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EXECUTIVE SUMMARY

Tobacco smoke is a serious global public health problem, particularly, among today’s youth.
In Thailand, youth smoking prevalence is high notably among the male youth and the last
survey conducted in 1999 by the National Statistical Office (NSO) indicated a prevalence of
12.4% for male and 0.02% for female, among the 15 to 19 age group. It is realized that
tobacco companies aim to replace their declining markets in Western countries by targeting
young people of Asian countries. Many public health experts have pointed out that youth
smoking rates rose as a result of aggressive marketing by the transnational tobacco companies
and Thailand is no exception.

This study assessed the smoking pattern among Thailand’s secondary and vocational school
children. It also examined factors that may attribute to their smoking behavior. Over thirteen
thousand students who enrolled in secondary and vocational schools in the four regions of
Thailand and Bangkok, with the age range between 12 and 19, voluntarily participated in the
study. Confidentiality was reassured and consent was obtained from the participants and their
guardians.

The results indicated that the prevalence of smoking among secondary and vocational school
children aged 12 to 19 years was 6.8% (95% CI 6.4, 7.3). The last survey conducted in 1999
by the NSO reported a rate of 6.3% among individual ages 15 to 19 years. In comparison to
the same age group in this study, the prevalence rate was more than two times higher at a rate
of 15.6%. The prevalence rates increased in both male and female. The prevalence of
smoking was still much higher in male students compared to female students (13.8% vs.
0.7%). However, female students showed a much larger increase. As shown in Table E1, the
gap between rates of smoking between male and female was much smaller in Bangkok than
other regions, where in Bangkok, the prevalence of male smokers, 5.9%, was 3 times that of
the female smokers, 2.1%, while in other regions, it was approximately 26 times higher. The
high prevalence together with a more rapid increase among female students in Bangkok is a
significant public health concern.

Table E1: Prevalence rates of smoking

N =13511 Male (873) Female (50) Total
Character (Number) % 95% CI (Number) % 95% CI (Number) % 95% ClI
Location

Urban (2688) 12 10, 13 (2693) 1.1 07, 15 (5381) 64 57, 7.0

Rural (3633) 15 14, 17 (4497) 04 03, 06 (8130) 7.1 6.6, 7.7
Region

Northern (1254) 14 12, 15 (1292) 0.9 04, 15 (2546) 7.2 6.2, 82

Northeastern  (2244) 18 17, 20 (2724) 05 0.2, 07 (4898) 86 7.8, 94

Southern (722) 15 12, 18 (970) 03 -0.04, 0.7 (1692) 66 54, 7.7

Central (1236) 11 8.8, 12 (1471) 05 01, 08 (2707) 51 4.2, 59

Bangkok (865) 5.9 43, 75  (733) 21 10, 31 (1598) 41 32, 51
Type of school

Secondary (6171) 11 9.8, 11 (6267) 06 04, 038 (11438) 51 4.7, 55

16.

Vocational (1150) 28 26, 31 (923) 13 06, 20 (2073) O 15, 18




The smoking prevalence among vocational school students was higher (16.0%) compared
with secondary school students (5.1%). It appeared that students in rural had the highest
rates, as were students in Northeastern province.

With regards to knowledge, although smokers acknowledged the harmful effects of smoking
as do the non-smokers, they possessed more favorable attitude toward smoking and believed
that peer can influence their smoking behavior. Smokers also had less self-esteem compared
to non-smokers. Evaluation of tobacco advertising demonstrated that the school students
received free cigarettes or products with cigarette brand name. In addition, more than half of
the smokers also reported that advertisement at point of sales existed.

The present study confirmed the evidence of several determinants of smoking among youth.
Factors that influence students to smoke included age, sex, family problem, performance in
school and smoking status among friends, teachers, parents and family members. With the
adjustment to covariance in the computation made, it was found out that one-year increase in
age was associated with 1.47 time odds of smoking . Vocational students were 1.8 times to
be current smokers compared to secondary school students. Students with good performance
in school (GPA [grade point average] >= 2) were less likely to smoke compared to those with
GPA<2, (OR= 0.29). Male students were 16.6 times more likely to smoke compared to
female students.

This study observed that students’ perception of either smoking among closed friend,
teachers, or other family members had substantially strong effect on their smoking behavior.
In addition, adolescent smokers also possessed positive attitude towards smoking as a symbol
of manhood and adulthood, which may have contributed to their continual smoking habits.
These results were consistent with several previous studies including a study in Argentina
(Morello et al., 1997) reporting that current smoking in high school students was associated
with having a best friend who smokes, having positive attitudes and beliefs towards smoking
and having a positive intention to smoke within the next year. A study in Chiangmai
(Suwanteerangkul, 2000) also reported that family conflict, poor school performance, and
having a smoking friend were positively associated with smoking.

Although current smoker youths were even more aware of the harmful effects in smoking
better than non-smokers, they still did not quit smoking. The reason of their having
knowledge could be due to the anti-tobacco messages that addressed the dangerous effects of
smoking, but the campaign program might be insufficient or ineffective to either deter them
from smoking or to quit smoking. Perhaps, the tobacco industry succeeded in some degree on
targeting the young adults, as the rates of smoking increased in both sexes in school students.

More than half of the students reported that they encounter some form of tobacco advertising
such as point of sale ads and distribution of free products with tobacco brand name. There
was vast evidence indicated that cigarette advertising played a significant role in influencing
the perceptions, attitudes, and smoking behavior of youth (Pollay, 1993). Advertising was
one of the measures that tobacco companies have used to reach the adolescents in order to
create positive image of tobacco use. Exposure to tobacco advertisements, particularly for
young people, can become strong reinforcement for a decision to start smoking or keep
smoking (Lopez et al., 2004; Braverman et.al, 2004; Villani, 2001).

Although more than half of the smokers expressed their intention to quit smoking (66.7% in
male and 60% in female), about two-thirds of the smokers failed to quit. This might indicate
that the mechanism for supporting students to quit smoke may not be sufficiently in place and
should be established.




Strengthening of tobacco control strategies focusing on school students must be implemented
in Thailand. The important determinants including personal factors, socioeconomic status
and accessibility to tobacco are needed to be closely monitored and intervened. The influence
of smoking by family members, teachers and peers must be seriously taken into account.
Parents, family members and teachers should be aware of the effects of their smoking.
Tendency toward smoking were found in youth with family conflict, family financial stress,
lack of communication and supervision from parents. Smoking was also present among
students with poor academic achievement and students in vocational school. Tobacco control
measures should be implemented targeting these vulnerable groups.

For measures related to tobacco accessibility, although the regulation banning smoking at
school exists, compliance and effectiveness of the measures have never been evaluated.
Communities and schools should be informed to strictly enforce the regulation. Legislation
such as prohibition of cigarette sale to youth aged <18 years should also be re-enforced.

It is a crucial time for tobacco control advocates and government to work together to prevent
further initiation of youth smoking. The prevention program should start early, such as,
provide teaching curriculum starting in kindergarten schools; school children will have better
understanding and awareness of the dangers of smoking at an early age. The most effective
prevention should involve the family, the school, and the community working together
towards building a healthier new generation who are Thailand’s most important treasure.




INTRODUCTION

Overwhelming evidence suggests that tobacco smoke kills and causes numerous diseases.
Three million people or roughly one person in every 10 seconds per year die from smoking
related illness worldwide. Of these, one million die in developing countries and two million
in the developed world. At the present trend, by 2030 the death toll will rise to approximately
10 million where the developing countries will increase at a faster rate to about seven million
as compare to about 3 million in the developed countries (WHO, Tobacco or Health; a global
status report, 1997).

Furthermore, numerous studies have concluded that tobacco smoke is the primary cause of
lung cancer. Although nonsmokers can get lung cancer, the risk is about 10 times greater for
smokers and is also increased by the number of cigarettes smoked per day (Netdoctor.co.uk,
2003). Second hand smoke is a real and significant threat to public health. Children are at
particular risk-exposure to tobacco smoke, which can cause respiratory diseases, middle ear
disease, asthma attacks, and sudden infant death syndrome (SIDS) (WHO, 2003).

It is well recognized that tobacco smoke is a serious public health problem, particularly,
among today’s youth. Many public health experts have pointed out that youth smoking rates
rose as a result of aggressive marketing by the transnational tobacco companies. It is also
realized that tobacco companies aim to replace their declining markets in Western countries
targeting the young people of Asian countries.

In Thailand, a study conducted by the National Statistics Office of Thailand (NSO) revealed
that in 1999 about 38.9% of Thai men smoked but the prevalence was much lower among
women (2.4%). Another study by the NSO revealed that among men aged over 30 years,
smoking rate has dropped from 70% in 1986 to 49% in 1999. Youth smoking rates remain
stable over the last decade and the 1996 survey indicated a slight increase with prevalence of
11.7% and 29% among the 15 to19 and 20 to 24 age groups, respectively (Sringernyuang,
1998). There are various studies conducted in Thailand about youth smoking as can be seen
elsewhere, however, the results may not be directly comparable since the study method or
aged group may differ.

It has been estimated that 60% of smokers started smoking between the ages of 15 and 19
years and 80% started before 20 years old (Supawongse, Buasai, & Tantigate, 1997). The
behavior of Thai youth may be similar to other cultures, in that, curiosity is a predominant
characteristic in smoking initiation in this age group. One study, conducted in a total of 1,338
Bangkok schools students aged 14 to 17 years, found an alarmingly high rate of
experimentation with nearly a third of the respondents having tried at least one puff of
cigarette. They tried the first few puffs at the age of 13-14 and by the age of 15, about 9.3%
of males and 0.7% of females had already become regular smokers (Goldberg, 1999).

Guans et. al pointed out that “Tobacco is not only toxic, but addictive and addiction most
commonly commences in childhood”. In Thailand, most of youth smokers (more than 90%)
wanted to quit smoking and two-thirds had tried to quit but failed. Therefore, the key is to
never start (Supawongse, 1996).

Smoking among youth poses an important threat to the future of Thailand. Past evidence
suggests that youth ages 15 to 19 are vulnerable to problems of tobacco smoke, in terms of,
predisposing to long-term addiction to adult tobacco smoke, high initiation rates, and the
targeted consumer by the tobacco industry. As Thailand becomes more industrialized and has
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gone through vast changes both socially and economically, this certainly have a profound
effect on many facets in the lives of Thai people, including the young population.

Efforts in assessing tobacco smoke situation, especially among the Thai youth must take place
on a continuous basis. The information obtained from the surveillance system serves as a
foundation for developing strategies to combat this important public health problem.
Although Thailand produces 40,500 million cigarettes and earns 0.03% of Thailand GDP
from tobacco production (World Bank, 2001), the Thai government has committed itself to
solving the problem of tobacco smoking.

Over the years, the Thai government has gradually increased taxes on cigarettes, with the
most recent increase in 2001 to 75% of the cigarettes’ retail price. Moreover, 2% of tobacco
and alcohol taxes or about 38 million $US are currently allocated to Thai Health Fund for
health promotion activities (Vateesatokij, 1997).

Therefore, this study serves to fill the information gap of tobacco smoking among the Thai
youth. The main goal was to identify the prevalence rates of smoking and factors related to
smoking among secondary and vocational school students in Thailand. It was expected that
the scientific knowledge gained in this study would be beneficial to the development,
implementation and evaluation of strategies that address this increasing public health threat to
the country.




STUDY OBJECTIVES AND MAJOR FINDINGS

General objective:

To identify the prevalence rate of active smoking among Secondary and Vocational school
students in Thailand.

Specific objectives:

1.

To determine the age distribution of Secondary and Vocational school students who
are smokers.

To identify the socioeconomic factors contributing to promote the active smoking
behavior among Secondary and VVocational school students.

To identify association of active smoking Secondary and Vocational school students
with the factors: knowledge, attitude and, belief.

Major findings

This study generated significant findings which will be useful in future development of
intervention programs and policies aimed at controlling tobacco use among Thailand youth
population. These major results included the following:

1.

