

than boys.

Stress/mood management: Programs for girls should focus more on
coping with stress without smoking. Specific substitute behaviors could
include physical activity, self-monitoring activities, and school success.

Attachment to parents: In programs for girls, it is important to focus
more on their attachment to their parents.

Don’t tailor programming interventions to gender: While conceptually
you can make a case for differential interventions for boys and girls, in
practice results are consistent across genders. I have found no gender
effects in my work and don’t believe that it is necessary for programming
to be different for boys and girls.

What tobacco prevention interventions, techniques, information, and/or
formats (not mentioned above) would you recommend for adolescent
females?

13.

14.

15.

16.

17.

Media campaigns: A good media campaign, for example, could focus on
modeling successful girls avoiding smoking. One mass media campaign
emphasizing social consequences of cigarette smoking had greater impact
on adolescent girls than boys. (See Health Education Quarterly, 1996;
23:453-468.)

Testimonials of former female smokers: Testimonials where a former
smoker talks about how he or she has a short time to live and the former
smoker implores the audience not to smoke.

Social simulations: Very attractive to adolescent girls.

Involvement of parents: Research shows involvement with substances
is greater with lower school performance, less parental involvement/
monitoring/ cohesiveness. Also, the earlier you begin to get families to
change their patterns, the more effective the smoking prevention program
will be.

Policy activities: Get kids to write letters to the editor or try to influence
policymakers regarding a local smoking issue (e.g., getting a public
arena to go smoke free). Getting kids involved at this level is likely to
make the educational messages more compelling.
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18. Interactive teaching methods: Programs should use small group
discussions and brainstorming, larger class discussion, games (e.g., talk
shows), panel discussions, modeling (demonstrations of skills), and role-

playing.

19. Involve adolescents in developing the prevention curriculum: This
helps make the information accessible, attractive, interesting, and useful
to the target population (i.e., teenage girls).

20. Share scientific results: If you want them to find the information useful,
scientific results should be most important.

21. Use Hollywood movies to show how the industry targets young women:
Have them watch a Hollywood movie showing smoking and pick apart
what the industry is trying to say with such scenes.

22. Address policies that will reduce tobacco use: Change policies about
smoking at the family, school, and community levels. Increase tobacco
taxes.

Specific Programs

23. Life Skills Training: Supported by research of Botvin and others.

ACKNOWLEDGMENTS

The authors would like to acknowledge our panelists, who include William B.
Hansen, Cheryl Perry, C. Anderson Johnson, Colleen Pilgrim, Steven Sussman,
Luanne Rohrbach, plus eight panelists who wished to remain anonymous.

REFERENCES

1. U.S. Department of Health and Human Services, Young Women and Smoking,
retrieved June 25, 2003, from http://www.inwat.org/young.htm.

2. L. D. Johnston, P. M. O’Malley, and J. C. Bachman, Monitoring the Future National
Survey Results on Drug Use, 1975-2001, Volume 1: Secondary School Students, NIH
Publication No. 02-5106, National Institute on Drug Abuse, Bethesda, Maryland,
2002.

3. Center for Disease Control and Prevention, Youth Risk Behavior Surveillance—United
States, 2001, retrieved June 25, 2003, from
http://www.cdc.gov/mmwr/preview/mmwrhtml/ss5104al.htm.

4. H. Amaro, S. M. Blake, P. M. Schwartz, and L. J. Flinchbaugh, Developing Theory-
Based Substance Abuse Prevention Programs for Young Adolescent Girls, Journal
of Early Adolescence, 21, pp. 256-293, 2001.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

FEMALE ADOLESCENT SMOKING / 309

. National Center for Addiction and Substance Abuse (CASA), Young Women and

Smoking, Retrieved June 25, 2003, from http://www.inwat.org/young.htm.

. L. Chassin, C. Presson, S. Sherman, and D. Edwards, The Natural History of Cigarette

Smoking and Young Adult Social Roles, Journal of Health and Social Behavior,
33, pp. 328-347, 1992.

. A.D.Farrell and K. S. White, Peer Influence and Drug Use Among Urban Adolescents:

Family Structure and Parent-Adolescent Relationship as Protective Factors, Journal
of Consulting and Clinical Psychology, 66, pp. 248-258, 1998.

