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Teenage
how can the

GP help?

Teenage smoking is a very different
behaviour to adult smoking. GP intervention
is based on the 5As model of Ask, Assess,
Advise, Assist and Arrange, modified for
the specific needs of adolescents.

A teen-friendly counselling style that
leaves the quitting decision to the
teenager and focuses on short-term effects
is critical.

In spite of falling smoking rates, tobacco is still the
single biggest preventable cause of death and
illness in Australia.! Of adult smokers, 80% start
smoking before 18 years of age.” Young people

assume that they will stop before they experience
any serious health problems. However, nicotine

smoking daily.

IN SUMMARY

readiness to quit.

smoking

dependence can develop very quickly and most
regular teenage smokers are soon unable to quit.

Most of the health effects of smoking are seen
in later life and are due to the cumulative effects of
smoking over many years. One-third of teenagers
who become regular smokers will eventually
die prematurely from smoking-related diseases.’
Preventing teenagers from becoming regular users
of tobacco and assisting them to quit are impor-
tant goals for general practice.

Teenage smoking is a very different behaviour
to adult smoking. This article examines the back-
ground to teenage smoking and provides practical
advice for GPs on how to intervene with this age

group.

* Many teenage smokers want to quit but are unable to do so because they have little
knowledge about the quitting process and many lack the skills to quit.
Symptoms of nicotine dependence develop in 70% of adolescents before they are

e One-third of teenage smokers will die prematurely from smoking-related diseases.
o GP intervention is based on the 5As model, modified for the special needs of adolescents.
* Nicotine replacement therapy should be discussed if there is nicotine dependence and a

¢ Referring the teenager to Quitline or directing them to useful websites
(e.g-.www.OxyGen.org.au) should be considered.
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smoking rates, frequency and stages

In Australia in 2007, 7.5% of 12- to 19-year-olds
smoked compared with 19.4% of the population
overall (from the age 14 years onwards).* The
smoking rate was higher among teenage girls in all
age groups from 12 to 19 years: 8.5% of girls and
6.6% of boys smoked.'

Smoking becomes more prevalent through
adolescence. In 2007, 2.2% of 12- to 15-year-olds,
7.8% of 16- to 17-year-olds and 17.4% of 18- to
19-year-olds smoked. Teenagers smoke less
regularly than adults, with 5.6% smoking daily,
1% smoking weekly and 0.9% smoking less fre-
quently than weekly.*

Teenagers also smoke fewer cigarettes than
adults. On average, boys smoke eight cigarettes
per day and girls smoke nine per day.’ The average
age of initiation of smoking in 2007 remained
stable at 15.8 years.*

A number of stages have been identified in
teenage smoking. Initially, there is some experi-
mentation that may be followed by a gradual
increase in smoking frequency. The next stage is
infrequent but regular smoking, for example,
just on social occasions. Once the habit is estab-
lished, smoking occurs daily or almost daily.
However, individual patterns and speed of pro-
gression vary.’

Why do young people start smoking?
Research with twin and adoption studies has
demonstrated that genetic factors play a major
role in the uptake and persistence of smoking. In
fact, genetics account for about 50% of the chance
of initiating smoking and 70% of the risk of
becoming nicotine dependent.”

Peer smoking is more influential than parental
smoking. Teenagers want to be perceived as
‘cool’ and be included in the peer group. They see
smoking as something to share with friends.’

Parental smoking triples the likelihood of
smoking in teenagers due to both genetic factors
and modelling."” Smoking rates are greater if both
parents smoke and if an older sibling smokes.
On the other hand, negative parental attitudes to
smoking have a strong protective effect.

Like adults, teenagers smoke in response to
stress, to regulate their moods or to control anger.
The physiological effects of nicotine can help ease
some of the stress and storm of adolescence."
There is evidence that some teenagers smoke to
assist with weight control, especially females."

Other factors associated with smoking include
personality traits (such as risk-taking, poor self-
control and rebelliousness), low self-confidence,
delinquent behaviour, poor academic achievement,
lower parental socioeconomic status and single
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Teenage smoking - how can the GP help?

continued

parent homes. Tobacco marketing, spon-
sorship and media imagery also play
important roles.