The prevalence rates of tobacco use among Secondary and Vocational school students
aged 12 to 19 were 6.8%. In comparison with the last survey conducted by the
National Statistics Office in 1999 with a reported rate of 6.3% among individual aged
15 to 19 years, the prevalence rate in the present study within the same age group was
more than two times higher at a rate of 15.6%.

Although the prevalence rates increased in both gender, among the male students, the
rates were notably much higher at 13.8% compared to 0.7% among the female
students.

The smoking prevalence among vocational school students was higher at 16.0%
compared to secondary school students at 5.1%.

Students in rural had the highest rates, particularly students in Northeastern province.
However, female students showed higher rates in urban areas, specifically Bangkok,
than in rural areas.

Both groups, former smokers and current smokers, started smoking as early as age
14-15 years, 29.7 % and 42.7 %, respectively.

The present study confirmed that age, sex, family problem, performance in school and
smoking status among friends, teachers, parents and family members influenced
students’ smoking behavior which was consistent with several previous studies.




7. One third of the current smokers added narcotic substances, such as, cannabis to their
cigarettes.

8. Almost 70% of current smokers were able to conveniently purchase cigarettes,
although by law, selling to minors are prohibited.




LITERATURE REVIEW

Tobacco use, the second major cause of death, is one of the major preventable causes of death
in the world. The World Health Organization attributes over four million deaths a year to
tobacco. This figure is expected to rise to 10 million deaths a year by 2030 (Murray and
Lopez, 1997).

The list of diseases for which tobacco is at least partly responsible increases year by year. The
link between tobacco and cancer is one of the greatest achievements of chronic disease
epidemiology in the second half of our century, but it can also be seen as a major failure of
public health in the world at large, and particularly in the developing countries. While the
proportion of smokers is falling among men in North America and Northern and Western
Europe, the reversing trends are observed in the developing countries. Shifting of trends
extends beyond geographical boundaries. The present pattern sees an epidemiological change
from men to women, high to low social class, adult to young (Sasco and Kleihues, 1999).

Prevalence in youth smoking worldwide

The World Health Organization Global Youth Tobacco Survey (GYTS) reports that 14% of
13 to 15 year-old students around the world currently smoke cigarettes and nearly 25% of
students tried their first cigarette by the age of 10 and that most young smokers want to quit.
The highest rates of student cigarette smoking are in the developing countries and these
young adults turn into adult smokers.

Prevalence in youth smoking in Asia Pacific

In 1999, regional report on East Asia Pacific' (EAP) region indicates that EAP, with one third
of the world’s population, accounted for half of the world’s total cigarette consumption. The
cigarette consumption per person 15 years old and over has been increasing since 1970s. In
the EAP region, average cigarette consumption per person 15 years and older was 82 packs in
1999 but varied substantially across different countries. China is the single largest tobacco
country within this region, accounting about two thirds of total consumption and productions.
On an average, in 1984 male smokers consumed about 237 packs annually (US Center for
Disease Control and Prevention, WHO Global Status Report — China, 1997). In 1999,
average South Korea and Japanese 15 years old and over consumed 138 and 120 packs of
cigarettes. In Vietnam and Thailand, the figures were as low as 30 packs and 38 packs
respectively (East Asia and Pacific, Regional Report, 2001).

National prevalence survey can provide important information but few countries have
implemented such study on a continuous basis. In most countries, prevalence studies focus
on specific locations and population groups without much continuation. For Vietnam, one
study in Hanoi, Ho Chi Minh City and two rural areas showed the prevalence rates of 73% of

! Note: The East Asia Pacific and Pacific (EAP) region includes 23 countries/regions: Australia, Brunei, China,
Fiji, Hong Kong, Indonesia, Japan, North Korea, South Korea, Lao, Macau, Malaysia, Mongolia, Myanmar, New
Zealand, Papua New Guinea, Philippines, Singapore, Solomon Islands, Taiwan, Thailand and Vietnam




men and 4% of women (18 years of age and above). Cigarettes were the most popular form
of tobacco use among men (67%), followed by water pipe (13%) and roll-your-own
cigarettes. Most smokers (98.6%) started smoking before the age of 20. In urban area
(Hanoi), 52.7% of young people aged 11-30 smoked and smoking prevalence was 24.8% in
the 11-15 age groups. In rural area, smoking was highest among the youngest age group 15-
34 (58.4%). Of rural smokers, 46% smoked cigarettes, 31.3% water pipe and 2.2% both (US
Center for Disease Control and Prevention, 2004a).

For Myanmar and Lao PDR., no national prevalence survey has yet been undertaken (US
Center for Disease Control and Prevention, 2004b). However, for Lao PDR a 1995 pilot study
in Vientiane found a smoking prevalence of 41% for males and 15% for females (US Center
for Disease Control and Prevention, 2004c). In Myanmar the annual adult per capita
consumption of manufactured cigarettes had increased from 100 in 1972 to 150 in 1990 and
to 175 by 1993. However, total tobacco consumption is much greater than this.

According to China’s 1996 national prevalence survey, there were approximately 320 million
smokers in China, 300 million of these were men and 20 million of these were women. The
prevalence of smoking among youth was also increasing. Between 1984 and 1996 there was
an increase in smoking prevalence of 5%, this was mainly attributed to the increase among
younger smokers (Yang, Fan, Tan, et al., 1999).

For Cambodia, smoking is a predominantly male habit. In the early 1990s, it was estimated
that 80-90% of men smoked, while 2-10% of women smoked (US Center for Disease Control
and Prevention, 2004d). Similar pattern is observed in Indonesia. A study on the prevalence
of cigarette smoking in a rural area of west Java showed that more than 80% of men were
cigarette smokers, under 5% of adults female are current smokers. For children, although
many survey in Indonesia confirmed that smoking among children of school age is relatively
high, results vary, probably because of different research design, methods, and age groups,
rather than because of different smoking behavior (Samet et al., 1999).

Although many surveys in various countries can not be compared because the research
designs, methods and age groups used were different but they can still provide an overall
reflection of the general situation. One certainty is that smoking prevalence in Asia is likely
to rise for several reasons: continuing economic development, and individuals’ purchasing
power . Smoking prevalence among women is low in most Asian countries, but is likely to
rise rapidly in the future as gender differences in behavior narrow with modernization. In
addition, multinational tobacco companies are marketing their products in Asia, especially
targeting young adults (Minja, 2001).

Prevalence in youth smoking in Thailand

In Thailand, smoking data were reported for the first time in 1976 in the National Health and
Welfare Survey. The National Statistical Office (NSO) conducts this national survey every 5
years. However, since 1988, the NSO is initiating the Survey of Smoking Behavior of the
Population every two years. The prevalence of smoking was recorded in the people aged 10
or above during 1976-1988 and in the population aged 11 or above since 1991. From 1981 to
2001 the total number of daily smokers varied but smoking prevalence declined progressively
from 35.2 to 22.5%. Male smoking rate fell from 63.2 to 42.9% and female proportion from
5.4 to 2.4% (National Statistical Office, 1996).




Overall, in the 20 years period from 1981 to 2001 cigarette smoking among the three age
groups (11-14, 11-15, and 20-24) decreased gradually. During the same span, cigarette
smoking among adolescents, aged 15-19, decreased from 14.2% to 6.7% and among children
aged 11-14 reduced from 0.5% to 0.1%.

In the 20 years period from 1981 to 2001, smoking prevalence among Thai young males of 3
age groups declined gradually. From 1999 to 2001 cigarette smoking among three age groups
of 11-14, 15-19, and 20-24 decreased from 0.9 to 0.5%, 27.4 to 12.4% and 61.9 to 35.4%
respectively. From 1999 to 2001 there was a slight upturn when the smoking rate in
adolescents aged 15-19 and in young adults aged 20-24 increased to 12.8% and 38.9%
respectively (NSO, 1996).

For Thai young females aged 11-14, 15-19 and 20-24, from 1981 to 2001, there were a
fluctuations in smoking rates. However, the overall trend showed a decline from 0.1 to 0.1%,
.0.7 t0 0.3%, and 1.6 to 0.9% in the three age groups, respectively. However, in the last two
years between 1999 and 2001, the prevalence noticeably went up from 0 to 0.1%, 0.02 to 0.3
% and 0.7 to 0.9% respectively (NSO, 1996).

Tobacco control measures in Thailand

The Thai government recognizes the importance of problems of tobacco use and much of
Thailand’s tobacco control efforts have been achieved by the government and non-
government organizations (NGOs). Since 1979, tobacco advertising has been banned under
three different laws. The current legislation, the Tobacco Products Control Act, 1992, banned
advertising in the electronic and print media and on billboards. However, two exceptions
permit advertising in the international magazines and on live television shows from abroad.
There is also a ban on free samples distribution, exchanges, and gifts of tobacco products for
commercial purposes. Sales of tobacco products to persons under 18 years and sales from
vending machines are also prohibited, as are sales of smokeless tobacco. The Ministry of
Health has directed all trading units in all health premises around the country to refrain from
selling cigarettes.

Concurrently, tobacco control also focuses on the protection of non-smokers. Although
smoking has not been allowed in cinemas and congressional meetings since 1985, total ban
on smoking in public places became law in 1976. Smoking is prohibited in all types of air-
conditioned public transport, and on all domestic and international flights. The Non-smokers’
Health Protection Act, adopted in 1992, grants authority to the Ministry of Public Health to
create non-smoking areas by regulation in a wide variety of public places.

Determinants of smoking behavior among youth

The determinants of youth tobacco use are many and varied. Cultural and religious norms,
availability of different types of tobacco products, tobacco control strategies and, more
importantly, tobacco industry’s aggressive marketing to promote tobacco use, contribute to
smoking behavior (Robert et al., 1993). The decision to use tobacco differs among age group
and gender, however numerous articles have been written on the reason why people smoke.
In an overview by Reid and Glyn (1995) on smoking in young people in western countries, it
was concluded that such factors as availability of cigarettes, the perception that tobacco use is
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the norm, peer and sibling attitudes, and lack of parental support were associated with
smoking.

Moreover, peer pressure, and modeling of parental and societal behavior are critical factors in
youth smoking. Those who know how to handle peer pressure and cope with disappointment
are less at risk for substance abuse. High self-esteem and confidence enable teens to make
healthy decisions rather than following group behavior. Numerous studies have found
correlation between self-esteem and tobacco use (Wild et al., 2004; Pederson et al., 1998;
Emery et al., 1993; Young and Werch, 1990). Specifically, self-esteem is a good predictor of
smoking in a short term where, low self-esteem in one year leads to smoking in the
subsequent year (Glendinning, 2002; Stein, Roeser and Markus, 1998).  However, self-
esteem is a more determinant among females than males (Abernathy, Massad and Romano,
1995). This may suggest that females may have different motivations to initiate and maintain
the smoking habit.

In terms of socioeconomic factors, low socioeconomic status is positively correlated to youth
smoking. Family financial stress, poor intra-family communication, and lack of parental
supervision are all risk factors for smoking. Academic achievement and educational
aspirations have shown to be protective factors for smoking. Good students, who are
involved in school and have goals, are less likely to smoke.

Environmental factors may include accessibility and peer use. The accessibility of cigarettes
for underage smokers in a community has an impact on the number of teens who smoke. Peer
use is one of the most significant factors influencing a teen’s smoking. Teens often feel
smoking is a way to gain acceptance by the group. Sasco and Kleihues found that influence
of peer smoking, due to young people tend to live in groups and bonding with peer is an
important social process for adolescents. The strongest determinants are smoking by a best
friend, and belonging to a group where the majority smokes. Some studies indicate that the
influence of desired rather than established friends is crucial, where, smoking being viewed as
a way to gain group membership rather than maintaining old friendship (Sasco and Kleihues,
1999).

Numerous studies done in developing countries found similar factors which influence youth
smoking behavior. In Thailand, determinant factors associated with smoking in school
adolescents included socio-environmental factor (both in family and in school), family
conflicts, poor school grade, having smoking friends, having positive attitude toward smoking
(Suwanteerangkul, 2000). The study in China indicated that parental smoking was the
strongest predictor of smoking among students (Hesket, Qu, and Tomkins, 2001).