. B. R. Flay, D. Phil, F. Hu, and J. Richardson, Psychosocial Predictors of Different

Stages of Cigarette Smoking Among High School Students, Preventive Medicine,
27, pp. A9-A18, 1998.

. K. W. Griffin, G. J. Botvin, M. M. Doyle, T. Diaz, and J. A. Epstein, A Six-Year

Follow-up Study of Determinants of Heavy Cigarette Smoking among High-School
Seniors, Journal of Behavioral Medicine, 22, pp. 271-284, 1999.

S. Blake, H. Amaro, P. Schwartz, and L. Flinchbaugh, A Review of Substance Abuse
Prevention Interventions for Adolescent Girls, Journal of Early Adolescence, 21,
pp. 294-324, 2001.

L. J. Crockett and A. C. Petersen, Adolescent Development: Health Risks and Oppor-
tunities for Health Promotion, in Promoting the Health of Adolescents, S. G. Millstein,
A. C. Petersen, and G. G. O. Nightingale (eds.), Oxford University Press, New York,
1993.

R. L. Crump, M. Lillie-Blanton, and J. C. Anthony, The Influence of Self-Esteem
on Smoking Among African-American School Children, Journal of Drug Education,
27, pp. 277-291, 1997.

D. Camp, R. Klesges, and G. Relyea, The Relationship Between Body Weight
Concerns and Adolescent Smoking, Health Psychology, 12, pp. 24-32, 1993.

S. A. French and C. L. Perry, Smoking among Adolescent Girls: Prevalence and
Etiology, Journal of the American Medical Women's Association, 51, pp. 25-28, 1996.
S. A. French, C. L. Perry, G. R. Leon, and J. A. Fulkerson, Weight Concerns, Dieting
Behavior, and Smoking Initiation among Adolescents: A Prospective Study, American
Journal of Public Health, 84, pp. 1818-1820, 1994.

K. M. Thompson, S. A. Wonderlich, R. D. Crosby, and J. E. Mitchell, The Neglected
Link between Eating Disturbances and Aggressive Behavior in Girls, Journal of
the American Academy of Child & Adolescent Psychiatry, 38, pp. 1277-1284, 1999.
W. D. Watts and A. M. Ellis, Sexual Abuse and Drinking and Drug Use: Implications
for Prevention, Journal of Drug Education, 23, pp. 183-200, 1993.

P. M. Cole and F. W. Putnam, Effects of Incest on Self and Social Functioning: A
Developmental Psychopathology Perspective, Journal of Consulting and Clinical
Psychology, 60, pp. 174-184, 1992.

P. A. Sarigiani, L. Ryan, and A. C. Petersen, Prevention of High-Risk Behaviors in
Adolescent Women, Journal of Adolescent Health, 25, pp. 109-119, 1999.

J. M. Tschann, N. E. Adler, C. E. Irwin, S. G. Millstein, R. A. Turner, and S. M.
Kegeles, Initiation of Substance Use in Early Adolescence: The Roles of Pubertal
Timing and Emotional Distress, Health Psychology, 13, pp. 326-333, 1994.

P. Rohde, P. M. Lewinsohn, and M. S. Seeley, Psychiatric Comorbidity with Prob-
lematic Alcohol Use in High School Students, Journal of American Academic Child
Adolescent Psychiatry, 35, pp. 101-109, 1996.



310 / DAVIS ET AL.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

D. B. Kandel and M. Davies, Epidemiology of Depressive Mood in Adolescents:
An Empirical Study, Archives of General Psychiatry, 39, pp. 1205-1212, 1982.

H. Amaro and B. Zuckerman, Patterns and Prevalence of Drug Use among Adolescent
Mothers, in Contraception, Pregnancy, and Parenting. Advances in Adolescent Mental
Health, A. R. Stiffman and R. A. Feldman (eds.), Taylor and Francis, Philadelphia,
1990.

D. Barrett, Girls Get Addicted Quickly, Retrieved June 25, 2003 from
http://www.cbsnews.com/stories/2003/02/05/health/main539461.shtml.

N. Dalkey, D. Rourke, R. Lewis, and D. Snyder, Studies in Quality of Life: Delphi
and Decision Making, Lexington Books, Lexington, Massachusets, 1972.