Are teenagers dependent on
nicotine?
Young people vastly underestimate the
addictive potential of nicotine. They
commonly believe that nicotine depen-
dence does not develop until after
a number of years of smoking, or only
once smokers reach adulthood. However,
adolescents are more vulnerable to nico-
tine dependence than adults and develop
dependence more quickly and from
lower levels of nicotine intake."”
Symptoms of nicotine dependence
can develop within days of first exposure.
Among teenagers who lose control over
their tobacco use, 10% do so within two
days of inhaling from a cigarette for the
first time and 25% within 30 days."™"
Symptoms of nicotine dependence
develop in 70% of adolescents before they
are smoking daily." Girls develop nico-
tine dependence significantly faster than
boys. In one large review of adolescent
smoking, two-thirds or more reported
some withdrawal symptoms during
attempts to quit or reduce smoking."”

Unassisted quit attempts

Many teenagers want to quit smoking
and make serious attempts to do so each
year. In 2008, 36% of 12- to 17-year-old
smokers in NSW schools wanted to quit,
with 80% being certain that they would
not be smoking in 12 months’ time. In
the last 12 months, 42% had tried to
quit smoking, most on more than one
occasion.'’

In general, young people do not like
the idea of getting help to quit, with most
indicating that they would prefer to quit
by themselves or with the help, support
and encouragement of friends.” However,
most teenagers have little knowledge
about the quitting process and many lack
the skills to quit.

Quitting attempts are rarely planned.

In most cases young people go ‘cold
turkey’, quitting abruptly without any
assistance or medication. Gradually cut-
ting down before quitting is also used.’
Not surprisingly, successful spontaneous
quit rates are very low, in most studies
about 3 to 6% over 12 months.’

Is intervention effective?

A variety of interventions have been
tested with teenagers in school clinics,
the classroom, medical clinics and on
the computer. In general, the trials have
low recruitment rates, high drop out rates
and modest cessation rates.

A meta-analysis of 48 trials in 2006
showed a significant rise in quit rates
from 6.24% in the control groups to
9.14% in the active groups (46%
increase).” The highest quit rates were
found in school-based clinics and in
classroom interventions."”

A 2010 Cochrane review of 24 trials of
teenage smokers found approximately a
70% increase in success for the active
groups compared with controls." Unfor-
tunately, there are no good quality general
practice trials.

Role of medication
There is currently insufficient evidence to
determine whether nicotine replacement
therapy (NRT) is effective in adolescents.
A 2010 Cochrane review found only one
NRT study with at least six months follow
up.'*"” This trial failed to show a signifi-
cant effect for either the nicotine patch or
gum but was underpowered to demon-
strate an effect on smoking cessation."
However, the evidence to date gives us
no reason to believe that the effectiveness
and safety of NRT would be different for
teenagers than for any other group of
smokers.”® As a result, Australian guide-
lines recommend that pharmacotherapy
with NRT be considered in adolescents if
there is evidence of nicotine dependence
and a desire to quit tobacco use.””" Nico-
tine replacement products are approved
from the age of 12 years but compliance

32 MedicineToday ~ November 2010, Volume 11, Number 11

may be an issue in adolescents.

The Cochrane review of adolescent
smokers included two studies on bupro-
pion; one tested bupropion as an adjunct
to NRT and one trialled bupropion
alone. It concluded that the evidence on
bupropion appears to suggest that this
agent is not effective either alone or in
combination with NRT. Bupropion is
therefore not recommended on the avail-
able evidence."

Varenicline is also not recommended
for use in patients under 18 years of age
and has not been tested in this age group.

Role of the GP
Minimal advice by GPs has been shown
to be effective in helping adult smokers
quit in numerous trials” but there is little
research evidence with teenage smokers.
Nevertheless, the Smoking Cessation
Guidelines for Australian General Prac-
tice advise GPs ‘to take the opportunity
to discuss smoking with young people
whenever it arises’.”® Smoking status
should be identified from the age of
10 years if appropriate. GPs often have a
long-term relationship with teenagers
and are seen as a respected source of
health information. As with adults, it is
likely that very brief interventions of sev-
eral minutes duration will be effective.