From the 1996 survey in Vientiane Municipality, 83.8% of the 726 students aged 11-14 from
10 schools had at least one family member who smoked and 60 % noted that their father
smoked. Many had more than one family member smoking and 43.2% of students surveyed
admitted to having tried a cigarette at least once (Boupha and Muangpasert, 1997)

The result from Indonesia study found that peers were the most dominant mediators in the
onset and maintenance of smoking behavior (Samet et.al, 1999). Similarly, in Argentina, a
survey conducted among high school students indicated that current smoking was associated
with having a best friend who smokes (Morello et al., 1997). Apparently, these results do not
differ from other Western countries, peer influence seemed universal.

Another important influence on youth smoking is cigarette advertising and promotion
campaign. It is well known in the advertising world that young people are more responsive to
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advertisement than the adults, they are also more brand-conscious. The teenage years are a
time when brand-loyalty is developed. Some research suggested that tobacco marketing is a
stronger current influence in encouraging adolescents to initiate smoking than exposure to
peer or family smoker. Children are susceptible to the associative persuasion cues of color
and imagery. They have limited ability and motivation to process information-based
advertisement. They respond to advertisements, not through logical analysis, but through
emotions that the advertisements persuade through association. (Lopez et al., 2004,
Braverman et.al, 2004).

In a study of 6,304 primary school children in Hong Kong, more children recognized the
Marlboro brand name and Salem logo than McDonald’s (Samet, 2001). In Thailand, it was
found that the greater the number of products marked with cigarette brand name that youth
recalled, the more likely they were to have smoked that particular brand of cigarette
(Goldberg, 1999). The US Surgeon General identified seven ways in which tobacco
advertising and promotion can increase consumption (American Lung Association, 2002): (1)
By encouraging children or young adults experiment with tobacco and slip into regular use;
(2) By encouraging smokers to increase consumption; (3) By reducing smokers’ motivation to
quit; (4) By encouraging former smokers to resume; (5) By discouraging full and open
discussion of the hazards of smoking as a result of media dependence on advertising
revenues; (6) By muting opposition to controls on tobacco as a result of the dependence of
organization receiving sponsorship from tobacco companies; (7) By creating through the
ubiquity of advertising, sponsorship, etc. an environment in which tobacco use is seen as
familiar and acceptable and the warnings about its health are undermined.

In contrast, advertising is not only to promote tobacco use but it is also one of various tools in
promoting cessation and reducing the prevalence of smoking. Strategies to reduce smoking
consumption include tobacco excise taxes, enforcing minor access laws, restricting smoking
in public places and restricting tobacco advertising and promotion. (Jha and Chaloupka,
1999). The World Bank also confirms that bans on tobacco advertising do reduce tobacco
consumption, however, partial bans have tended to be ineffective. All forms of tobacco
advertising, promotion and sponsorship should be banned in order to achieve the full health
value.
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DATA SOURCES AND METHODOLOGY

Study design

This study employed a school-based cross-sectional survey design. Investigating the existing
situation of tobacco use among school children warranted this type of study design. The
survey was conducted nationally covering schools in the different regions of the country.
Permission to participate in this study was obtained from the parents for those who were
under age and informed consent was seek from those who were 18 years and older.

Target population

This study focused on Secondary school students level 1-6™ (mathayom 1-6) and Vocational
school students level 1%-3" aged range from 12 to 19 years. Five provinces, in 4 regions
including Chiangmai (Northern Region), Songkla (Southern Region), Kon-Kaen
(Northeastern Region) and Supanburi (Central Region), and Bangkok (a Capital city) were
selected. All the sampled provinces except Bangkok comprise both urban and rural area.

Sampling

Two stages cluster sampling method, similar to Global Youth Tobacco Survey (GYTS), was
used. The first sampling stage included simple random selections of predetermined number
of Secondary and Vocational schools in each province. For the second stage, in each
Secondary school, two classrooms were randomly selected, one classroom from lower
secondary level 1%-3" (mathayom 1-3) and one classroom from upper secondary level 4"-6™
(mathayom 4-6). For vocational school students aged 16-18 years, three classrooms for each
academic year were selected. All the students in the selected classes were invited to
participate in the survey.

The intended sample sizes were approximately 13,000 students in total. The estimated
sample size calculated in this study was based on a specific margin of error + 2%, set by the
World Health Organization in its Global Youth Tobacco Survey Handbook (2000). The
number of schools and samples of students participated were selected proportionally to the
total number of students residing in each of the four regions and Bangkok. Based on
available data, there were approximately 2,750,230 secondary students or 79% of the total
and 747,113 vocational students or 21% of the total in Thailand. Of the total sample size of
13,000 students, 10,223 secondary and 2,777 vocational students were selected which were
approximately 4% of the total student population.

Tablel shows distribution of students in each school category and the respective proportional
samples of students included in this study. On the average, there were approximately 40
students in one classroom of secondary and vocational schools. Consequently, about 80
students in a secondary school and 120 students in a vocational school were recruited. As a
result, a total of 132 secondary and 21 vocational schools were invited to participate in the
survey.
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Table 1: Distribution of total students and target sample size by region and type of school

*Total number of students Target sample size
Region Secondary school Vocational school | Secondary | Vocational
school school

Northern region 473,179 (17)% 152,136 (20%) 1,759 566
Southern region 342,709 (12%) 89,939 (12%) 1,274 334
Northeast region 969,969 (35%) 230,278 (31%) 3,605 856
Central region 642,521 (23%) 190,603 (26%) 2,388 708
Bangkok 321,852 (12%) 84,157 (11) 1,196 313

Total 2,750,230 747,113 10,223 2,777

* Source: www.ge.qo.th 2002

The number of students sampled in each provinces varied by area of residence (urban vs. rural)
and types of school (secondary vs. vocational) was also determined to be proportional to the
size of the student population. (Table 2)

Table 2: Distribution of secondary school and vocational school students, and target
sample size in urban and rural areas by region

Secondary school Vocational school
Region Actual number of Target sample | Actual number of | Target sample
students Size students size
Urban Rural Urban | Rural | Urban Rural Urban | Rural
Nr‘;gihoer:” 174,804 | 298375 | 650 | 1,759 | 83,041 | 69,095 | 309 257
Sfeugihoer:” 132,296 | 210,413 | 492 | 1274 | 63,068 | 26,871 | 234 100
Nfggl‘gg“ 223620 | 746349 | 831 | 3,605 | 95048 | 135230 | 353 | 503
fggfg?}' 234,047 | 408474 | 870 | 1,518 | 92,151 | 98,452 | 343 366
Bangkok 321,852 - 1,196 - 84,157 - 313 -
Total 1,036,715 | 1,713,515 3,854 6,369 | 358,866 | 388,247 1,334 1,443
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DATA COLLECTION

Data collection instrument

The survey instrument was adapted from the World Health Organization Global Youth
Tobacco Survey of 2000 (GYTS) which was an administered questions and a school-based
tobacco specific survey that was conducted on adolescents aged 13-15 from selected countries
of the world. These questions were translated into Thai and were reviewed for content
validity by the research team members. The final phase of instrument development involved
pre-testing the questionnaire using subjects whose socio-demographic characteristics
resembled those of students in 4 regions but did not reside in the study area (60 cases in
secondary and vocational school in Bangkok and 60 cases in both secondary and vocational
schools upcountry.)

The questionnaire consisted of the following questions:

1.
2.

Background information, i.e., gender, socio-economic data, etc.

Knowledge of health problems related to smoking which were assessed with a 13 —
item — questionnaires; possible replies were “yes”, “no”, and “don’t know”.

Beliefs and attitudes on tobacco smoking were accessed with a 17-item questionnaire.
The questions were asked for the respondents’ opinion and agreement by rating on
Likert scales (5 points scale). Ten of these items are statements that reflect negative
attitude towards smoking as followed: ‘Smoking makes you look more mature’, ‘One
would be accepted by peer when he/she smoke’, and ‘Teenagers boys should try
smoking in order to feel masculine’ etc. The rest were positive attitude statements,
such as ‘It is not necessary to smoke even though your close friends smoke’, ‘The
smoke from other people’s cigarette is also harmful to those who do not smoke’, and
‘In order to be accepted from peer, it is not necessary to smoke’.

Self- esteems were assessed with 10 item questionnaires, using the Likert scale, scores
range is from 1 to 5.

The influence of media and advertising in encouraging youth to smoke was assessed
by asking how youths received cigarette advertising.

Smoking status was determined from students’ responses on item asking about current
and past smoking patterns by using the definitions as follows:

Definitions

e “Current smoker” was defined as a student who is smoking tobacco products at
the time of the survey.

e “Former smoker”, a student who had tried cigarette smoking even a puff but
did not smoke at the time of the survey.

e “Non-smoker” was any students who have never tried or currently
experimented cigarette even a puff at the time of the survey.
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Data collection procedures and schedule

Official permission was obtained to conduct the survey in schools from the Ministry of
Education (the three responsible departments are Department of General Education, Office
of the Private Education Commission, and the Department of VVocational Education). After
obtaining the permission, formal letters informing the purpose of the study were sent to each
selected Secondary and Vocational schools in the 4 regions and the 5 provinces, together
with consent forms to the parents.

The survey was conducted in one province and one school at a time. In each classroom, two
well-trained field-research assistants explained the objectives and significance of the study
with assurance of confidentially and anonymity and introduced the questionnaires to the
students in the classrooms. The students who obtained parental consent and had voluntarily
agreed to participate in the survey, completed the self-administered questionnaire in the
absence of their teachers. Students who did not want to participate in the study could
decline to respond. Students who were absent from the school when the survey was
conducted, were not followed up. The data collection started from 25" of May to 8" of
August 2003.

The total of 155 schools was randomly selected and all agreed to participate. There were
14,723 students expected to be included in the study. However, a total of 13,676
questionnaires was collected, 84 students declined to participate, 70 students who were
present that day could not participate due to various reasons, and 893 students were absent
from schools when the survey was conducted. There was no follow up made of the absent
students. The response rate of students was 92.8%, 0.6% of the students declined to
participate, another 0.5% didn’t participate, and the absent was 6.1%. Out of 13,676
questionnaires collected, a total of 13,511 students completely responded in smoking status
questions (6,321 Males, 7,190 females), and these were used in the analysis.
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DATA ANALYSIS

In this study, data was analyzed using SPSS V10.00. We used descriptive statistics to
summarize data collected for demographic variables. Percentages of current smokers were
calculated for prevalence estimates. The 95% confidence intervals were computed and used
to identify differences among groups.

Logistic regression was used to examine the relationship between current smoking and other
explanatory variables including age, sex, area of residence, academic school performance as
measured by grade point average (GPA), smoking status among friends, parents, and
teachers, parent’s marital status and type of school. The regression models were run
separately by gender.

For the analysis of beliefs and attitudes towards smoking, the responses to the 17-item
questionnaire were categorized into two groups as peer pressure and image of smoking
among youths. Scores ranged from 1 to 5 with low scores indicating more favorable beliefs
and attitudes about smoking. The total scores were calculated for each individual.
Comparison of total scores between current smokers and non-smokers were evaluated using
t-test statistics.
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RESULTS

Initially 13,676 questionnaires were collected during the study, a total of 13,511
questionnaires were completed in all six parts, therefore, 13,511 subjects were included in
the final analysis.

General characteristics of respondents

Information on demographic characteristics of all respondents was shown in Table 3. About
half of the respondents, 53.2%, were females. Overall, 36.7% of the respondents were from
Northeastern Region; 20.0% were from Central; from the North, 18.9%; from the South,
12.5%; and from Bangkok, 11.9% respondents. The age ranged from 12 to 19 years.
According to one of the Ministry of Education policies, compulsory education should start
from 7 years of age, but in some schools, students attend school at early age while some at
later age. Most classes have mixed ages, especially, in the rural areas.

