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Abstract

Background: Universal tobacco-prevention programs targeting youths usually involve significant adults, who are assumed to
be important social influences. Commitment not to use tobacco, or to quit use, as a formal contract between an adolescent and a
significant adult is a preventive model that has not been widely practiced or explored and has been formally evaluated even less.
In this paper, we present the rationale and protocol for the evaluation of the Swedish Tobacco-free Duo program, a multicomponent
school-based program the core of which rests on a formal agreement between an adolescent and an adult. The adolescent’s
commitment mainly concerns avoiding the onset of any tobacco use while the adult commits to support the adolescent in staying
tobacco free, being a role model by not using tobacco themselves.

Objective: To assess (1) whether Tobacco-free Duo is superior to an education-only program in preventing smoking onset
among adolescents and promoting cessation among their parents, (2) whether exposure to core components (adult-child agreement)
entails more positive effects than exposure to other components, (3) the impact of the program on whole school tobacco use, (4)
potential negative side effects, and (5) school-level factors related to fidelity of the program’s implementation.

Methods: A mixed-design approach was developed. First, a cluster randomized controlled trial was designed with schools
randomly assigned to either the comprehensive multicomponent program or its educational component only. Primary outcome
at the adolescent level was identified as not having tried tobacco during the 3-year junior high school compulsory grades (12-15
years of age). An intention-to-treat cohort-wise approach and an as-treated approach complemented with a whole school repeated
cross-sectional approach was devised as analytical methods of the trial data. Second, an observational study was added in order
to compare smoking incidence in the schools participating in the experiment with that of a convenience sample of schools that
were not part of the experimental study. Diverse secondary outcomes at both adolescent and adult levels were also included.

Results: The study was approved by the Umeå Regional Ethics Review Board (registration number 2017/255-31) in 2017.
Recruitment of schools started in fall 2017 and continued until June 2018. In total, 43 schools were recruited to the experimental
study, and 16 schools were recruited to the observational study. Data collection started in the fall 2018, is ongoing, and is planned
to be finished in spring 2021.

Conclusions: Methodological, ethical, and practical implications of the evaluation protocol were discussed, especially the
advantage of combining several sources of data, to triangulate the study questions. The results of these studies will help revise
the agenda of this program as well as those of similar programs.

Trial Registration: International Standard Randomized Controlled Trial Number (ISRCTN) 52858080;
https://doi.org/10.1186/ISRCTN52858080

International Registered Report Identifier (IRRID): DERR1-10.2196/21100
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Introduction

Social influences, such as smoking parents, siblings, or friends,
are the strongest determinants of smoking initiation in
adolescence [1,2]. In practice, one may conceptualize smoking
initiation as a socially learned behavior, while the subsequent
trajectories leading to escalation or to extinction of smoking
behavior are determined by a more complex mixture of
reinforcing or weaning factors, including genetics, psychosocial
circumstances, and availability of tobacco products [3].

According to Bronfenbrenner’s theoretical frame [4], people in
close microenvironments are likely to exert the strongest
health-related influences (in this case pro or antismoking), at
least in early adolescence and during initial episodes. Peers
normally exert a direct and proximal influence by creating the
context for smoking to occur; in fact, the association of friends
or siblings smoking is in many cases stronger than that of parents
smoking [5]. Adult influences, on the other end, are conveyed
on a broader frame. First, adults may shape opinions and
attitudes over developmental years by simply tolerating or not
explicitly disapproving of smoking [6]. Smoking behavior
among significant adults may further encourage the onset of
smoking in adolescence by creating an implicitly favorable
norm [7]. Availability of cigarettes with or without permission
is high in environments where adults smoke [8], which is an
important facilitating factor when purchase is not affordable as
it is the case among adolescents, a price sensitive group [9].
Also, the possibility that early exposure to environmental
smoking primes the child’s brain to the rewarding properties of
nicotine has been presented [10].

Importantly, social influence seems to extend to tobacco uses
other than smoking, at least in countries where other established
forms of tobacco use exist, as is the case in Sweden, where the
use of the oral moist tobacco snus is widespread among men
[11].

For these reasons. adult influences (and parents’ influences, in
particular) are usually regarded as an important cue in universal
prevention of tobacco use.

