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Abtract
Background:

Cigarette smoking usually commences during
adolescence and continues into adult life. The aim
of the present study was to assess the effect of
peer-led intervention on cigarette smoking
knowledge, attitude and behaviour of in-school
adolescents’ in Sokoto metropolis, North-west,
Nigeria.
Method

experimental study, conducted in 3 stages using a

and Material: This was a quasi-

study and control group. A total of 114 students

each were selected into both groups by two-stage
led health
education interventions were administered to

sampling technique. Two peer
respondents in the study group after which
questionnaires was administered to both groups.
Data was analysed using SPSS, all tests were
conducted in 2 tails, and level of significance was

5%.

Results:

In the study group, the proportion of respondents
with adequate cigarette smoking knowledge
increased from 75.4% to 97.2% (P=0.000), there
was a reduction in the proportion of respondents

who supported cigarette being sold to minors

(P=0.000), which was significant and there was an
increase in the proportion of respondents who
would leave a place where cigarette is being
smoked (P=0.000).
Conclusion:

The peer-led intervention was effective at
improving respondents’ cigarette smoking related
knowledge, attitude and behaviour. A sustained
health education program should be set up in

schools.
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Introduction

A wide range of tobacco products enjoy global
use, the most frequently consumed form being
cigarettes.! Cigarette may be the only legally
available consumer product that is harmful to
one’s health when used as intended by the
manufacturers. Cigarette smoking has been
described as the world’s fastest spreading and

longest lasting epidemic.!

Cigarette smoking usually commences during
adult life,
meaning that many tobacco’s future victims are
today’s children®® adolescent cigarette smoking
increases the risk for long term regular adult

adolescence and continues into

smoking,?"4 individuals who do not initiate
cigarette smoking before the age of 20 years are

not likely to become adult smokers.’

Cigarette smoking is one of the major
preventable causes of death in the world today.
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Cigarette smoking kills about a third to a half of all
smokers.® Annually an estimated 4 million
cigarette smokers die worldwide,” half of these
deaths are already occurring in developing
countries.? Epidemic of cigarette smoking is
already shifting from the developed countries to
the developing countries.> * % by the year 2030,
70%  of deaths due to cigarette smoking
worldwide would come from developing
countries.” This may be as a result of aggressive
marketing by cigarette manufacturers in Nigeria
and other developing countries coupled with lack
of implementation of tobacco control policies. If
no action is taken, Nigeria, with a 2013 projected
population of 144 million people could face a grim
future regarding tobacco related disease and

death.**

A young person’s peer has great influence on
the way he or she behaves. This is true of both
risky and safe behaviour. Peer education makes
use of peer influence in a positive way. Several
studies have shown that peer education can
improve adolescents knowledge, provide positive
attitude and behaviour." ' It is against this
background that this study instituted a peer led
health educational intervention in an attempt to
improve cigarette smoking related knowledge,
provide positive smoking related attitude and
behaviour among in-school adolescents in Sokoto
metropolis, Nigeria.

It is hoped that this intervention will reduce
cigarette smoking initiation in adolescents, and in
turn play a great role in reducing the morbidity,
disability and
associated with cigarette smoking. It is also

mortality, economic  burden
hoped that the students selected for the
educational intervention will conduct peer led
step down trainings for their colleagues in their
respective schools which will further improve the
adolescent students cigarette related knowledge,

attitude and behaviour.
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Methodology

This study was conducted between February and
July 2012 in 4 metropolitan Local Government
Areas (LGAs) of Sokoto state, North West, Nigeria.
These LGAs were Sokoto North, Sokoto South,
Wammako and Dange-Shuni LGAs. The study
recruited 20 senior secondary schools in Sokoto
metropolis; owned by the Federal Government
(2), Sokoto State Government (12) and the rest by
individuals (6). There were 15,702
students in these senior secondary schools.

private

The study was a quasi- experimental design
comparing the study and control groups (with pre
and post intervention data collection). This study
design made use of a study and control
(comparison) group so that any difference
observed post intervention within the study
group, as well as between the two groups, post
intervention can be attributed to the health
education intervention given.