In term of class, about 16.4% of respondents were in secondary level 2" (mathayom 2);
15.6% were in secondary level 3" (mathayom 3); 15% in secondary level 1% (mathayom 1);
followed by secondary level 4" (mathayom 4), secondary level 6™ (mathayom 6), secondary
level 5" (mathayom 5) with respondents of 13%, 12.5% and 12.0%, respectively. For
vocational school, first year level respondents was 5.8%, second year was 5.2% and third
year 4.4%. For the types of school, about 84.7% of respondents were from secondary
schools, while 15.3% were from vocational schools. About 60.1% were students in rural
and 39.9% were in urban areas.

In terms of parental status, 80% of the respondents reported that their parents were living
together and most students, 71.3% lived with their parents (both father and mother). The
main problems that students faced included upholding school rules and their studies
(32.8%).

For their smoking environment, about 81% of the students have a close person who smokes.
Of these, 32.4% of the respondents reported that only their father smoked. Surprisingly,
only 0.7% of the students reported that their mother smoked. Another 26.6% of the students
reported that more than one person in their families smoked which were father, mother,
sister, brother and their siblings. 17.6% reported that their friends smoked.

Smoking behavior of the friends was accessed by the question: “Do any of your closest
friends smoke cigarettes?” More than half of the respondents, 54%, replied that none of their
closest friends smoked, therefore, 39% responded that some of their closest friends smoked.
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Table 3: Demographic characteristics of respondents

Characteristics

%

Sex (N=13,540)
Male
Female
Region (N = 13,540)
Northern
Northeastern
Southern
Central
Bangkok
Age (N =13,540)
<=12years
13 years
14 years
15 years
16 years
17 years
18 years
>=19 years
Class (N =13,540)
Secondary level 1% (mathayom 1)
Secondary level 2" (mathayom 2)
Secondary level 3" (mathayom 3)
Secondary level 4™ (mathayom 4)
Secondary level 5 (mathayom 5)
Secondary level 6™ (mathayom 6)
Vocational 1%
Vocational 2"
Vocational 3"
Type of school (N =13,540)
Secondary
Vocational
Location (N =13,540)
Urban
Rural
Grade Point Average (G.P.A)) (N =10,123)
1
2
3
4
Parental status (N = 13,517
Live together
Divorced / Separated
Other
At present, students live with ( N = 13,523)
Father & Mother
Father
Mother
Relatives
Lived on their own
Problem faced ( N = 13,306 )
Relationship with parents and cousins

19

6,340
7,200

2,555
4,974
1,692
2,708
1,611

958
2,239
2,291
2,050
2,236
2,244
1,365

157

2,037
2,227
2,119
1,772
1,621
1,686
782
699
597

11,462
2,078

5,399
8,141

1,583

4,878

3,265
397

10,813
1,827
877

9,639
403
1,526
1,540
415

1,772

46.8
53.2

18.9
36.7
12.5
20.0
11.9

7.1
16.5
16.9
15.1
16.5
16.6
10.1

1.2

15.0
16.4
15.6
13.1
12.0
12.5
5.8
5.2
44

84.7
15.3

39.9
60.1

15.6

48.2

32.3
3.9

80.0
13.5
6.5

71.3
3.0
11.3
114
3.1

13.3




Family's income 3,119 23.4

School regulation ,studying 4,364 32.8
Other 285 2.1
No problem 3,766 28.3
Closed persons who smoked (n = 10,968 )
Father 3,556 324
Mother 76 0.7
Family members 2,915 26.6
Family members and teachers 359 3.3
Teacher 353 3.2
Friends 1,926 17.6
Friends, family members, & teachers 1,783 16.3
Closest friends smoked (N =13,540)
No 7,318 54.0
Some of them 5,328 39.0
Most of them 748 55
All of them 99 0.7

General characteristics of respondents (secondary vs. vocational school)

Although students in secondary and vocational schools were of the same age group, the
schools differ mainly in the curriculum where the secondary school focuses on academics
while vocational school focuses on teaching vocational skills, such as auto mechanics,
agriculture, etc. The compulsory Thai education is 9 years, 6 years in elementary school
starting from elementary level 1% (prathom 1) to elementary level 6" (prathom 6), 3 years in
secondary school starting from secondary level 1% (mathayom 1) to secondary level 3¢
(mathayom 3). After finishing compulsory education ages between 7-15 years, those who
want to study further can decide on their own whether to continue in secondary level 4"
(mathayom 4) to 6 or enroll in vocational school for the additional 3 years with students age
range between 16-19 years.

In secondary schools, about 54.7% of respondents were females and 45.3% were males,
whereas, 55.5% of respondents in vocational schools were males, and 44.5% were females.
We found that the number of respondents both from the secondary schools and vocational
schools in the Northeastern and the Central Regions were higher than the other two regions as
shown in Table 4.

For age distribution, in secondary schools, 19.9% of respondents fell in the 14 years old age
group and 19.5% in the 13 years old age group. In vocational schools, most respondents,
about 31.6%, were 17 years old, followed by 29.8% in thel6 years age range.

About 63.1% of secondary students resided in the rural areas, 36.9% in the urban areas,
whereas, for vocational schools, we found 56.2% of students lived in urban, and 43.8% in
rural areas. In term of parental status, respondents in both secondary and vocational school
reported that their parents were living together 80.8% and 75.5% respectively. In addition,
the majority of respondents in secondary and vocational reported that they lived with their
father and mother, 72.7% and 63.6% respectively.
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With regards to their smoking environment, respondents in both type of schools reported that
only one of their closed persons who smokes is their fathers, 34% in secondary schools, and
24.9% in vocational schools. Another 27.1% of secondary students and 23.9% vocational
students reported that more than one closed persons of them smoke (their mother, sisters,
brothers, and their siblings.). By far the most common answers for both vocational and
secondary respondents about having closest friends who smoke, the results was 54.1%, more
than half of vocational respondents who admitted that their closest friends smoked, while it
was 41.5% for the secondary respondents.

Table 4: Demographic characteristics of respondents by type of school

Characteristics Secondary school Vocational school Total
N % N %

Sex (N =13,540)

Male 5,186 45.3 1,154 55.5 6,340

Female 6,276 54.7 924 44.5 7,200
Region (N =13,540)

Northern 2,139 18.7 416 20.0 2,555

Northeastern 4,341 37.9 633 30.5 4974

Southern 1,398 12.2 294 14.1 1,692

Central 2,275 19.8 433 20.8 2,708

Bangkok 1,309 11.4 302 14.5 1,611
Age (N =13,540)

<=12years 958 8.4 - - 958

13 years 2,239 19.5 - - 2,239

14 years 2,279 19.9 12 0.6 2,291

15 years 1,772 15.5 278 13.4 2,050

16 years 1,616 14.1 620 29.8 2,236

17 years 1,587 13.8 657 31.6 2,244

18 years 953 8.3 412 19.8 1,365

>=19 years 58 0.5 99 4.8 157
Class (N =13,540)

Secondary level 1% (mathayom

1) 2,037 17.8 - - 2,037

Secondary level 2" (mathayom

2) 2,227 194 - - 2,227

Secondary level 3" (mathayom

3) 2,119 18.5 - - 2,119

Secondary level 4™ (mathayom

4) 1,772 15.5 - - 1,772

Secondary level 5" (mathayom

5) 1,621 14.1 - - 1,621

Secondary level 6™ (mathayom

6) 1,686 14.7 - - 1,686

Vocational 1% - - 782 37.6 782

Vocational 2" - - 699 33.6 699

Vocational 3" - - 597 28.7 597
Location (N = 13,540)

Urban 4,232 36.9 1,167 56.2 5,399

Rural 7,230 63.1 911 43.8 8,141
Parental status ( N = 13,517)

Live together 9,249 80.8 1,564 75.5 10,813

Divorced / Separated 1,493 13.0 334 16.1 1,827
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Other 703
At present, students live with (N = 13,523)

Father & Mother 8,320
Father 340
Mother 1,254
Relatives 1,274
Lived on their own 262
Grade Point Average (G.P.A)) (N =10,123)
1 1,307
2 3,958
3 2,846
4 391

Problem faced ( N = 13,306)
Relationship with parents and

others 1,423
Relatives living in the same
household
Family's income 2,537
School regulation ,studying 3,778
Other 231
No problem 3,314
Closed persons who smoke (N =
10,968 )
Father 3,091
Mother 57
Family members 2,469
Family members and teachers 314
Teachers 304
Friends 1,486
Friends, family members, &
teachers 1,378
Closest friends smoke (N =13,540)
No 6,677
Some of them 4,207
Most of them 459
All of them 76

6.1

72.7
3.0
11.0
11.1
2.3

15.4
46.6
33.5
4.6

12.6

22.5
335
2.0
29.4

34.0
0.6
27.1
3.5
3.3
16.3
15.1
58.5
36.8

4.00
0.70

174

1,319
63
272
266
153

276
920
419

349

582
586
54
452

465
19
446
45
49
440

405

641
1,121
289
23

8.4

63.6
3.0
13.1
12.8
7.4

17.0

56.8

25.8
0.4

17.3

28.8
29.0
2.7
22.3

24.9
1.0
23.9
2.4
2.6
235
21.7
30.9
541

13.9
1.10

877

9,639
403
1,526
1,540
415

1,583

4,878

3,265
397

1,772

3,119
4,364
285
3,766

3,556
76
2,915
359
353
1,926

1,783

7,318
5,328
748
99
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Smoking pattern

The overall prevalence of smoking among the respondents was 6.8% (95%CI 6.4%, 7.3%) as
shown in Table 5. The prevalence rates differed between gender where males 13.8% (95%CI
13%, 15%) had a higher rate than females, 0.7% (95%CI 0.5%, 8.9%).

In reference to age, at 38% prevalence rate, it increased with age and those ages 19 and older
were more likely to smoke than any other age groups. This pattern was observed among
males where men aged 19 and older had the highest rate of 48%. However, for females, a
different pattern emerged. The prevalence rate remained at the same rate at each age group
except for those ages 19 and older where the 5.6% rate was much higher the mean.

The comparison between secondary and vocational schools indicated that vocational school
students had a higher rate of smoking than secondary school students, 16% and 5.1%
respectively. This pattern held true for both males and females. Among males, the rates were
28% for vocational school and 11% for secondary school with the majority in vocational
school 3" year level at the rate of 36%. This difference also held true for females where the
rates were 1.3% and 0.6% for vocational and secondary schools respectively and vocational
school 1% year level had the highest rate.

In comparing schools located in urban and rural areas, the results indicated that respondents
residing in the rural areas had a higher prevalence rate of smoking than those in the urban
areas, 7.1% and 6.4%, respectively. This difference was also observed among males. In
contrast, for females the smoking rate was higher in urban than the rural areas, 1.1% and
0.4%, respectively.

The prevalence rates differed from region to region with the Northeastern region (8.6%)
having the highest rate of smoking followed by the Northern (7.2%), Southern (6.6%),
Central (5.1%) regions, while Bangkok having the lowest rate (4.1%). For both males and
females, the smoking prevalence rates also varied between regions. Smoking prevalence
among males were the highest in Northeastern, at 18%, and the lowest in Bangkok, at 5.9%.
In contrast, among females, Bangkok had the highest smoking rate at 2.1%, while the other
four regions’ rates ranged from 0.3% to 0.9% with the Southern region having the lowest rate.