How to intervene
In the absence of specific evidence-based
guidelines for adolescent smokers and a
relative lack of research in this age group,
it is reasonable to base intervention on
the current Australian guidelines™” with
modification for the special needs of ado-
lescents. These guidelines use the 5As
model of Ask, Assess, Advise, Assist and
Arrange (Table 1). Smokers are assessed
according to their readiness to change,
and a tailored intervention is then pro-
vided depending on which category the
smoker belongs to.

A teenager-friendly counselling style
needs to incorporate the following
elements:*
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« Confidentiality is a priority in
adolescence. Having the parents out of
the room will facilitate the discussion.

o Teenagers value their autonomy and
resist being pressured or told what to
do. Acknowledging that quitting is
their choice and providing information
and options to assist them is
recommended.

o A respectful, nonjudgemental approach
is also essential.

Ask

All patients from the age of 16 years should
be asked if they currently smoke or have
done so in the past. Patients should be
asked about smoking from the age
of 10 years if it is relevant clinically, such
as when treating asthma or discussing
drug use.

A brief smoking history should be
taken. The number of cigarettes per day
may be quite variable and a seven-day
review may give a more accurate guide.
Smoking duration and previous quitting
attempts should also be asked about.

Smoking can be a gateway into other
drug use and may be a marker of other
problems. Therefore, a broader adoles-
cent health assessment may be appropri-
ate. In particular, cannabis use should
be asked about, as it is much more likely
in tobacco smokers than in non-tobacco
smokers. Ongoing use of cannabis can
undermine attempts to quit tobacco
smoking.

Assess

Assess the teenager’s readiness to change

Questions such as: ‘How do you feel

about your smoking? and ‘Are you ready

to quit now?’ are useful.” Smokers are
placed into one of the categories below.

» Notready. They are not thinking
seriously of quitting.

» Unsure. They are ambivalent about
smoking and thinking about change
in the next six months.

o Ready. They are planning to quit in
the next 30 days.

35% were not ready, 31% were unsure,
15% were ready, 5% were recent quitters
and 9% were in maintenance (quit more
than six months ago; Figure 1).”

continued

Table 1. 5As approach to helping teenage smokers quit

Ask

Ask teenagers if they smoke

o Ask all teenagers from the age of 16 years or, if clinically relevant, from the age of
10 years.

o Ask teenagers how many cigarettes do they smoke? How long have they been
smoking? Any previous quit attempts? Do they smoke cannabis?

Assess
Readiness to change
¢ ‘How do you feel about your smoking?’
¢ ‘Are you ready to quit now?’
Nicotine dependence (two key questions from the ‘Hooked on nicotine checklist’)
e Have you ever tried to quit, but couldn’t?
* Do you ever have strong cravings to smoke?
Barriers to quitting
* Peers, nicotine addiction, stress.

Advise
Help teenagers make their own decision to quit by discussing the issues of immediate
importance to them such as appearance or cost and provide relevant health information.

Assist

‘Not ready’ smokers

* Provide written information and an invitation to return when ready to discuss.

‘Unsure’ smokers

¢ Discuss short-term benefits of quitting, cost savings and barriers to quitting and
provide written information.

* Begin brief motivational interviewing.

‘Ready to quit’ smokers

* Provide information about smoking and how to quit.

e Set a quit date.

¢ Discuss coping strategies for withdrawals and cravings.

¢ Discuss stress and anger management.

e Discuss social skills: how to deal with smoking situations; assertiveness.

e Offer nicotine replacement therapy, if the teenager is nicotine dependent.

e Enquire about support of a friend.

e Alternatively, refer the teenager to Quitline (phone: 137 848) or practice nurse, or direct
them to the following websites: www.OxyGen.org.au or www.quitcoach.org.au.

Arrange
Follow-up within seven days
¢ Offer encouragement, review progress, review medication and encourage social support.

Assess nicotine dependence

Standard adult criteria such as the time
to the first cigarette of the day after
rising and number of cigarettes smoked
are less predictive in teenagers. A useful

In one study of high school students,
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continued

Table 2. Hooked on nicotine
checklist*”

e Have you ever tried to quit, but
couldn’t?

e Do you smoke now because it is
really hard to quit?

e Have you ever felt like you were
addicted to tobacco?