Consistent with these observations, youth smoking prevention
programs in different settings have often included some degree
of parental involvement [12]. Despite promising indications
that adding a family component increases the effectiveness of
school-based programs, the findings of studies have not been
consistent [13]. Some encouraging evidence exists on using
public commitment as a strategy for prevention. In a systematic
review [14] of school-based smoking prevention programs,
there was a significant effect of programs including
commitments to not smoke. A community-wide school-based
intervention program aimed at preventing adolescent tobacco
use, incorporating public commitment activities as one of several
components, led to a reduced smoking in those who initiated
smoking [15].

A component of public commitment has been successfully
included in a variety of public health programs and target
groups. For instance, in programs using life skills training to
prevent drug use, some positive results have been found when
including this component [16]. In a school-based diabetes
prevention project, there was a suggestion that a public
commitment to a healthy lifestyle was associated with a lower
prevalence of obesity at follow-up [17]. Some support has also
been found for interventions using public commitment as a
strategy in adult smoking cessation, including the use of
contracts in general practitioner-led interventions [18].

Concerning smoking prevention in youths, a comprehensive
social influence program including a decision-making
component was found to be effective in a randomized trial [19]
for students aged 13-15 years. An evaluation of a prevention
program against substance use and other problem behaviors
among adolescents in grade 9 using a contract as a component
reported small to moderate differences in substance use between
groups based on length of participation in the prevention
program; however, limitations in the study design made it
difficult to draw firm conclusions [20]. A school-based smoking
prevention program called the Smoke Free Class competition
was introduced in more than 20 European countries during the
years 1997-2009. The program included a commitment to not
smoke and prize draws. The program was evaluated by
randomized controlled trials in several countries, and a
meta-analysis [21] reported that the program seemed to be
effective in preventing smoking.

The Swedish program Tobacco-free Duo is an example of this
category of programs, addressing all forms of tobacco use.
Details on the intervention and on its preliminary evaluation
have been published [22-24]; however, firm conclusions on
favorable effects of the intervention could not be reached due
to weak study design or to methodologic shortcomings in these
earlier evaluations. The Public Health Agency of Sweden
commissioned this evaluation in order to strengthen the evidence
base to be incorporated in possible future recommendations.

This commission was translated into the following specific
objectives: (1) to assess whether the comprehensive
Tobacco-free Duo program is superior to an education-only
program in preventing onset of use of cigarettes or other tobacco
among adolescents or in fostering smoking cessation among
smoking parents, (2) to assess whether the adolescents or parents
exposed to the core component of the program (adult-child
agreement) refrained from using tobacco to a higher extent than
those who were only exposed to other components of the
program, (3) to explore the impact of the program on the whole
school tobacco use prevalence over time, (4) to understand
whether receipt of the program entailed negative side effects
on the participating adolescents, and (5) to analyze school-level
factors related to fidelity of the program implementation.
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A health economic evaluation (cost-effectiveness study) will
be conducted alongside the randomized controlled trial, and its
corresponding protocol will be the object of a separate
publication.

Methods

Intervention

Overview
The Tobacco-free Duo is a complex intervention for the
universal prevention of tobacco use developed in Sweden and
in use since 1993, starting from the County of Västerbotten in
the North of Sweden. From 2007, the intervention has also been
adopted in other counties, by request of the regional government
or by request of the individual municipalities or schools, therein.
About 80 municipalities are known to have implemented the
Tobacco-free Duo program [25].

Components
In brief, the program aims to mobilize antitobacco practices and
attitudes in adolescents’ near environments, with schools as
main promoters and arenas for the activities. The recommended
starting point is in the sixth or seventh grade of compulsory
school (between 12 and 13 years of age), and it encompasses 6
central components that were manualized in this study.

1. The tobacco-free pair (Duo) core component that is the
origin of the program’s name consists of an agreement
between an adolescent and a significant adult (at least 18
years old) elected as partner by the adolescents. The pair
agrees to remain tobacco free during the following 3 years,
at least, until the index adolescent leaves the compulsory
school (about 15 years of age). The written agreement is
signed by both partners, possibly during a public event in
school, strengthening the mutual commitment. However,
a pair can be formed anytime during the school year.