Smoking rates were higher among those with poor performance in school (20.0% for GPA
<2) compared to those with better performance (6.9% for GPA between 2 - 2.9, and 1.3% for
GPA>=3). Smoking status among friends, teachers and family members had certain degree
of influence on smoking behavior among students. Students with history of smoking by
friends, family members and teachers had the highest rate of smoking at 16% followed by
students having only maternal smoking of 9.3%. Students having poor relationships with
parents or having record of violating school regulations, also had higher rates of smoking,
11.0% and 9.1%, respectively compared to those without any problem, at 3.4%.
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Table 5: Prevalence of current smoking status by demographic characteristics

N =13,511 Male (873) Female (50) Total
Character Total (n) % 95% ClI Total (n) % 95% ClI Total (n) % 95% ClI
Upper  Lower Upper Lower Upper Lower
Demographic
Total (6371) 13.8 13 15 (7190) 0.7 0.5 0.89 13511 6.8 6.4 7.3
Age
<=12 (403) 0.5 -0.2 1.2 (554) - - - (957) 0.2 -0.08 0.5
13 (1041) 1.6 0.9 2.4 (1195) 0.2 -0.06 0.4 (2236) 0.9 0.5 1.2
14 (1142) 7.6 6.1 9.2 (1139) 0.5 0.1 0.9 (2281) 41 3.3 4.9
15 (968) 11.0 9.4 13 (1074) 1.2 0.6 1.9 (2042) 6.0 5.0 7.1
16 (954) 18.0 15 20 (1281) 0.9 0.4 14 (2235) 8.0 6.8 9.1
17 (1006) 22.0 20 25 (1237) 11 0.5 1.6 (2243) 11.0 9.3 12
18 (687) 30.0 27 34 (674) 0.4 -0.06 0.9 (1361) 15.0 14 17
>=19 (120) 48.0 39 57 (36) 5.6 -2.3 13 (156) 38.0 31 46
Class
Matahayom 1 (947) 0.6 0.1 11 (1089) 0.1 -0.09 0.3 (2.36) 0.3 0.09 0.6
Matahayom 2 (1077) 5.9 45 7.4 (1139) 0.3 -0.03 0.6 (2216) 3.0 2.3 3.7
Matahayom 3 (1003) 9.6 7.8 11 (1113) 0.9 0.3 15 (2116) 5.0 41 5.9
Matahayom 4 (795) 12.3 10 15 (970) 0.6 0.1 11 (1765) 5.9 4.8 7.0
Matahayom 5 (715) 20.1 17 23 (905) 0.9 0.3 15 (1620) 9.4 7.9 11
Matahayom 6 (634) 221 19 25 (1051) 1.0 0.4 15 (1685) 8.9 7.5 10
Vocational 1 (447) 26.4 22 31 (333) 21 0.6 3.7 (780) 16.0 13 19
Vocational 2 (327) 223 18 27 (372) 0.8 -0.1 1.7 (699) 10.9 8.6 13
Vocational 3 (376) 35.6 31 41 (218) 0.9 -0.4 2.2 (594) 229 20 26
Type
Secondary school (5171) 11 9.8 11 (6267) 0.6 0.4 0.8 (11438) 5.1 4.7 5.5
Vocational school (1150) 28 26 31 (923) 1.3 0.6 2.0 (2073) 16.0 15 18
Location
Urban (2688) 12 10 13 (2693) 11 0.7 15 (5381) 6.4 5.7 7.0
Rural (3633) 15 14 17 (4497) 0.4 0.3 0.6 (8130) 7.1 6.6 7.7
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Table 5: Prevalence of current smoking status by demographic characteristics (con’t.)

N =13,511 Male (873) Female (50) Total
Character Total (n) % 95% ClI Total (n) % 95% ClI Total( n) % 95% ClI
Upper Lower Upper Lower Upper Lower
Region
Northern (1254) 14 12 15 (1292) 0.9 0.4 15 (2546) 7.2 6.2 8.2
Northeastern (2244) 18 17 20 (2724) 0.5 0.2 0.7 (4898) 8.6 7.8 9.4
Southern (722) 15 12 18 (970) 0.3 -0.04 0.7 (1692) 6.6 5.4 7.7
Central (1236) 11 8.8 12 (1471) 0.5 0.1 0.8 (2707) 5.1 4.2 5.9
Bangkok (865) 5.9 4.3 75 (733) 2.1 1.0 3.1 (1598) 4.1 3.2 5.1

Factors rating
Grade Point Average (G.P.A)

1 (1161) 26 23 28 (420) 38 2.0 5.7 (1581) 20.0 180 220
2 (2288) 14 12 15 (2574) 0.9 05 12 (4862) 6.9 6.2 7.7
3 (1040) 3.7 25 48 (2218) 0.2 0.004 04 (3258) 13 0.9 17

Problem faced
Relationship with parents and cousins (771) 22 19 25 (998) 1.9 11 2.8 (1769) 1 9.1 12.0
Relationship with parents and others

Relatives living in the same household

Family’s income (1191) 12 10 14 (1922) 0.2 0.004 0.4 (3113) 48 41 5.6
School regulation, studying (2346) 16 15 18 (2007) 0.9 0.5 1.3 (4353) 9.1 8.3 10.0
No problem (1754) 7.1 5.9 8.3 (2007) 0.2 0.03 0.5 (3761) 34 2.9 4.0

Closed person who smoke

Father (1526) 10.0 8.5 11 (2021 0.3 0.06 0.5 (3547) 45 3.8 5.1
Mother (36) 19 5.9 33 (39) (75) 9.3 2.6 16.0
Family members (1232) 13 11 14 (1675) 0.9 0.4 14 (2907) 5.9 5.0 6.7
Family members and teachers (323) 9.6 6.4 13 (389) 0.3 -0.2 0.8 (712) 45 29 6.0
Friends (1136) 20 18 22 (785) 0.5 0.01 1.0 (1921) 12 11.0 13.0
Friends, family members, & teachers (1016) 27 24 29 (766) 25 14 3.6 (1782) 16 15.0 18.0

Closest friends smoke

No (2392) 11 07 15 (4909) 0.2 0.08 03 (7301) 05 03 07
Some of them (3223) 15 13 16 (2094) 13 0.8 1.8 (5317) 9.4 8.6 10
Most of them (594) 52 48 56 (153) 78 35 12 (747) 43 40 47
All of them (93) 67 57 76 (6) 17 -26 60 (99) 64 54 73
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Factors associated with smoking

Table 6 displays age had a high positive association with current smoking. One year increase
in age was associated with 1.47 time odds of smoking after adjusted for other covariance.
Vocational students were 1.8 times to be current smokers compared to secondary school
students. Students with good performance in school (GPA >= 2) were less likely to smoke as
compared to those with poor GPA<2, (OR=0.29). Male students were 16.6 times more likely
to smoke as compared to female students. Students’ perception of either smoking among
closed friends, teachers, or family members had substantially strong effect on their smoking
behavior. Being a middle child, eldest child or single child had no effect on likelihood of
smoking compared to being a youngest child.

Table 6: Adjusted odds ratio of factors associated with current smoking

Variable OR 95% CI
Lower Upper P value

Age per year 1.47 1.38 1.56 .000
Parental status

(0 = separated, 1 = lived together) 1.23 0.99 1.52 .057
Residence

(0= urban area, 1=rural area) 1.18 0.98 1.41 076
Rank of the child in the family (0 = youngest child)

1 =single child 0.95 0.72 1.24 697

2 = middle child 0.90 0.74 1.09 270

3 = eldest child 0.68 0.51 0.91 009
Type of school (0= Secondary school, 1= Vocational school) 1.83 1.51 2.23 000
GPA (0=<2,1>=2) 0.29 0.24 0.34 000
Gender (0 = female, 1 = male) 1657 1189 2310 000
Closed persons who smoked (0 = none)

1= Friends 5.05 3.09 8.25 000

2 = Teachers 2.34 111, 4.94 026

3 = Family members 3.31 2.05, 5.35 000

4= More than 1 group 6.74 4.15, 10.94 000
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Table 7 and 8 show the relationship of smoking with predictors for male and female
respectively. For male students, the results are relatively similar to the results of the whole
group analysis. However, for female students, the results are slightly different from those
found for male. Current smoking in female was significantly associated with only some
factors including area of residence, GPA and smoking by friends, teachers and family
members. It may be noted that although the odds ratio for some of the risk factors appeared
high, but is statistically insignificant, this is due to the small number of female smokers
found in this study.

Table 7: Adjusted odds ratio of factors associated with current smoking, Male students

Male OR 95% CI
P-value
Characteristics Lower Upper
.000
Age 1.49 141 1.59
Parental status
(0= separated,1 = lived together) 1.21 0.97 151 .091
Residence 131 1.08 1.57 .005
(0= urban area, 1=rural area)
Rank of the children in the family ( 0 = youngest child)
1 = single child 0.92 0.69 1.22 545
462
2 = middle child 0.93 0.76 114
3 = eldest child 0.72 0.53 0.97 031
Type of school 000
(0 = Secondary school ,1 = Vocational school) 1.91 1.56 2.34 '
GPA (0=<2,1>=2) 0.30 0.25 0.36 000
Closed persons who smoked (0 = none)
1= Friends 5.62 331 9.55 000
2 = Teachers 243 1.10 5.36 028
3 = Family members 3.60 2.14 6.06 000
4= More than 1 group 7.03 4.16 11.88 000
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Table 8: Adjusted odds ratio of factors associated with current smoking, Female students

Female OR 95% ClI P-value
Characteristics Lower Upper
Age per year 1.19 0.97 1.45 .103

Parental status
(0= separated
1 = lived together) 1.27 0.62 2.58 .516

Residence (0 = urban area, 1= rural area) 0.31 0.16 0.61 .001
Rank of the children in the family
(0 = youngest child)

1 =single child 1.23 0.53 2.84 .631

2 = middle child 0.53 0.24 1.16 114

3 = eldest child 0.23 0.05 1.02 .053
Type of school

(0 = Secondary school,

1 = Vocational school) 0.91 0.38 2.20 .839
GPA (0=<2,1>=2) 0.15 0.08 0.28 .000

Closed persons who smoked (0 = none)

1 = Friends 1.48 0.29 7.59 .637
2 = Teachers 2.30 0.23 22.67 A75
3 = Family members 2.06 0.59 7.12 .256
4= More than 1 group 7.72 2.14 27.83 .002

Table 9 shows the results of additional analysis for examining the relationship of smoking and
predictive factors in the four regression models using different definition for smoking. The
estimated odds ratio resulted from each model showed similar estimates. This demonstrates
that the results of relationship between smoking and factors related are relatively robust.
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Table 9: Adjusted odds ratio of factors associated with current smoking, sensitivity analysis

A* B* Cc* D*
95% ClI 95% ClI 95% ClI
OR Lower  Upper OR Lower Upper OR Lower  Upper OR
Age 14671 1.3836 1.5556 15354 14410 1.6361 1.2373 1.1953 1.2807 1.3694
Parental status 1.2299 0.9940 15217 1.3193 1.0413 1.6716 1.4115 1.2331 1.6157 1.091F
Residence 1.1760 0.9833  1.4065 14282 1.1738 1.7378 1.4125 1.2625 1.5803 0.9031
Rank of the children
Single child 0.9476 0.7229 1.2421 0.9702 0.7205 1.3065 0.9077 0.7660 1.0756 0.9864
Middle child 0.8954 0.7358  1.0897 0.8271 0.6661 1.0272 0.8936 0.7886 1.0126 0.9524
Eldest child 0.6809 0.5094 0.9102 0.6113 0.4431 0.8432 0.8491 0.7117 1.0130 0.7121
Type of school 1.8328 1.5083 2.2271 2.2728 1.8241 2.8320 1.6765 1.4558 1.9307 1.382¢
G.P.A 0.2896 0.2435 0.3443 0.2389 0.1971 0.2896 0.4756 0.4225 0.5353 0.369C
39.890
Gender 16,5710 11.8864 23.1019 28.4581 20.3023 4 91479 8.0735 10.3654 3.414c
Closed persons who smoked (0 = none)
11.344

1 = Friends 5.0499 3.0911 8.2497 6.8174  4.0969 3 27740 2.2479 3.4231 2.696%
2 = Teachers 2.3407 1.1097 4.9371 2.5055 1.1557 5.4318 1.1616 0.7917 1.7042
3 = Family

members 3.3133 2.0518 5.3505 3.9596 24157 6.4902 1.9429 1.6111 2.3429
4= More than 1

group 10.941 18.037
smoked 6.7403 4.1522 6 10.8935 6.5789 8 3.7504 3.0525 4.6079

A* : compared between :

Group 0 = Non-smokers were respondents who have never smoked in their lifetime + Former smokers (those
who had ever tried or experimented cigarettes even one or two puffs in their lifetime and no longer
smoke now

Group 1 = Current smokers were respondents who are smoking now.