¢ Do you ever have strong cravings to
smoke?

e Have you ever felt like you really
needed a cigarette?

e s it hard to keep from smoking in
places where you are not supposed
to, like school?

When you tried to stop smoking (or when

you haven’t used tobacco for a while):

¢ Didyou find it hard to concentrate
because you couldn’t smoke?

¢ Did you feel more irritable because
you couldn’t smoke?

e Did you feel a strong need or urge to
smoke?

¢ Did you feel nervous, restless or
anxious because you couldn’t smoke?

* Reproduced with permission from © 2006 Joseph
Difranza, Robert J. Wellman, UMass Medical School.
Family Medicine & Community Health. Nicotine
Checklist (HONC) 2006. Available online at:
http://fmchapps.umassmed.edu/honc.

guide to nicotine dependence is the
‘Hooked on nicotine checklist’ (Table 2),”
which has been specifically developed
and validated for adolescents. It focuses
on difficulties quitting in the past and
the presence of cravings or desire for a
cigarette.

Assess barriers to quitting

The most common barriers to quitting in

adolescents are:’

* peers: exposure to peer smoking
reduces success

* nicotine addiction

o stress: smoking is often used to relax
and regulate mood.

Nonsmoker

Maintenance
Quit >6 months ago 9%

Figure 1. Stages of
change model.?*

Advise

Australian guidelines advise GPs to give
all smokers a clear message to quit.”
However, this directive approach does
not usually work in teenagers and is often
ignored and resented. Instead, try help
them make their own decision to quit by
focusing on the issues of immediate
importance to them, such as appearance,
bad breath, yellow teeth, cost, fitness and
sexual performance. They may also
be concerned about the chemicals and
toxins in smoke and the loss of control
over their smoking behaviour.

Providing relevant health information
can help build motivation to quit. For
example, you could say: ‘The best thing
you can do for your health is to quit
smoking. You mentioned earlier that
you want to improve your skin. Quitting
would certainly help with that.’

Assist

Assistance can be provided based on the
smoker’s readiness to change. Two trials
based mainly on the stages of change
model (Figure 1) in adolescents increased
the long-term success rates by 70% com-
pared with interventions not using the
model."

‘Not ready” smokers

Smokers who are not ready to quit can be
encouraged to think about the habit and
their personal health issues. Written infor-
mation can be offered and an invitation

34 MedicineToday  November 2010, Volume 11, Number 11

for them to return if they wish to discuss
smoking at a later date.

‘Unsure” smokers

Smokers who are unsure about quitting
can be motivated by a discussion of the
relevant health effects of smoking. Short-
term benefits of smoking cessation should
be emphasised. Cost savings, the barriers
to quitting and the availability of quitting
treatments can be discussed and written
information provided.

Brief motivational interviewing is a
counselling technique to help ambivalent
smokers weigh up the pros and cons of
smoking and decide whether continuing
to smoke is worth it for them (Table 3).
It is an empathic, nonconfrontational
technique well suited to teenage smokers.
Eleven trials using ‘motivational enhance-
ment’ in adolescents demonstrated
improved outcomes by 70% compared
with those that did not use this approach.'

‘Ready to quit” smokers
Smokers who are ready to quit can be
offered a range of strategies to assist
them to quit. The interventions below
have been shown to be effective in teen-
agers.”' 719243 A combination of these
strategies is more successful than an
individual strategy, and at least five
sessions is more effective than fewer.
o Cognitive behaviour training. This
includes:
— information about the effects of
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continued

smoking (especially short-term
effects) and how to quit

— self-monitoring (use of a diary)

— setting a quit date

— strategies for coping with
withdrawal symptoms, triggers
and cravings. Examples include
distraction techniques and avoiding
high-risk smoking situations

— skills for coping with stress and
anger management.

* Social skills, such as teaching the
teenager how to deal with friends
who smoke and how to resist the
pressure to smoke.

o NRT, if appropriate.

o The support of a friend when quitting.

Arrange

A follow-up appointment within seven
days should be arranged for all teenagers
who are trying to quit. Progress and NRT
should be reviewed, encouragement
offered and social support recommended.