2. Student information is given by a member of the school
staff who informs the student in the sixth or seventh grade
about the school choice to adopt the program, briefly
discusses tobacco control issues, and actively encourages
participation of the adolescents.

3. Parent information is given during an ordinary parent
meeting at school where they are given access to
information and materials explaining their role in tobacco

prevention and how they can actively support their children
in their commitment.

4. As an incentive to participate, all adolescents signing a
contract will receive a membership card that entitles them
to some fringe benefits in local shops or leisure-time
activities.

5. At the end of each school year, the pairs disclose and
confirm their tobacco-free status. The disclosure entitles
the index adolescent to participate in a lottery taking place
just before the summer break.

6. Interactive classroom education is conducted by trained
school personnel in all classes during grades 6 (or 7) to 9.
This education consists of age-specific information and
practical exercises (eg, how to identify and resist social
influences). For the purpose of this evaluation, the
educational part was further structured and manualized
before training personnel.

Effectiveness Evaluation
The evaluation protocol has been developed in order to address
the objectives of the study through the following primary and
secondary questions, formulated according to a PICO
(population, intervention, comparator, outcome) framework
[26]. It should be observed that, for feasibility purposes (due to
educational block organizations in Swedish schools where many
children change school between sixth and seventh grade), in
this evaluation, the start of the intervention was set in the
seventh grade (12- to 13-year old adolescents).

Study Design
The evaluation questions will be addressed through a
mixed-design approach, where experimental and
nonexperimental designs will be combined.

Experimental Design
A parallel cluster randomized controlled experiment will be
conducted with schools as units of randomization and individual
students as unit of analysis. A superiority approach will be
employed for hypothesis testing (ie, the null hypothesis to be
rejected will be that the Tobacco-free Duo comprehensive
intervention is either inferior or equivalent to the education-only
component). Through this design, questions 1 to 5 will be
addressed (Tables 1 and 2). The trial was registered (ISRCTN
52858080) on January 4, 2019 (ie, after enrollment of the first
participant but prior to baseline assessments being completed).
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Table 1. Evaluation questions.

Formal question definitionObjective–question

Objective 1

Is the probability of having never smoked (question 1) or used any tobacco producta (question 3) at the end of follow-
up in the ninth grade higher for seventh-grade adolescents in schools assigned to the full program (Tobacco-free Duo
components 1-6) compared to that of adolescents in schools assigned to conduct only the educational component
(component 6)?

Questions 1 and 3

Is the probability of never having progressed to regular (weekly during at least 3 consecutive months) use (question 2:
smoking cigarettes; question 4: any tobacco product) by grade 9 higher for adolescents in Tobacco-free Duo schools
than for those in education-only schools?

Questions 2 and 4

Objective 2

Is the probability of having refrained from using cigarettes or any tobacco by the end of follow-up higher among ado-
lescents and parents who smoke who signed the formal agreement to become a tobacco-free pair (core component)
compared to those who only received other components?

Question 5

Is the proportion of sustained quitters (no smoking in the past 30 days) among parents who smoke before the program’s
start higher when the index child attended a Tobacco-free Duo school compared to an education-only school, at the end
of the compulsory grades?

Question 6

Objective 3

Is the total prevalence of never smokers among students in the grades 7 to 9 declining more slowly over 3 years in To-
bacco-free Duo schools compared to education-only schools or schools delivering their usual antismoking programs
(external reference group schools)?

Question 7

Objective 4

Are there undesirable side effects of the full-component intervention, such as: exclusion or frequent dropout from child-
adult contracts of adolescents in families of low socioeconomic status; or worsening of perceived mental or general
health among participants receiving the Tobacco-free Duo intervention compared to those only receiving the educational
component?

Question 8

aThe term any tobacco product encompasses the use of Swedish smokeless tobacco snus and of e-cigarettes.
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Table 2. PICO questions addressed in the experimental (cluster randomized trial) and nonexperimental (observational) studies for the effectiveness
evaluation of Tobacco-free Duo.

PICOa descriptionQuestion

Experimental

Superiority of Tobacco-free Duo comprehensive intervention vs education only in preventing smoking/tobacco onset

Adolescents 13 years old at baseline with valid parental consent—average follow-up 38 monthsPopulation

Tobacco-free Duo 6 componentsIntervention

Educational component of Tobacco-free DuoComparator

Never smoked (negative answer to the question: Did you ever try smoking, even a few puffs?)Outcome 1

Never smoked regularly (negative answer to the question: Did you ever smoke weekly for 3 or more
months in a row?)