B* : compared between : Group 0 = Non-smokers were respondents who have never smoked in their lifetime, Group
1 = Current smokers
C* : compared between :

Group 0= Non-smokers

Group 1= Former smokers (those who had ever tried or experimented cigarettes even one or two puffs in their
lifetime and no longer smoker now) +Current smokers.

D* : compared between : Group 0 = Former smokers, Group 1 = Current smokers
E* : compared between :

Group 0 = Non-smokers + former smokers who have ever tried smoking less than10 times but not more than 40
cigarettes in their lifetime.

Group 1= Current smokers
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Knowledge

In Thailand, the students have been taught in schools about health problems due to smoking.
The anti-smoking campaign has been held in schools as a tool of youth smoking prevention.
In this study, knowledge about health problems related to smoking was examined. All
students were asked a set of true-false closed-ended questions to indicate whether they agreed
with the statements provided. Table 10 shows the knowledge of non-smokers (never smoked
+ former smokers <10 times) and current smokers. Overall, both groups appeared to have
knowledge about health effects of smoking. A great percentage of both groups, as high as
97%, knew the harmful effects of both first hand and second hand smoking. Importantly,
over 85% in both groups recognized that nicotine in cigarette is the source of addiction. In
addition, a statistically significant higher percentage of current smokers perceived that
smoking reduces stress and tension, perhaps, this is a contributing factor to smoking in this

group.

Table 10: Knowledge of health problems between non-smokers and current smokers

Non-smoker (1) Current smoker (2)

Knowledge (N =10,408) (N =923) P - value
% Correct % Correct
1.  Nicotine in cigarette makes smokers 85.8 86.8 446
become addicted.
2. Smoking causes emphysema. 88.7 93.1 <.001*
3. Smoking stimulates appetite. 80.9 80.9 .988
4. Smoking reduces stress and tension. 81.2 60.1 <.001*
5. Young children who exposed to second 91.9 90.7 210
hand smoke are more likely being at
increased risk of respiratory tract infections.
6. Insecticides and fertilizes used on tobacco 54.6 60.0 .002*
crop harm smokers.
7. The advantages of smoking is making heart 79.3 73.7 <.001*
beat fast and increases ability of the blood
to deliver oxygen throughout the body.
8.  Athlete who smokes is more likely to be 77.2 90.2 <.001*
exhausted than non-smoker athlete.
9.  Smoking during pregnancy or inhaling 97.7 95.9 .001*

smoke during pregnancy can cause infant
heart disease, infant deformities and Sudden
Infant Death Syndrome (SIDS).
10. In aroom where 20 cigarettes have 4.9 8.2 <.001*
been smoked, non-smokers are inhaling the
equivalent of 1-2 cigarettes.
11. Hot cigarette smoke that enters the mouth 7.2 8.7 107
produces scarring of the mucous membrane
lining the mouth easily and frequently
which can cause cancer of the mouth.

12. The most effective way to quit smoking is to 60.3 55.1 .003*
control oneself with intention to quit.
13.  The smoke from other people’s cigarettes is 83.9 80.1 .003*

harmful to those who do not smoke

Note: 1) Non-smokers were respondents who have never smoked in their lifetime and respondents who
have ever tried smoking 1-10 times but not more than 40 cigarettes in their lifetime.
2)  Current smokers were respondents who are smoking now.
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Beliefs and Attitudes Toward Smoking

Beliefs and attitudes toward smoking were assessed from answers with ordinal scaling that
ranged from 1 (strongly disagree) to 5 (strongly agree). Since questions were stated both in a
positive and negative manner, scores were appropriately assigned to the answers. For
example, for positive questions, a score of “1” was given to question with answer on the
ordinal scale of “1” and “5” to question with answer on the ordinal scale of 5. In contrast, for
negative questions, a score of “5” and “1” were given to questions with answers on the
ordinal scale of “1” and “5”, respectively. Positive questions used were:

e question # 4 Once someone starts smoking, it is hard to quit

e question # 7 It is not necessary to smoke even though your closed friends smoke
e question # 9 Smoking can not relieve stress and suffering

e question # 10  Schools should be smoke-free zone

e question # 12 Inorder to be accepted by peers, it is not necessary to smoke

e question # 15 Smoking is the gateway to drug abuse

Negative health effects and addressed perceived psychological and physiological benefits of
smoking questions used were described below:

e question # 1 Smoking 1-2 cigarettes / day is not harmful to your health

e question # 2 Smoking makes you look more mature

e question # 3 One would be accepted by peers when he/she smoke

e question # 5 Teenaged boys should try smoking, in order, to feel masculine

e (uestion # 8 Smoking helps people feel more comfortable in social gathering

e question # 11  You feel uncomfortable to refuse cigarettes from your friends

e question # 13  Smoking is more attractive to the opposite sex

e question # 14 Teenagers have high curiosity, one should smoke because it gives

practical experience, therefore, one should try to smoke to see what it
likes

e question # 16  Smoking is the gateway to drug abuse

e question # 17 Smoking poses less danger for a person of your age because you can
quit at any time

The questions that solicited the subjects’ beliefs and attitudes toward smoking was divided
into 2 categories. One category described the influence of peers and the other category
represented how the image of smoking was portrayed. Group of questions that assessed the
subjects’ beliefs and attitudes on the influence of peers included the following:

question # 3 One would be accepted by peers when he/she smokes

question # 7 It is not necessary to smoke even though your closed friends smoke
question # 11  You feel uncomfortable to refuse cigarettes from your friends
question # 12  Inorder to be accepted by peers, it is not necessary to smoke

Questions that evaluated the subjects’ beliefs and attitudes regarding how the image of
smoking is portrayed consisted of the following questions:

question # 2 Smoking makes you look more mature

question # 5 Teenaged boys should try smoking in order to feel masculine
question # 13  Smoking is more attractive to the opposite sex

question # 16  Smoking is cool and should be imitated
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The results indicated that the subjects, in general, didn’t believe that peers have much
influence on their smoking behavior. However, the non-smokers felt more strongly than the
current smokers that peers can not pressure them to smoke, as illustrated in graph 1 where the
mean scores for all the questions in this category were consistently higher in the non-smokers.
In addition, the t-test showed statistically significant differences in the scores (table 11).

Table 11: Peer pressure comparison between non-smokers and current smokers

Mean SD T P-value 959%CI of the difference
Lower Upper
Non-smokers 17.22 2.35
Current smokers 15.13 2.57 23.708 <0.001 1.92 2.26

Note: 1) Non-smokers were respondents who have never smoked in their lifetime and respondents who have ever
tried smoking 1-10 times but not more than 40 cigarettes in their lifetime.
2) Current smokers are respondents who are current smokers now.

Graph 1: Peer pressure comparison between non-smokers and current smokers
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The same pattern of results held true for the subjects’ attitudes toward the image of smoking.
Overall, the subjects disagreed with the social image attached to smoking, such as, maturity,
masculinity (among young men), attracting opposite sex, or being cool, as shown in graph 2. Yet,
there were greater percentages of smokers who agreed with these images than the non-smokers.
The t-test also indicated statistically significant differences in the scores (table 12).

Table 12: Attitudes toward the image of smoking: A comparison between non-smokers
and current smokers

Mean SD T P-value  95%CI of the difference
Lower Upper
Non-smokers 17.86 2.21
Current smokers 15.25 2.84 26.741 <0.001 2.42 2.80

Note: 1) Non-smokers were respondents who have never smoked in their lifetime and respondents who have ever
tried smoking 1-10 times but not more than 40 cigarettes in their lifetime.
2) Current smokers were respondents who are smoking now.

Graph 2: Attitudes toward the image of smoking: A comparison between non-smokers
and current smokers
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Self Esteems

Self-esteems were assessed by a set of closed-ended questions using Likert scale. The scores
were assigned similarly in beliefs and attitudes part, for example, for positive questions, a
score of “1” was given to question with answer on the ordinal scale of “1” for negative
questions, a score of “5” and “1” were given to questions with answers on the ordinal scale of
“1” and “5”, respectively. Four out of ten statements were negative, which were as followed:

e question # 3 Intotal | have not accomplished anything

e question # 6 Nooneinmy family takes an interest in me

e question # 7 Isometimes feel that my life is useless

e question # 9 You just can’t help feeling that you are worthless while you are at

school

The other six were positive statements, which were as followed:

e question # 1 Your parents are very proud of you

e question # 2 Your teachers admired and appreciated you

e (Question # 4 You feel good about yourself

e question # 5 Compared to others, my life is worthy

e (uestion # 8 Your friends feel that you are good and you are an able person
e question # 10 Iam satisfied with the way I am now

Overall the results indicated that non-smokers, when compared to current smokers, had higher
mean scores on each of the 10 questions related to self-esteem. When the scores from each
questions were combined, there was a significant difference (p-value <0.001) in self-esteems
between non-smokers and current smokers, mean are 39.08 and 35.85 respectively. In table
13, the non-smokers group showed significantly more self-esteem than the smokers group.

Table 13: Self-esteem comparison between non-smokers and current smokers

95%CI of the difference

Mean SD T P-value
Lower Upper
Non-smokers 39.08 477
Current smokers 35.85 4,94 19.537 <0.001 2.91 3.56

Note 1) Non-smokers were respondents who have never smoked in their lifetime and respondents
who have ever tried smoking 1-10 times but not more than 40 cigarettes in their lifetime.
2) Current smokers were respondents who are smoking now.
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Graph 3: Self-esteem comparison between non-smokers and current smokers

|- ™ © -
9 o S 2| 8 o e
r 2 & 6| o 22 g 9 ]
[ - WA I S B S R S I S A R [ I PR A A -« I A _
5 ~ 3 ~ =~ ~ N
< <
L < > i
) <
L o | 5 ™ o ]
N I
L © < : < 2 N ~N i
8 N N = 25T
|- N <t N- .
o N RN N . ] i ANEdlel-- b |
c 4 =Sk
F Sk = Sk |
O N b= S
oo N NECT nF |
<
L 3 ~ i
0 3 > < S
™
L § Si= S S ~ sk Si= ® B
o {
33—ttt rtrt--hH° - -k . F-4- IREEE LR —
~
L~ o SIS 4
@ © ™ | N ™ IN
L o ; ® @ & i
o~ < ~ o) i
~ N ~ W © | N
B o~ o | 0 o 7
< )
L 3 2 2 o i
) N o J
N
i 2 ]
N

SF1 SF2  SF3 SF4 SF5 SF6  SF7 SF8  SF9 SF10

Self esteem

Note: Sf1 =question 1 (“Your parents are very proud of you™)
Sf2 =question 2 (“Your teachers admired and appreciated you™)
Sf3 =question 3 (“ In total | have not accomplished anything™)
Sf4 =question 4 (“You feel good about yourself”)
Sf5 =question 5 (“Compared to others, my life is worthy”)
Sf6 =question 6 (“No one in my family takes an interest in me”)
Sf7 =question 7 (“I sometimes feel that my life is useless™)
Sf8 =question 8 (“Your friends feel that you are good and you are an able person”)
Sf9 =question 9 (“You just can’t help feeling that you are worthless while you are at school™)
Sf10=question 10 (“I am satisfied with the way | am now”)
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Media Advertising

Media advertising is also one of the effective approaches to reach the target consumers
especially the young people. Tobacco companies intend to capture and encourage the young
people to use their products by various means. The Thai government recognized the
seriousness of tobacco problems and thus, passed the Tobacco Control Act in 1992. Control
of tobacco advertisement framed an important component in this piece of legislature. It
prohibits advertisement of tobacco through the different media, i.e., prints, radio, television,
billboards, and other media. It also bans advertising tobacco at all sporting and entertainment
events.

In this study, although 13.2% and 18.6% of non-smokers and current smokers reported had
never received any kind of massages via media recently, 24.5% of non-smokers and 23.6% of
current smokers responded had spotted cigarette advertising in the newspapers and other
printed media. Moreover, the majority of both non-smokers and current smokers reported
that they saw cigarette advertising at the stores, 73.6% and 70.8%, respectively.