The  study
adolescents (10-19 vyears) studying in senior

population  comprised  all
secondary schools in Sokoto metropolis. All the
schools were stratified into 3 strata (Federal, State
and Private schools). Proportional allocation
based on the number of schools in each stratum
was done. Using the formula to compare
proportions in 2 independent groups (study and
control) with pre and post test *> and a prevalence
of 53.8% from a previous study,’® a total of 114
students were recruited for each of the study and
control

groups using two stage sampling

technique.

Data was collected by administering a 44
itemed self-administered questionnaire modified
from the core questions of the Global Youth
Tobacco Survey (GYTS). The instrument contained
4 sections which sought information on
respondents’ demographic characteristics (e.g.
age, sex, ethnicity etc.), cigarette smoking related
knowledge (e.g. knowledge of the different

disease conditions cigarette smoking is associated



VOLUME 8 (2014),ISSUE 4

HEALTH SCIENCE JOURNAL

with), attitude (e.g. attitude towards allowing
smokers to smoke in public etc.) and behaviour
(e.g. respondents buying and smoking of cigarette
within 30 days prior to the survey). The
guestionnaire  was administered to the
respondents before and after the peer led health
education intervention by trained research
assistants. Pairing of individual respondent’s
questionnaire was done pre and post-intervention
so that each individual respondent’s pre-
intervention score can be compared with the

post-intervention scores.

The data collection and intervention were
conducted in all the schools on separate days. The
intervention consisted of 2 peer led health
education sessions administered to respondents
in the study group only. Each session consisted of
a didactic lecture (which sought to improve
respondents’ knowledge, provide positive attitude
and behaviour with regard to cigarette smoking)
and showing an 18 minute video clip, which
dramatized the harmful effects of cigarette
smoking. After the video clip, there was an
interactive discussion with the respondents during
which questions were entertained and answered.
Each session lasted about 60 minutes and was
repeated 4 weeks after the first health education
intervention. The study participants were also
exposed to posters and hand bills to reinforce the
health education message. Post intervention data
collection was obtained 3 months after the
second health education intervention.

The questionnaires were entered into and
analyzed using SPSS statistical software package
version 17. Respondents’ cigarette smoking
related knowledge were graded and scored, each
correct response was given one score and any
wrong or non response was not given any score.
Paired t test was used to determine the
relationship between the pre and post-
interventions mean knowledge score of the

respondents. McNemar Chi square test was used

to determine the statistical significance of the
difference in the pre and post intervention stage
of the study. Results were presented in form of
tables. All statistical tests were carried out using 2
tailed tests with alpha set at 0.05.

Approval for this study was sought and
obtained from the ethical committee of Usmanu
Danfodiyo University Teaching Hospital (UDUTH)
Sokoto. Permission to carry out the study was
obtained from heads of respective schools and
informed consent was obtained from the students
and guardians/parents.

Results

In the study group, all of the 114 (100%)
respondents recruited for the study attended the
first health education intervention. However of
the 114 respondents who attended the first
intervention, 111 (97.4%) respondents attended
the repeat health education intervention. Post
intervention data was obtained from 109 (95.6%)
respondents in the study group who attended
both health education interventions (respondents
in the study group who did not attend both
interventions were not given questionnaires to
fill), and 112 (98.2%) respondents in the control
group who turned up for the survey.

Respondents in both the study and control
group were comparable with respect to their
socio demographic characteristics. Forty nine and
fifty three percent of the respondents in the study
and control groups were of the age group 17-19
years. The mean age of the respondents in the
study and control groups was 16+1.6 years and
17+1.7 vyears
respondents, (study 72.8% and control 86%) were

respectively. Majority of the
males and Muslims (study 63.2% and control
80.7%). About half of the respondents in the study
group 60 (52.6%) and most of the respondents in
the control group 71 (62.3%) were Hausas
(P=0.55).
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Majority of respondents (91.2%) in the study
group at baseline knew that cigarette smoking is
associated with lung disease, this proportion
increased to 99.1% after intervention (P=0.012).
At baseline, in the study group, 55.3% of
second hand

respondents could associate

cigarette smoking with lung disease, this
proportion increased to 99.1% after intervention
(P=0.000). Less than a third of respondents in the
study group 35 (28.9%) could correctly associate
cigarette smoking in pregnancy with foetal
malformation before intervention, this proportion
increased to 79.8% after intervention (P=0.000).
Slightly more than half (56.1%) of respondents in
the study group at baseline knew the correct
means of assisting cigarette smokers to stop
smoking this increased to 87.2% at post-

intervention.