Outcome 2

Never used any tobacco (negative answer to both questions: Did you ever try smoking, even a few puffs?
Did you try smokeless tobacco?)

Outcome 3

Never used any tobacco regularly (negative answer to both questions: Did you ever smoke weekly for
3 or more months in a row? Did you ever use snus weekly for 3 or more months in a row?)

Outcome 4

Superiority of Tobacco-free Duo comprehensive intervention vs education only in determining smoking cessation among participants’
parents

Parents of adolescents participating in the trial who reported smoking at baselinePopulation

Signing an adult-child contractIntervention

Receiving other intervention components, no contractComparator

No past 30-day smoking at follow-upOutcome

Nonexperimental

Effect of adhering to the core component child-adult contract

Adolescents participating the longitudinal assessment of the cluster randomized trialPopulation 1

Signing an adult-child contract (as treated)Intervention

Receiving other intervention components, no contract (as treated)Comparator

Never smoked or used tobacco at follow-up in ninth gradeOutcome

Parents of adolescents participating the longitudinal assessment of the cluster randomized trial, baseline
smokers

Population 2

Signing an adult-child contractIntervention

Receiving other intervention components, no contractComparator

No past 30-day smoking at follow-upOutcome

Decline in school prevalence of never smokers

Students registered in the grades 7-9 of the schools participating in the experimental study and in the
schools serving as external reference during three consecutive years

Population

Tobacco-free Duo 6 components (as treated)Intervention 1

Educational component of Tobacco-free Duo only (as treated)Intervention 2

Usual education or health promotionComparator

Average point prevalence of never smoking in spring term of each school yearOutcome

aPICO: population, intervention, comparator, outcome.

Nonexperimental (Observational) Design
Two different comparisons will be established. In the first
comparison (addressing objective 2 question 6) an as-treated
analysis of the trial data will be conducted where individual
students assigned to the Tobacco-free Duo intervention and
signing a child-adult contract will be contrasted to students
receiving other Tobacco-free Duo components but not signing

the contract. In the second comparison (addressing objective 3
question 7), all students attending schools in grades 7 to 9 in
both experimental groups will be contrasted to students in a
convenience sample of schools in the same broad catchment
areas where the experiment takes place (an external reference
group). Schools in this external reference group will be those
willing to participate in the survey data collection but not in the
experimental study. Therefore, they will represent the subset of
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schools in the target areas that will probably not be willing to
adopt the program once released for dissemination. In Table 2,
a summary is presented of the relevant comparisons established
with an observational design.

Intervention Implementation and Fidelity (Objective
5)
As a complement to the evaluation of effectiveness, we plan to
monitor and describe the implementation of the Tobacco-free
Duo intervention, in particular the average proportion of schools
and classes delivering the intervention components as intended;
the observed versus expected frequency of delivery of each of
the 6 components and their range; and the characteristics of the
schools not conducting or completing the program as intended
and alleged reasons for this failure.

Adolescents’ Experiences and Reported Side Effects
of the Intervention (Objective 4)
We plan to identify negative outcomes of the intervention,
particularly those connected with the administration of the core
component agreement between an adult and a child. We will
use the conceptual framework proposed by Lorenc and
collaborators [27] to identify adverse effects in 2 domains:
psychological side effects and equity side effects. Specifically,
we will use adolescent questionnaire data to explore unequal
distribution of application of the core components across
socioeconomic status and composition of the index families
(equity aspect). Reasons for not signing a contract or changing
contract partner, satisfaction with the partnership, and perception
of the partner’s support will also be explored (psychological
aspects), both through questionnaire data and through in-depth
interviews with adolescents. To this end, a convenience sample
of both contract holders and nonholders will be enrolled.

Study Procedures

Invitation and Selection of Schools
All schools located in 11 regions of central and south Sweden
encompassing the higher block grades (7 to 9) will be invited
to participate in the study through a letter addressed to the
school’s headmaster at the end of the school year preceding the
conduction of the intervention. We estimate this underlying
source sample as about 600 schools. Schools will be eligible if
they have at least 2 classes in the target grades and if they did
not or do not plan to adopt the Tobacco-free Duo program until
the evaluation is completed. The eligibility criteria will be
assessed among respondents willing to participate through a
questionnaire on school organization and characteristics sent
concurrently with the invitation.