Although free distribution of cigarettes is prohibited by law, this study also found that a
small percentage of our study subjects had received free samples. From the findings, 0.4% in
non-smokers and 2.5% in current smokers reported they had ever received free cigarettes
from tobacco company representatives at one point in time. Majority of the respondents,
85.8% of non-smokers and 96.2% of current smokers reported that until the time of this study,
they have not received free cigarettes.

Within the current smokers group themselves, the percentage rate of owning products that
carry cigarette brand names such as t-shirts, pens, or key rings seemed to be very low
compared to those who had not, 10.8% as against to 88.9%. On the other hand, only 3.9% of
non-smokers reported having the products and very high percentage at 95.8% of this group
did not have any products that carry tobacco brands.

With regards to warning labels on cigarettes, Thailand’s Tobacco Product Regulations
requires rotating health-warnings on the labels of the cigarette packages. However, the
government plans to include more health warning information on the packages with pictorial
warnings being proposed to replace the written ones. In this study, more than half of current
smokers (70.9%) reported having seen warning labels on cigarette packages and they could
recall more than one health warnings (“Smoking causes lung cancer”, “Smoking causes heart
failure”, “Smoking causes pulmonary emphysema”, “Smoking causes cardiovascular
diseases”, “Smoking is harmful to your families and friends”, “Smoking is harmful to
fetus”). However, among all the warnings, “smoking causes lung cancer” at 12.4%, and
“smoking is harmful to your families and friends”, at 3.3%, were the two easily remembered
warnings among the current smoker respondents.

Although both non-smokers and current smokers group were exposed to cigarette
advertisements, they were also exposed to anti-tobacco messages launched by various
projects, namely, “Be smart don’t” smoke” and “Care for Kids” projects, initiated by Action
on Smoking and Health Foundation (ASH Thailand) which focused on children and youth.
The results showed that the majority of both groups reported having seen the anti-tobacco
messages or pictures from poster as recent as in the last two weeks during the study, 58.2% in
non-smokers, and 55.2% in current smokers.

Media seemed to be an effective mean of reaching to the school children. They were exposed
to advertisements from cigarette companies as well as anti-smoking campaigns. However, as
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indicated in this study, more school children received tobacco advertisements than anti-
tobacco messages.  Although legislation placed limitations on tobacco companies
advertisements in various media, they were more successful in reaching the school children
than the tobacco control advocates.

Since all schools that participated in the survey are under the jurisdiction of the Ministry of
Education, similar activities about anti-tobacco is scheduled annually every 6™ of June which
is the Tobacco Free Day in Thailand. Representatives from each classroom participated in
many activities like walkathon, campaigns, and exhibitions about the hazards of smoking.
During the previous event, senior students were more likely to be the representatives.
However, the proportion of current smokers and non-smokers who participated in such event
were quite high, 68.9% and 67.9%, respectively.

Tobacco use and cessation

Age of onset of smoking plays an important role in the smoking behavior later on in
adulthood. In this study, some of the former and current smokers started to smoke, as early as
7 years of age. 7.0% and 2.7%, respectively. However, in both groups, it was the age 14 to 15
years that smoking was initiated most in former smokers, with a rate of 29.7% and 42.7% for
current smokers. The length of time that they have been smoking ranged from less than one
year to 7 years where more than 85% of the former smokers smoked for only 1 year or less.
Whereas, the time period of smoking for current smokers varied with about 65% have been
smoking for 1 to 3 years, 20% for 4 to 5 years, and nearly 7% for 6 to 7 years or one third of
their lives in some school children.

Most or 81.5% of the former smokers smoked without the knowledge of their family, while
about half or 51% of the current smokers’ families knew of their smoking behavior. The most
common reasons for smoking reported by these two groups were similar: for personal
reasons, e.g. to attract the opposite sex, curiosity and want to experiment, image, or to
increase their confidence; and because of peers pressure.

Among the smokers, the amount of cigarettes smoked per day varied from 1 to more than 10
cigarettes per day. 41% of the current smokers smoked about 2 to 5 cigarettes per day with
28% smoked 1 cigarette or less per day and 15% smoked more than 6 cigarettes per day.
About one of three current smokers smoked 9 days and about the same proportion smoked
between 1 to 3 days during the past 2 weeks preceding the survey. More than half of the
current smokers used Krongtip and Saifon as cigarette of choice which were local brands. On
the average, the expenditure on cigarette smoking in the previous 2 weeks preceding the
survey was 20-40 Baht or 1/2-1 US dollar.

Since this study involved school students, one would expect that school would be the most
frequent place for smoking. The results showed that most of the current smokers smoked at
their own homes at the rate of 29% and friends’ homes at 22%, while only 12% usually
smoked at school.

Almost half or 36.9% of the current smokers admitted that they smoked other types of
tobacco and of these, 94.4% were hand rolled cigarettes. Not surprisingly, 32.9% revealed
that they have added drug like cannabis to their cigarettes.
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Perceived future plans regarding smoking may signify one’s consciousness about tobacco use.
Non-smokers (respondents who never smoked even a puff in their lifetime) were asked
whether they will smoke in the future. Most respondents or 97.9% reported that they will
definitely not smoke and only 1.9% reported they were not sure about their future. However,
the percentage of respondents who intend to try smoking in the future was small at 0.2%.
Similarly, a large proportion of former smokers or 93.9% had a strong commitment that they
will not take up smoking again. The reasons that the former smokers quit smoking were
attributed to their health (54.2%) followed by objections from their families and their love
ones (24.6%).

In terms of tobacco cessation among the current smokers, 66.3% made at least one serious
attempt to quit, while 33.7% admitted they have never tried to quit. The important reason in
their unsuccessful attempt to quit smoking was lack of will (25.7%) followed by peers’
pressure (22.4%). However, when asked about their future plan, the majority of current
smokers planned to quit smoke, while 18.6% admitted that they will continue smoking.

Additionally, cigarettes were easily accessible to the subjects, although most were under age
to legally purchase the cigarettes in the stores as stipulated in the “Tobacco Control Act of
1992” which prohibits sales of cigarettes to minors below 18 years of age. This study’s
results showed that 63.8% of the current smokers can easily purchase cigarettes in a shop or
from street vendors. Of those current smokers, 66.4% had never been refused by the sellers
even at their age and only 27% had been refused by the sellers.
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DISCUSSION

The results of this survey provided evidence that the prevalence of smoking among secondary
and vocational school students was 6.8% and 15.6% for ages 15 to 19. This rate has
increased as compared to that found in the previous national survey. The survey conducted
by the National Statistics Office reported a rate of 6.3% among individuals aged 15 to 19
years in 1999. The prevalence rates increased in both males and females. The prevalence of
smoking was still much higher in male students compared to female; however, the increase in
female is also of big concern.

The smoking prevalence, 16%, among vocational school students was substantially higher
compared to secondary school students with prevalence rate of 5.1%. It appeared that
students in the rural areas had the highest rates, particularly students in the Northeastern
region. The difference in prevalence indicated that the youth residing in the rural areas might
be more vulnerable to tobacco addiction compared to those in the central region and in
Bangkok.

In general, knowledge, attitude and practice are conceptually interrelated in human behavior.
Having the right knowledge and attitude may lead to appropriate practice. In this study,
although smokers acknowledged the harmful effects of smoking as do the non-smokers, they
possessed more favorable attitude toward smoking and believed that peers can influence their
smoking behavior. Smokers also had less self-esteem as compared to non-smokers.
Moreover, smokers painted a more positive image of smoking as being mature, masculine,
attractive, and cool. It followed that having the correct knowledge doesn’t translate into the
right attitude and practice. Therefore, there must be other factors that contributed to the
tobacco use among the school students.

The study confirmed the evidence of several determinants of smoking among young students.
Factors that influence them to smoke included age, gender, family problem, performance in
school and smoking status among friends, teachers, parents and family members. The results
are consistent with several previous studies including a study in Argentina (Morello, Duggan,
and Adger, 1997) reporting that current smoking in high school students was associated with
having a best friend who smokes, having positive attitudes and beliefs towards smoking and
having a positive intention to smoke within the next year. A study in Chiangmai
(Suwanteerandkul, 2000) also found that family conflict, poor school performance, and
having a smoking friend were positively associated with smoking. Smoking prevention
intervention in school must account for all these factors.

Advertising was one of the strategies that tobacco companies have been investing to reach the
adolescents, in order to create positive image of tobacco use. Evidence indicated that
cigarette advertising played a significant role in influencing the perceptions, attitudes, and
smoking behavior of youth (Pollay, 1993). Exposure to tobacco advertisements, particularly
for young people, can become a strong reinforcement for a decision to start smoking or to
keep smoking (http://www.MayoClinic.com). In this study, some of the school students had
received free cigarettes or products with cigarette brand name. In addition, more than half of
the smokers also reported that they have seen advertisement at the point of sales and about
one fourth of them saw cigarettes advertising in the printed media. This is quite alarming
since the Thai government has made much progress in legislation, taxation and other tobacco
control measures. It appeared that the major challenge lies in the enforcement. Legislation
and other efforts can be effective only if they are strictly enforced.

39




The results of the study may signal that the tobacco industry has succeeded in some degree on
targeting the youth, as the rates of smoking has alarmingly increased in both gender of school
students. The health consequences of smoking are unquestionable. Equally important,
tobacco use among youths could lead to other risk behaviors, such as, use of abusive
substances. In this study, about one third of the current smokers have added narcotic
substances to their cigarettes which may become a gateway to drug abuse as has been
demonstrated in other previous studies.

Strengthening of tobacco control strategies focusing on school students must be implemented
in Thailand. The important determinants including personal factors, socioeconomic status and
accessibility to tobacco are needed to be closely monitored and intervened. The influence of
smoking by family members, teachers and peers must be seriously taken into account.
Parents, family members and teachers should be aware of the effects of smoking to students.
Tendency of smoking are found in youth with family conflict, with family financial problem,
lack of communication and lack of supervision from parents. Smoking is also present among
students with poor academic performance and students in vocational schools. Tobacco
control measures involving both the school and the family should be implemented targeting
these vulnerable groups.

For measures related to tobacco accessibility, even though the regulation banning smoking in
schools exists, the compliance and effectiveness of this measure has not been successful and
not properly evaluated. Communities and schools should be informed to strictly enforce the
regulation. Other legislation such as prohibition of cigarette sales to youth aged less than 18
years old should also be re-enforced. Surveillance system of monitoring the tobacco
companies in abiding the laws and covert movement in expanding their market share should
be in placed.

It is a crucial time for tobacco control advocates and government to work together to control
and prevent the initiation of youth smoking. Financing such endeavor can not be matched by
the magnitude of investment made by the tobacco companies in trying to capture the youth
market. Therefore, collective effort involving all key stakeholders can build enough strength
to face the formidable challenge posed by the multinational tobacco industry.

There were some limitations in the study. First, the cross-sectional design in the present
study might limit the inference of causality. Second, the data was self-reported, it is possible
that recall bias or information bias might have occurred as students who were smokers might
be reluctant to tell the truth. However, the students were assured about the confidentiality.
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Questionnaire (self-administered)
“Prevalence of smoking and factors related to smoking in Thailand school students”

Instructions

This survey will gather information on tobacco use behaviors of students. Questions will be asked
about: tobacco use, knowledge and attitude toward tobacco, tobacco cessation, media and
advertising. The survey information is essential for policy makers in establishing tobacco
prevention and education programs. It is important that you give true answers to these questions.
This questionnaire has been designed to protect your privacy and allow for anonymity. Thank you
for your cooperation and participation.

School .o, DiStriCt......ooovveieie i,
Subdistrict.......oovvviiiien Province .................. Date......oovvvevvnnnnn.

Section 1. Personal Information
1. In what grade or year are you?
Secondary level 1% (mathayom 1)
Secondary level 2" (mathayom 2)
Secondary level 3" (mathayom 3)
Secondary level 4™ (mathayom 4)
Secondary level 5™ (mathayom 5)
Secondary level 6™ (mathayom 6)
Vocational 1%
Vocational 2"
Vocational 3"
2. Please indicate your sex

1. Male 2. Female
3. How old are you?

CoNoO~wNPE

4.1 What number are you in your famlly’> (2%, 2" 3" only child)

lam.