In the study group, the mean knowledge score
of respondents increased from 61.24 before the
intervention to 92.31 after the intervention, this
increase was found to be statistically significant
(P=0.000).

More than two thirds (71.9%) of respondents in
the study group at baseline did not feel that
cigarettes should be sold to people less than 18
to 91.7% post-
intervention (P=0.000). More than three quarters

years old, this increased
(89.5%) of respondents in the study group at
baseline did not feel that people should be
allowed to smoke in public places, this proportion
increased to 95.4% post-intervention (P=0.143).

Pre-intervention 64% of respondents in the
study group reported that they would leave a
place where cigarette is being smoked, this
proportion increased to 91% post-intervention
(P=0.000). In the 19.3% of
respondents had bought cigarette in the month

study group,

before the baseline survey, this proportion
decreased in the study group to 9.2% post
intervention (P=0.007). Pre-intervention, 7.9% of
respondents had smoked in the month preceding
the data collection, this proportion decreased to
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7.3% at post intervention (P=1.000).
Discussion

Most of the respondents in the study and control
groups were in the age range of 17-19 years. This
is because of the 6-3-3-4 educational structure of
Nigeria where children start primary school by the
age of 6 years; spend 6 years in primary school, 3
years each in junior and senior secondary school
and 4 years in the university.

At base line a high proportion of respondents
in both the study group and control group knew
that cigarette smoking is associated with lung
disease (Table 1). This is much higher than figures
obtained from previous studies conducted in
various parts of Nigeria. Studies conducted in

I*” and south west'® Nigeria revealed

north centra
that most of respondents in the study and control
group could associate cigarette smoking with lung
disease. Another study conducted North east
Nigeria'® reported that a third of respondents
could associate cigarette smoking with lung
disease respectively. Majority of our respondents
in the study and control groups also had good
knowledge on the association between cigarette
smoking and heart disease. This result contrast
with that of previous studies conducted in north
central Nigeria where less than a quarter of the
respondents in study and control groups
respectively could associate cigarette smoking
with increased blood pressure.’ Other studies
conducted in south west * and north east '
less than half of the

respondents respectively could associate cigarette

Nigeria reported that

smoking with heart disease.

In the study group, at baseline, majority of
respondents did not feel that cigarettes should be
sold to people less than 18 years old (Table 3), this
contrasts with another study carried out in north
central Nigeria where half of respondents felt
cigarette should not be sold to young people.”’
Pre-intervention, in the study group, most of the
respondents did not feel that people should be
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allowed to smoke in public places (Table 3). This
finding is much higher than that reported by
another study conducted in north east Nigeria
where about half of respondents wanted smoking
in public places banned. *®

At baseline more than half of the respondents
in the study group reported that they would leave
a place where cigarette is being smoked (Table 4).
This figure is encouraging especially against the
effect of
environmental tobacco smoke. Our study also

background of the harmful
discovered that less than one-fifth of respondents
in the study group had bought cigarette in the
month before the baseline survey (Table 4).
Pressure should be put on government to ban sale
of cigarette to minors because adolescents who
have access to cigarette are likely to also
experiment with it, which may lead to regular
smoking in adult life.

After  the health  education

intervention given to the respondents in the study

peer-led

group, there was statistically significant increase
in the proportion of respondents who could
correctly associate cigarette smoking with lung
disease; heart disease; miscarriage of pregnancy
and fetal malformation, also there was a

significant increase in the proportion of

respondents who could correctly associate
second-hand cigarette smoking with lung disease
(Table 2). This significant increase can be
attributed to the peer led health education
intervention that was given to respondents in the
study group as there was no corresponding
increase among respondents in the control group.
documented

Several studies have also

respondents increase in cigarette smoking related
knowledge following intervention.” *>**