Where to refer

GPs who do not have enough time or a
strong interest in smoking cessation
can refer patients to a trained practice
nurse or to one of the services described
below.

Quitline

Quitlines (phone: 137 848) have been
shown to be effective in adults,”* and GP
referral can triple the quit rate compared
with usual GP care.” However, quitlines
have not been specifically evaluated in
young smokers.

Nevertheless, Quitline referral is a suit-
able option for young smokers because it
is evidence based, convenient, free and
confidential. Quitlines in Australia are
youth friendly, with special protocols for
callers under 18 years of age. They use
appropriate language, provide youth-
specific resources and focus on the short-
term effects of smoking. Quitline advisors
are happy to call young people back on
their mobile phones.

Online services
Web-based services are a promising veh-
icle for young smokers who are usually
computer savvy. They are free, anony-
mous and can be tailored to the individ-
ual. However, there have not been any
formal evaluations of the efficacy of inter-
net websites in helping adolescents to quit
smoking.’ These websites include:
» www.OxyGen.org.au. OxyGen is the
only Australian website on tobacco
dedicated to young people. It helps
them explore the facts about smoking
and the tobacco industry through
interactive content, games and
video clips
www.quitcoach.org.au. The
QuitCoach is not specifically
designed for adolescents but was
tested on adults before going online.
Smokers allocated to the QuitCoach
were twice as likely to quit compared
with those who received printed
resources”
o www.quitnow.info.au and
www.quit.org.au.

Other quit services

Smoking cessation services for teenagers

is a very neglected area. The author is

aware of only two dedicated clinics taking
referrals. These are:

o The Children’s Hospital at Westmead,
Sydney, NSW, offers a Service for
Addiction Medicine in Youth. This
is a free, paediatrician-based service
focusing on early intervention for
tobacco and other substance abuse
(phone: 02 9845 2446)

 Junction Youth Health Services
conducts a clinic in Canberra, ACT,
and outreach services. These clinics
offer free counselling and NRT by a
nurse for 12- to 25-year-old people
(phone: 02 6232 2523).

What about prevention by GPs?

There is very little research in strategies
that GPs can use to prevent the uptake
of smoking in adolescents. However,
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Table 3. Brief motivational
interviewing**

e Ask: what do you like about
smoking?

e Ask: what are the things you don’t
like about smoking?

e Summarise your understanding of
the patient’s pros and cons.

e Ask: where does this leave you now?

* Reproduced with permission from: Richmond RL,
Webster |, Elkins L, Mendelsohn C, Rollnick S.
Smokescreen for the 1990s: a stop smokingprogram
for general practitioners to use with smokers. 2nd ed.
North Sydney: NSW Department of Health; 1991.
Courtesy NSW Health.

the following commonsense ideas are

worth trying:

» encourage and assist parents and older
siblings to quit smoking to remove
the influence of modelling at home"

 encourage parents to express their
disapproval of smoking. Even with
parents who smoke, adolescents have
a lower risk of smoking if parents
express these views”

« give your teenage patients who are
nonsmokers reinforcement and
approval for not smoking

o consider speaking at your local
school about smoking. Participatory
interventions involving role plays,
group discussions and experiments
have a greater impact.” Resources
are available from the Smarter
than Smoking project
(www.smarterthansmoking.org.au),
OxyGen (www.OxyGen.org.au) and
State Cancer Councils.

Resources available

The Department of Adolescent Medicine
at The Children’s Hospital at Westmead,
Sydney, NSW, has developed an e-learning
program training for clinicians on brief
interventions for smoking cessation
in adolescents and parents who smoke.
GPs can receive a free copy on CD
(phone: 02 9845 2446).
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Conclusion

Teenagers quickly develop nicotine
dependence, even from light smoking.
Most teenage smokers want to quit and
make serious attempts to do so. However,
they lack the knowledge, skills and sup-
port to do it on their own.

One-third of regular teenage smokers
will die prematurely as a direct result of
their smoking. GPs are in a good position
to help. All teenagers should be asked if
they smoke and a brief intervention based
on their readiness to change using the
5As model of Ask, Assess, Advise, Assist
and Arrange should be provided. NRT
can be offered if the smoker is nicotine
dependent and ready to quit.