5. Parental status

1. Living together 2. Separated

3. Divorced 4. Other, specify........................
6. At this moment you live with

1. Father and mother 2. Father

3. Mother 4. Relatives

5. Living on my own (dormitory, apartment)

6. Friend’s house 7. Other, specify...............
7. Father’s occupation

1. Government officer 2. Agriculturist

3. Business owner/Self employed 4. Commercial trader

5. Skilled laborer 6. Employee of private

7. Other, speCify.......cccoevvinninnnne. enterprise
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8. Mother’s occupation

1. Government officer 2. Agriculturist

3. Business owner/Self employed 4. Commercial trader
5. Skilled laborer 6. Employee of private
7. Other, speCify.......cccoovvinninnnnn. enterprise

9. What was your grade last semester?

10. Normally how much money do you get everyday?

1. Less than 50 Baht 2.51-100 Baht
3. 101-200 Baht 4. More than 200 Baht
11. Do you have extra money ( earned by yourself)
0. No
1. Yes AVETAge ..uveiiieinieenee Baht per week
12. What activities you do most in leisure time? (Select more than one responses)
1. Reading 2. Play around with friends
3. Playing sports 4. Playing musical instrument
5. Listening to the music 6. Watching television
7. Go to see the movies 8. Other, speCify.......cccoevviinnnnn.

13. What is your major problem?
1. Parents’relationship
2. Problem between my parents and |
3. Problem between my relatives and |

4. Family’s income 5. Education

6. School’s regulation 7. Other, speCify.......cccoevviennnnn.
14. Whom you turn to first, when you have problems? (select only 1 response)

1. Father 2. Mother

3. Brother/sister 4. Relatives

5. Teacher 6. Friends

7. Other, specify.......................
15. The persons close to you who smoke are? (Select more than one responses)

1. Father 2. Mother

3.0lder brother 4. Older sister

5. Teachers 6. Younger brother
7.Younger sister 8. Neighborhoods

9. Relatives in same house

16. Do any of your closest friends smoke cigarettes?
1. Nobody 2. Some of them
3. Most of them 4. All of them
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Section 2. Knowledge of health effects of smoking

1. Nicotine in cigarettes makes smokers become addicted.

0. No 1. Yes
2. Smoking causes emphysema.

0. No 1. Yes
3. Smoking stimulates appetite.

0. No 1. Yes
4. Smoking reduces stress and tension.

0. No 1. Yes

5. Young children who exposed to secondhand smoke are more likely being at
increased risk of respiratory tract infections.

0. No 1. Yes
6. Insecticides and fertilizes used on tobacco crops harm smokers.
0. No 1. Yes

7. The advantage of smoking is making heart beat fast and increases ability of the blood
to deliver oxygen throughout body.
0. No 1. Yes

8. Athletes who smoke is more likely to be exhausted than non-smoker athletes.
0. No 1. Yes

9. Smoking during pregnancy or inhaling smoke during pregnancy can cause. (select only one
response)

1. Cause infant as a result abnormal of neuron system and may have congenital heart disease.

2. Infant deformities

3. No effect to infant

4. May cause Sudden Infant Death Syndrome (SIDS) to infant

10. In a room where 20 cigarettes have been smoked, non-smokers are inhaling the
equivalent of how many cigarettes?
1. 1-2 cigarettes 2. 4-6 cigarettes
3. 8-10 cigarettes 4. 12-15 cigarettes
5. Don’t know

11. What do you think is the reason smoking can cause cancer of the mouth?
(select only one response)

1. Cigarette smoke that enters the mouth reacts with saliva to produce acid.

2. Poisons from the cigarettes collect in the mouth and produce very bad smell.

3. Hot cigarette smoke that enters the mouth produces scarring of the mucous
membrane lining the mouth easily and frequently.

4. Substances in the cigarettes coat the roof of the mouth and the tongue with a
yellow or brown coat that contains pathogenic microorganisms (such as
bacteria or viruses.)

5. Don’t know

12. What is the most effective way to quit smoking?
1. Gradually reduce the number of cigarettes
2. Stay away from those who smoke
3. Do not buy cigarettes
4. Control yourself and intend to quit
5. Don’t know

13. Do you know “light cigarettes™?
1. No (go to section 3)
2. Yes (go to no.14)

14. What “light cigarettes* are?
1. Light cigarettes contain low nicotine and tar
2. Light cigarettes are less harmful than “regular cigarettes”
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Section 3: Beliefs and attitudes toward smoking.

Instruction for section 3 and 4

Please state whether you agree or disagree with the following statements and circle the
level that best represents your rating.

1 means Strongly disagree
2 means Disagree

3 means Not sure

4 means Agree

5 means Strongly agree
Statements 1 2 3 |4 5
1. Smoking 1-2 cigarettes / day is not harmful to your health.

2. Smoking makes you look more mature.

3. One would be accepted by peers when he/she smoke.

4. Once someone starts smoking, it is hard to quit.

5. Teenaged boys should try smoking in order to feel

masculine.

. The smoke from other people’s cigarette is also harmful to

those who do not smoke.

7. It is not necessary to smoke even though your closed friends

smoke.

8. Smoking helps people feel more comfortable in social

gatherings.

9. Smoking can not relieve stress and suffering.

10. Schools should be smoke-free zone.

11. You feel uncomfortable to refuse cigarettes from your

friends.

12. In order to be accepted by peers, it is not necessary to

smoke.

13. Smoking is more attractive to the opposite sex.

14. Teenagers have high curiosity, one should smoke because
it gives practical experience, therefore, one should try to
smoke to see what it likes.

15. Smoking is a gateway to other drug abuse.

16. Smoking is cool and should be imitated.

17. Smoking poses less danger for a person of your age

because you can quit at any time.

18. If given the opportunity; you would participate in the

school’s campaign to stop smoking.

19. You intend not to smoke during this school year.

20. Even though my parents and relatives smoke, | will not

smoke.

(op]
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Section 4. Self esteems

Statements 1 2 3 4 5

1. Your parents are very proud of you.

2. Your teachers admired and appreciated you

3. You just can’t help feeling that you are worthless while you
are at school.

. You feel good about yourself.

. Compared to others, my life is worthy.

. No one in my family takes an interest in me.

. Your friends feel that you are good and an  able person.

. In total | have not accomplished anything.

4
5
6
7. | sometimes feel that my life is useless.
8
9
1

0. | am satisfied with the way | am now.

Section 5. Media and advertising

1. Has a tobacco company representative ever offered you a free cigarette?
0. No 1.Yes, specify how many times................
2. | never pay attention because | do not smoke

2. Do you have something i.e. (t-shirt, pen, bag etc.) with a cigarette brand logo on it?
0. No 1.Yes
2.0ther, specify.....................

3. Could you tell what is the content of new health warnings on cigarette packages?
1. Smoking causes lung cancer

2. Smoking causes heart failure

4. Smoking causes pulmonary emphysema

8. Smoking causes cardiovascular diseases

16. Smoking is harmful to your family and friends
32. Smoking is harmful to fetus

4. During the two weeks how many anti-smoking messages or pictures have you
seen in different media i.e. radio, T.V., internet?

0. I have never seen 1. Few
2. A lot 3. 1 am not interested.
5. When you went to the store, how often you saw the advertisements for cigarettes?
0. Never 1. Sometimes
2. A lot
6. How likely you will see any prints media of the anti-smoking at other places?
0. Never 1. Newspaper
2. Poster 3. Other, specCify...........c......

7. Are there any activities about anti-smoking in your schools?
If any, have you joined that specific activities?
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Section 6. Tobacco use and cessation.
1.Have you ever tried or experimented cigarette smoking, even one or two puffs?

0. No (gotono.2) 1. Yes (gotono.3)
2. What will you be in the future?
0. Definitely not smoking 1. Tried smoking

2. Other, specCify........c.coovuunnn...

3. Are you a current smoker?
0. No (answer 4-10, then complete the questionnaire)
1. Yes (.answer 4-8, 10-23, then complete the questionnaire )

4. How old were you when you first tried smoking?

1. 7 years or under 2. 8 or 9 years old
3.10 or 11 years old 4. 12 or 13 years old
5. 14 or 15 years old 6. 16 years old or over
5. How long have you been smoking?
...................................................... years
6.What are the reasons you smoke? (select more than one response)
1. Attract the opposite sex 2. My friends smoke
3. Just want to experiment 4. Sophisticated
5. It is good for my image 6. It relaxes me
7. Imitate father or brother 8. Increased confidence
9. Advertisement 10. To be accepted by peers
7. Do your family members know that you smoke cigarettes?
0. No 1. Yes
8.What describes you the most?
1. Ex-smoker 2. Occasional smoker

3. Daily smoker

9. What was the main reason that you stop smoking? (select only one response)

1. Concern for my health 2. Can save money
3. Because my parents objected 4. Other, SPeCIfy......ccoieiieiiiiiiiie e
10. What will you be in the future?
0. No longer smoking 1. Continue smoking
2. Return to smoke 3. Other, SPeCify....c.ocvviiiiiiiiiiiaen,
11.Have you ever tried to stop smoking?
0. Never
1.Yes, at that time, how long have you stopped smoking................... Months/Years.
12. What was the main reason that you did not stop smoking? (select only one response)
1. Peers’encouragement 2. 1 don’t want to stop
3. | feel lonely 4. Unyielding mind
5. Irritability 6. Advertisement
7. Conflict with parents 8. Cigarettes can do no harm to me

9. Other, SpeCify......ccceveiiiininannnns

13. When do you usually smoke?

1. When | get up in the morning 2. After meal
3. When | am alone 4. Break time in school
5. With my close friends 6. When | am reading, working late at night.

7. Other, specCify............cocociiiin .
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14.Where do you usually smoke?

1. At home 2. At school
3. At friend’s house 4. At social events
5. In public places i.e. parks, shopping center, street corners

15. Do you smoke other than cigarettes?
0. No (Skip to no.17) 1. Yes (answer no.16)

16. If yes, what are they?
1. Hand rolled cigarettes
2. Other, SPECITY ... vt e e

17. Have you ever smoked tobacco mixed with other drugs i.e. cannabis?

0. No 1. Yes
18. Did anyone ever refused to sell you cigarettes because of your age?
0. No 1.Yes

2. 1 did not buy cigarettes directly

19. During the last two weeks, how many days did you smoke cigarettes?
1. 1-3 days but not everyday
2. 4-6 days
3. 7-9 days
4. More than 9 days

20. During the last two weeks, how many cigarettes did you smoke?
1. Less than 1 cigarette per day
2.1 cigarette per day
3. 2-5 cigarettes per day
4. 6-10 cigarettes per day
5. More than 10 cigarettes per day

21. During the last two weeks how did you get cigarettes?
1. Bought from a store 2. Asked from my friends
3. My senior gave 4. Asked someone to buy
5. Other, speCify.......cccocevenee.n.

22. What brand of cigarettes do you usually smoke?

1. Krongtip 2. Saifon
3. No usual brand 4. Other, specify
23. During the last two weeks how much do you spend money on cigarettes?
1. 20-40 Baht 2. 41-80 Baht
3. More than 80 Baht 4. Other, specCify..........coooeieininn .
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About SEATCA

The Southeast Asia Tobacco Control Alliance (SEATCA) works

closely with key partners in ASEAN member countries to

generate local evidence through research programs, to enhance

local capacity through advocacy fellowship program, and to be

catalyst in policy development through regional forums and in-country
networking. By adopting a regional policy advocacy mission, it has supported
member countries to ratify and implement the WHO Framework Convention
on Tobacco Control (FCTC)

Contact persons:

Ms. Bungon Ritthiphakdee: SEATCA Director

Email: bungon@seatca.org

Ms. Menchi G. Velasco: SEATCA Research Program Manager

Email: menchi@seatca.org; menchi55@yahoo.com

Southeast Asia Tobacco Control Alliance (SEATCA)

Address: Thakolsuk Apartment Room 2B, 115 Thoddamri Rd., Nakornchaisri
Dusit, Bangkok 10300, THAILAND

Tel./Fax: +662 241 0082

Website: http://www.seatca.org
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