In the study group, after the intervention there
was a significant increase in the proportion of
respondents who felt cigarette should not be sold
to young people; proportion of respondents who
felt that people who smoke cigarette do not have

more friends than those who do not smoke
cigarette (Table 3). The significant improvement in
attitude of
respondents in the study group may be attributed

the cigarette smoking related
to the 2 sessions of health education intervention
given them as well as the improvement in their
cigarette smoking related knowledge. A previous
study conducted in Nigeria reported that health
education intervention was successful in
improving cigarette smoking related attitude of
respondents,’” in contrast to another study
carried out in Saudi Arabia where health
education intervention was unable to improve

respondents’ cigarette smoking related attitude.*

It is encouraging to note that in the study
group, there were fewer respondents who bought
cigarette at post-intervention compared with
those who bought cigarette at baseline (Table 4).
Buying cigarettes, whether for themselves or for
others provides these adolescents with
opportunity to experiment with cigarettes and
this act may lead to regular smoking later in life.
At post

respondents in the study group who reported

intervention there were fewer
smoking. We did not conduct cotinine assay of
respondents, so we were not able to ascertain
that respondents who did not report smoking had
really stopped smoking. The peer led health
education intervention was unable to get
respondents who were already smoking cigarette
to stop smoking. Some Peer led intervention
programs have been found to be successful in
cigarette

Smoking cessation programs have

adolescents
13, 14

improving smoking
behaviour.
poor outcome, it is estimated that among
smokers who try to quit only 2-3% succeed in
stopping smoking permanently.?® Peer led health
education intervention was found to be successful
in  improving cigarette smoking related
knowledge, attitude of respondents. It was also
found to be successful in changing some of

negative behaviour of respondents.
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Conclusion

The peer-led health education intervention was

found to be effective at improving cigarette

smoking

related knowledge, attitude and

behaviour of the respondents. A sustained health

education program should be established to

improve in-school adolescents’ cigarette smoking

knowledge, attitude and behaviour.
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ANNEX

Table 1: Socio-Demographic Characteristics of Respondents

Variables Study Group (%) Control Group (%) Test Statistics &
n=114 n=114 P-value

Age

10-13 3(2.6) 2(1.8) P=0.06

14-16 55 (48.2) 52 (45.6) (Fisher’s Exact)

17-19 56 (49.1) 60 (52.6)

Sex

Male 83 (72.8) 98 (86.0) P=0.76

Female 31(27.2) 16 (14.0) (Fisher’s Exact)

Religion

Islam 72 (63.2) 92 (80.7) x’=1.0,

Christianity 42 (36.8) 22 (19.3) P=0.3

Ethnic Group

Hausa 60 (52.6) 71(62.3) P=0.55

Fulani 5(4.4) 14 (12.2) (Fisher’s Exact)
Yoruba 21 (18.4) 10 (8.8)

Igbo 13 (11.4) 12 (10.5)

Others 15 (13.2) 7(6.1)

Highest Educational Status of Father

None
Quranic 4(3.5) 4(3.5)
Primary 16 (14) 27 (23.7) P=0.373
Secondary 14 (12.3) 8(7.0) (Fisher’s Exact)
Post secondary 36 (31.6) 35(30.7)

44 (38.59) 40 (35.1)
Highest Educational Status of Mother
None
Quranic 6 (5.3) 5 (4.4)
Primary 22 (19.29) 38(33.3) P =0.131
Secondary 18 (15.8) 10 (8.8) (Fisher’s Exact)
Post secondary 38(33.3) 31(27.2)

30(26.3) 30(26.3)
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Table 2: Effects of Health Education Intervention on Respondents’ Cigarette Smoking Related Knowledge

Variables

Study Group
Pre- Post

intervention intervention

Control Group
Pre- Post

intervention intervention

n=114 n=109 n=114 n=112
Correct Correct Correct Correct
Responses (%) Responses Responses Responses
(%) (%) (%)
Cigarette smoking 104 (91.2) 108 (99.1) 112 (98.1) 109 (97.3)

associated with lung disease

Test Statistics &

P-value*

P=0.012 (Fisher’s Exact)

P=1.000 (Fisher’s Exact)

Second hand smoking

associated with lung disease

63 (55.3) 108 (99.1)

81 (71.1) 88 (78.6)

Test Statistics &

P-value*

P=0.000 (Fisher’s Exact)

P=0.035 (Fisher’s Exact)