N. P. Uhl, Using the Delphi Technique in Institutional Planning, in New Directions for
Institutional Research, No. 37: Using Research for Strategic Planning, N. P. Uhl (ed.),
Jossey-Bass, San Francisco, 1983.

L. Stone-Fish and D. Busby, The Delphi Method, in Research in Family Therapy. A
Book of Methods, D. H. Sprenkle and S. Moon (eds.), Guilford Press, New York, 1996.
D. Dillman, R. D. Tortora, and D. Bowker, Principles for Constructing Web Surveys,
SESRC Technical Report, Pullman, Washington, 1998.

D. Schaefer and D. Dillman, Development of a Standard E-mail Methodology: Results
of an Experiment, Public Opinion Quarterly, 62, pp. 378-397, 1998.

K. L. Kumpfer, V. Molgaard, and R. Spoth, The Strengthening Families Program for
the Prevention of Delinquency and Drug Use, in Preventing Childhood Problems,
Substance Abuse, and Delinquency, R. Peters and R. McMaon (eds.), Sage, Thousand
Oaks, California, 1996.

M. P. Marshal and L. Chassin, Peer Influence on Adolescent Alcohol Use: The
Moderating Role of Parental Support and Discipline, Applied Developmental Science,
4, pp. 80-88, 2000.

J. O’Donnell, J. D. Hawkins, R. F. Catalano, R. D. Abbott, and E. Day, Preventing
School Failure, Drug Use, and Delinquency among Low-Income Children: Long-Term
Intervention in Elementary Schools, American Journal of Orthopsychiatry, 65,
pp. 87-100, 1995.

S. A. French and R. W. Jeffery, Weight Concerns and Smoking: A Literature Review,
Annals of Behavioral Medicine, 17, pp. 234-244, 1995.

J. L. Fried, Women and Young Girls: High-Risk Populations for Tobacco Use, Health
Values, 18, pp. 33-40, 1994.

J. P. Pierce, L. Lee, and E. A. Gilpin, Smoking Initiation by Adolescent Girls,
1944-1988: An Association with Targeted Advertising, Journal of the American
Medical Association, 271, pp. 606-611, 1994.

N. S. Tobler and H. Stratton, Effectiveness of School-Based Drug Prevention
Programs: A Meta-Analysis of the Research, Journal of Primary Prevention, 18,
pp. 71-128, 1997.

P. Cuijpers, Effective Ingredients of School-Based Drug Prevention Programs:
A Systemic Review, Addictive Behaviors, 27, pp. 1009-1023, 2002.

J. Block, J. H. Block, and S. Keys, Longitudinal Foretelling Drug Usage in Adoles-
cence: Early Childhood Personality and Environmental Precursors, Child Develop-
ment, 59, pp. 336-355, 1988.

D. B. Kandel, On Processes of Peer Influences in Adolescent Drug Use: A Develop-
mental Perspective, Advances in Alcohol and Substance Abuse, 4, pp. 139-163, 1985.



FEMALE ADOLESCENT SMOKING / 311

40. D. V. Ary, T. E. Duncan, S. C. Duncan, and H. Hops, Adolescent Problem Behavior:
The Influence of Parents and Peers, Behavior Research and Therapy, 37, pp. 217-230,
1999.

41. G. M. Barnes and M. P. Farrell, Parental Support and Control as Predictors of
Adolescent Drinking, Delinquency, and Related Problem Behaviors, Journal of
Marriage and the Family, 54, pp. 763-776, 1992.

42. D. A. Cohen, J. Richardson, and L. LaBree, Parenting Behaviors and the Onset of
Smoking and Alcohol Use: A Longitudinal Study, Pediatrics, 94, pp. 368-375, 1994.

43. G. J. Botvin, E. Baker, A. D. Filazzola, and E. M. Botvin, A Cognitive Behavioral
Approach to Substance Abuse Prevention: One-Year Follow-Up, Addictive Behaviors,
15, pp. 47-63, 1990.

Direct reprint requests to:

Sean D. Davis, M.S.

Marriage and Family Therapy Program

Virginia Polytechnic Institute and State University
366 Wallace Hall

Blacksburg, VA 24061-0416

e-mail: sedavisl@vt.edu




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