It is important to address the specific
needs and issues of adolescence. Confi-
dentiality should be discussed, a non-
judgemental and nondirective approach
used and the short-term benefits of

smoking cessation focused on. Stress
management and how to handle smoking
situations and peer pressure should also
be addressed. MT

References

A list of references is available on request
to the editorial office.

Acknowledgeme

The author would like to thank Associate Professor
Susan Towns, Professor Nick Zwar and Dr Bronwyn
Milne for reviewing the manuscript before submission.

COMPETING INTERESTS: Dr Mendelsohn has received
honoraria for teaching, consulting and travel from
Pfizer and GlaxoSmithKline. He is on the Champix
Advisory Board and is a member of the Nicotine
Replacement Therapy Expert Panel. Both companies
have sponsored articles in Your Health newsletter.

Online CPD Journal Program

=

What proportion of teenage smokers will
die prematurely from a smoking-related
disease?

Review your knowledge of this topic and
earn CPD/PDP points by taking part in
Medicine Today’s Online CPD Journal Program.

Log on to www.medicinetoday.com.au/cpd

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2010.



Teenage

Medicine Today 2010; 11(11): 30-37

smoking

how can the GP help?

COLIN MENDELSOHN wmg 8s(Hons)

References

1. Miller M, Wood L. Smoking Cessation Interventions: Review of evidence
and implications for best practice in healthcare settings August 2001. National
Tobacco Strategy. 1999 to 2002-03 occasional paper. Commonwealth of
Australia 2002.

2. Centers for Disease Control and Prevention. Preventing tobacco use
among young people: A report of the surgeon general. MMWR 1994;

43. Available online at: www.cdc.gov.mmwr/pdf/rr/rr4304.pdf (accessed
October 2010)

3. Durham J, Owen P, Bender B, et al. Projected smoking-related deaths
among youth — United States. MMWR Morb Mortal Wkly Rep 1996;
45:971-975. Available online at: http://www.cdc.gov/mmwr/preview/

mmwrhtml/00044348.htm (accessed October 2010).

4. Australian Institute of Health and Welfare 2008. 2007 National Drug
Strategy Household Survey: first results. Drug Statistics Series number 20.
Cat. No. PHE 98. Available online at: http://www.aihw.gov.au/publications
/phe/ndshs07-fr/ndshs07-fr-no-questionnaire.pdf (accessed October 2010).

5. White V, Hayman J. Smoking behaviours of Australian secondary students
in 2005. Drug Strategy Branch Australian Government Department of Health
and Ageing. June 2006. Available online at: http://www.nationaldrugstrategy.
gov.au/internet/drugstrategy/Publishing.nsf/content/E1B70590AD4EF56 DCA
257225000EDCEY/$File/mono59.pdf (accessed October 2010).

6 Mayhew KP, Flay BR, Mott JA. Stages in the development of adolescent
smoking. Drug and Alcohol Dependence 2000; 59 Suppl 1: 61-81.

7. Sullivan PF, Kendler KS. The genetic epidemiology of smoking. Nicotine
Tob Res 1999; 1 Suppl 2: $51-S57.

8. Vink JM. Heritability of smoking initiation and nicotine dependence.

Behav Genet 2005; 35: 397-406.

9. Youth tobacco prevention literature review. Eureka Strategic Research, for
DOHA 2005. Project number 3032. Available online at: http://www.healthyactive.
gov.au/internet/main/publishing.nsf/Content/578B39761374A043CA2570BF0
07CE6A4/$File/literature.pdf (accessed October 2010).

10. Gilman, SE, Rende R, Boergers J, Abrams DB, Buka SL. Parental smoking
and adolescent smoking initiation: an intergenerational perspective on
tobacco control. Pediatrics 2009; 123: e274-¢281.

11. CurryJ, Mermelstein R, Sporer A. Therapy for specific problems: youth

tobacco cessation. Annu Rev Psychol 2009; 60: 229-255.

12. Potter B, Pederson L, Chan S, Aubut J-A, Koval J. Does a relationship
exist between body weight, concerns about weight, and smoking among
adolescents? An integration of the literature with an emphasis on gender.
Nicotine Tob Res 2004; 6: 397-425.