Cigarette smoking
associated with heart

disease

99 (86.8) 106 (97.2)

97 (85.1) 95 (84.8)

Test Statistics &

P-value*

P=0.008 (Fisher’s Exact)

P=1.000 (Fisher’s Exact)

Smoking in pregnancy
associated with miscarriage

of pregnancy

63 (55.3) 101 (92.7)

48 (42.1) 48 (42.9)

Test Statistics &

P-value*

P=0.000 (Fisher’s Exact)

P=1.000 (Fisher’s Exact)

Smoking in pregnancy
associated with foetal

malformation

35(28.9) 87 (79.8)

45 (39.5) 39 (34.8)

Test Statistics &

P-value *

P=0.000 (Fisher’s Exact)

P=0.541 (Fisher’s Exact)

Methods used to assist
cigarette smokers to stop

smoking

64 (56.1) 95 (87.2)

48 (42.1) 51 (45.5)

Test Statistics &

P-value *

P=0.000 (Fisher’s Exact)

P=0.21 (Fisher’s Exact)

* McNemar Chi square test
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Table 3: Respondents’ Attitude towards Cigarette Smoking

Variables Study Group Control Group
Pre- Post- Pre-intervention  Post-
intervention intervention n=114 intervention
n=114 n=109 (%) n=112
(%) (%) (%)

Do you think  Yes 24 (21.1) 5(4.6) 38 (33.3) 33 (29.5)

cigarettes No 82 (71.9) 100 (91.7) 69 (60.5) 76 (67.9)

should be | do not 8(7.0) 4(3.7) 7 (6.1) 3(2.7)

sold to know

young

people less

than 18

years?

Test Statistics & P=0.000 (Fisher’s Exact) P=0.078 (Fisher’s Exact)

P-value *

Do you think  Yes 7 (6.1) 4(3.67) 17 (14.9) 21 (18.8)

people No 102 (89.5) 104 (95.4) 90 (78.9) 84 (75.0)

should be | do not 5(4.4) 1(0.93) 7(6.1) 7 (6.3)

allowed to know

smoke in

public

places?

Test Statistics & P=0.143 (Fisher’s Exact) P=0.424 (Fisher’s Exact)

P-value *

Do you think  Yes 36 (31.6) 21(19.3) 31(27.2) 35 (31.3)

people who No 57 (50) 80 (73.4) 72 (63.2) 63 (56.3)

smoke have I do not 21(18.4) 8(7.3) 11 (9.6) 14 (12.5)

more friends know
than people
who do not

smoke?

Test Statistics & P=0.001 (Fisher’s Exact) P=0.210 (Fisher’s Exact)

P-value *

* McNemar Chi square test

Using Peer Led Health Education Intervention to improve In-School Adolescents’ Cigarette Smoking Related Knowledge, Attitude and Behaviour in a
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Table 4: Respondents’ cigarette smoking related behaviour

Variable

Study Group
Pre- Post-

intervention intervention

Control Group
Pre- Post-

intervention intervention

n=114 n=109 n=114 n=112
(%) (%) (%) (%)
Ifyougotoa Yes 73 (64) 99 (90.8) 81(71.1) 70 (62.5)
place where No 30(26.3) 7 (6.4) 12 (19.3) 19 (17)
people are | do not 11 (9.6) 3(2.8) 11 (9.6) 23 (20.5)
smoking know
cigarette,
will you
leave the
place?

Test Statistics &

P=0.000 (Fisher’s Exact)

P=0.607 (Fisher’s Exact)

P-value *

Bought Yes 22 (19.3) 10(9.2) 21(18.4) 15 (13.4)
cigarette in

the past 30 No 92 (80.7) 99 (90.8) 93 (81.6) 97 (86.6)
days

Test Statistics & P=0.007 (Fisher’s Exact) P=0.109 (Fisher’s Exact)
P-value *

Smoked Yes 9(7.9) 8(7.3) 10 (8.8) 10 (8.9)
cigarette in

the past 30 No 105 (92.1) 101 (92.7) 104 (91.2) 102 (91.1)
days

Test Statistics & P=1.000 (Fisher’s Exact) P=1.000 (Fisher’s Exact)
P-value *

* McNemar Chi square test
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