The final selection will rest on a formal agreement issued by
the school headmaster to be randomly assigned to the
intervention or comparator condition, to engage the school
personnel in the training for and in the delivery of the
intervention, and to facilitate the data collection. We estimate
that at least 40 schools will be recruited into the experimental
study.

Schools not willing to be randomized will be asked if they are
willing to participate as part of the external reference group (ie,
to deliver and report on the usual antismoking program if any

and to collect data from students in repeated anonymous
cross-sectional surveys).

Randomization
After recruitment, the consenting schools will be simultaneously
randomly assigned to either the full program (Tobacco-free
Duo) or to the education-only component of the same program.
The random assignment will be performed by a statistician based
at the steering group through a computer-generated series of
random numbers, paired to each school, after stratification into
publicly and privately run schools.

The results of the randomization will not be disclosed to the
participating schools until the beginning of the school year
during which the intervention will be delivered. Because of the
nature of the interventions, blinding of participants will not be
possible.

Identification and Enrollment in the Trial of Individual
Students
Based on the school rosters, all students attending the seventh
grade in the beginning of the school year will potentially be
eligible for participation in the study. Besides the information
delivered in class and school (see components 2 and 3), an
individual invitation letter is sent to students’ home addresses,
and individual parental consent will be sought with an opt-in
procedure. In the invitation, it will be underlined that it will be
possible to withdraw the assumed consent any time, both from
the parents’ side and from the student’s side. Also, it will be
clarified that the consent to participation concerns the baseline
and follow-up collection of information to be entered in a
register with personal identifiers but not the receipt of the
intervention. The latter is decided at the school level, therefore
not submitted to any individual consent, similar to any
school-based activity.

Based on previous experience, we foresee that we will be able
to enroll approximately 85% of the eligible students in the
seventh grade. All recruitment procedures will be conducted by
an executive team composed of research officers under the
guidance of the principal investigators.

Training of School Personnel
School staff involved in the study are offered an annual meeting
with education, training, and networking in their respective
experimental group (Tobacco-free Duo school or education-only
school). The content of the meeting is diversified according to
the assigned intervention, with a common part regarding
instructions for data collection and the educational intervention
component. The aim is to gradually increase the personnel’s
knowledge, to give an opportunity for exchange of experiences
during the project period, and assure quality of data collection
over time. The meetings are scheduled to be held annually before
the fall term start, separately for education-only and
Tobacco-free Duo schools.

Delivery of the Interventions
The school leadership at each participating school nominates a
contact person and constitutes an operative team responsible
for the implementation of the assigned intervention. The contact
person will be responsible for contacts with the research group
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and for convening the school’s operative team. This includes
the contact person, one or more persons from the student health
care team, and one or more teachers in grades 7-9. Together
they are responsible for the implementation of the assigned
intervention components.

Data Collection and Management
At both baseline and follow-up, information on outcome and
predictor variables will be collected at 2 levels.

School-level information will encompass compositional and
organization measures such as number of registered students
and staff, staff average qualification, proportion of students with
parents with lower than high school education, proportion of
students with parents born outside Sweden, public or private
management, and prior and current health promotion initiatives
or preventive programs. Structured checklists and questionnaire
forms will be developed.

In schools participating in the experimental part of the study,
information will be continuously collected about the actual

implementation of the intervention components and staff effort
dedicated to them. To this end, a structured web-based form
will be used.

Individual-level information will be gathered from individual
students in Tobacco-free Duo schools, education-only schools,
and reference group schools; from parents of students in
Tobacco-free Duo and education-only schools; and adults in
Tobacco-free Duo schools signing the contract with individual
students, when not coinciding with one parent. All information
will be collected with self-completed structured questionnaires
with different content and administered with different procedures
as shown in Table 3. All questionnaires will be based on sets
of questions that have been previously used in Swedish surveys
or longitudinal studies of tobacco use in youths. Individual
participants in the experimental study will be traced through
school records, even in cases of change of school or residence
address. In fact, during compulsory education, changes of
schools are registered at both ends of the transition (former and
new school). Those absent during data collection days will be
reached at their latest registered residence addresses.