13. DiFranza JR, Savageau JA, Fletcher K et al. Symptoms of tobacco
dependence after brief intermittent use. Arch Pediatr Adolesc Med 2007;

161: 704-710.

14. DiFranza] R, Savageau ] A, Rigotti N A et al. Development of symptoms
of tobacco dependence in youths: 30 month follow up data from the DANDY
study. Tobacco Control 2002; 11: 228-235.

15. Colby SM, Tiffany ST, Shiffman S, Niaura RS. Are adolescent smokers
dependent on nicotine? A review of the evidence. Drug Alcohol Depend 2000;
59 Suppl 1: $83-595.

16.Centre for Epidemiology and Research. New South Wales School Students
Health Behaviours Survey: 2008 Report. Sydney: NSW Department of Health,
2009. Available at: http://www.health.nsw.gov.au/resources/publichealth/
surveys/hss_08.pdf (accessed October 2010).

17. Sussman S, Sun P, Dent C. A meta-analysis of teen cigarette cessation.
Health Psychol 2006; 25: 549-557.

18. Grimshaw G, Stanton A. Tobacco cessation interventions for young
people. Cochrane Database Syst Rev 2006, Issue 4: CD003289.

19. Moolchan ET, Robinson ML, Ernst M, et al. Safety and efficacy of the
nicotine patch and gum for the treatment of adolescent tobacco addiction.
Paediatrics 2005; 115: e407-e414.
20. Zwar N, Richmond R, Borland R, Stillman S, Cunningham M, Litt J.
Smoking cessation guidelines for Australian general practice. Canberra:
Commonwealth Department of Health and Ageing, 2004. Available

online at: http://www.racgp.org.au/guidelines/smokingcessation (accessed
October 2010).

21. Zwar N, Bell ], Peters M, Christie M, Mendelsohn C. Nicotine and
nicotine replacement therapy — the facts. Aust Pharmacist 2006; 25: 969-973.
22. Stead LF, Bergson G, Lancaster T. Physician advice for smoking cessation.
Cochrane Database Syst Rev 2008; Issue 2: CD000165.
23. Zwar N. Smoking cessation. What works? Aust Fam Phys 2008; 37: 10-14.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2010.



24. Vuckovic N, Polen MR, Hollis JF. The problem is getting us to stop. What
teens say about smoking cessation. Prev Med 2003; 37: 209-218.

25. Richmond RL, Webster I, Elkins L, Mendelsohn C, Rollnick S. Smokescreen
for the 1990s: a stop smoking program for general practitioners to use with
smokers. 2nd ed. North Sydney: NSW Department of Health; 1991.

26. Pallonen UE, Prochaska JO, Velicer WF, Prokhorov AV, Smith NF. Stages
of acquisition and cessation for adolescent smoking: an empirical integration.
Addict Behav 1998; 23: 303-324.

27. DiFranza JR, Savageau JA, Fletcher K, et al. Measuring the loss of autonomy
over nicotine use in adolescents: The Development and Assessment of Nicotine
Dependence in Youths (DANDY) Study. Arch Pediatr Adolesc Med. 2002;

156: 397-403.

28. Balch, G I, Tworek C, Barker DC, Sasso B, Mermelstein R J, Giovino GA.

Opportunities for youth smoking cessation: findings from a national focus
group study. Nicotine Tob Res 2004; 6: 9-17.

29. Borland R, Segan CJ. The potential of quitlines to increase smoking
cessation. Drug Alcohol Rev 2006; 25: 73-78.

30. Stead LF, Perera R, Lancaster T. Telephone counselling for smoking
cessation. Cochrane Database Syst Rev 2006, Issue 3: CD002850.

31. Borland R, Balmford J, Bishop N, et al. In-practice management versus
quitline referral for enhancing smoking cessation in general practice: a cluster
randomized trial. Fam Pract 2008; 25: 382-389.

32. Borland R, Balmford ], Hunt D. The effectiveness of personally tailored
computer generated advice letters for smoking cessation. Addiction 2004;
99: 369-377.

33. Sasco A J, Kleihues P. Why can’t we convince the young not to smoke?

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2010.