Table 3. Data collection instruments, information, and procedures.

Time-pointsIdentifierAdministrationInstrument and main domainsPopulation

Baseline: fall term of
school year 1- grade 7

Follow-up 1: end of
school year, grade 7

Follow-up 2: end of
school year 2, grade 8

Follow-up 3: end of
school year 3. grade 9

Unique study code
matched to identity in-
formation

Self-administered in the
classroom

Paper questionnaire, with information on:

Cigarette and snus use (any, current, frequen-
cy, quitting)

Tobacco use among friends and family
members

Received education, knowledge and atti-
tudes toward tobacco

Recent and current use of alcohol

Ever use of illicit drugs

General health, physical activity, and
sedentary time

Perceptions about the contract (if appropri-
ate)

Participating students
in schools randomized
to Tobacco-free Duo
or education only

Same time points as
above

Same code as the index
child above

Self-administered at homePaper questionnaire, with information on:

Sociodemographics

Relation with the index child and perception
of risks with tobacco use

Own tobacco and alcohol use

Guardians of the par-
ticipating students
above

Anytime a contract is
signed

Same code as the index
child above

Self-administered at homePaper questionnaire, with information on:

Own use of cigarette and snus

Perception of own role in the intervention

Adults in Tobacco-
free Duo pairs

Cross-sectional surveys
at the end of school
year 1, 2 and 3

No identifier (anony-
mous survey)

Self-administered in the
classroom

Paper questionnaire, with information on:

Ever, regular and recent use of cigarette and
snus

All students registered
in Tobacco-free Duo
schools, education-
only schools and refer-
ence group schools in
grades 7-9

Figure 1 displays a scheme of the participants’ enrollment and
assessments time-points for the experimental part of the study.

Individual data from questionnaires will be optically scanned,
and the corresponding electronic files will be stored in a
password-protected section of the server at the Department of
Global Public Health, Karolinska Institutet. In order to preserve

strict confidentiality, this data will be stored without personal
identifiers, substituted by a study code unique to each
participant. Personal identifiers will be kept in a separate section
of the same server, only accessible to 2 members of the study
team, responsible for data linkage and follow-up procedures,
respectively. Ten years after the study start the personal
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identifiers will be removed and all information will be kept identified only through the study code.

Figure 1. Schedule of enrollment, interventions, and assessments related to the experimental study (cluster randomized trial).

Statistical Methods

Estimation of Sample Size for the Experimental Study
We estimated that an optimal sample of 3000 students (about
40 schools) should be recruited in order to detect as statistically
significant at the 5% level a risk ratio intervention to control of
1.10 based on the primary outcome (never smoker in the ninth
grade). The estimation is based on the following assumptions:
desired power 80% or higher; design effect due to the cluster
design 1.98, an average cluster size of 50, and an intraclass
correlation coefficient of 0.02; prevalence of the outcome in
the minimal intervention (control) group 0.70; eligible students
at baseline (never smoke) 92%; attrition between seventh and
ninth grade 20%; and ratio intervention to control 1:1.

Data Analysis
Data from the trial will be analyzed primarily according to an
intention-to-treat approach, preserving the random assignment
[28]. Missing outcome information because of attrition at
follow-up will be addressed by means of sensitivity analyses
including last observation carried forward; best- and worst-case
scenario, assuming missing answers as representing either the
best or the worst outcome; and multiple imputation if a missing
at random assumption for the missing data will not be dismissed
[29].

Secondary analyses will be conducted per protocol, thus
including only students in schools that adhered to at least 80%
of the whole assigned intervention. Furthermore, an as-treated
analysis will be conducted, comparing the outcome among
students exposed to different components and intensities of the

intervention, in particular the adoption of the core component
child-adult agreement (research question 6). These approaches
disregard randomization, therefore they are prone to producing
biased estimates of the effect unless adjusted for most of the
potential confounders [30]. However, they may be useful in
order to assess the consistency between an expected effect and
the intervention’s theoretical rationale [30] and in order to gain
insights on the reasons for not detecting the estimated effect
[31].

Finally, we will be able to compare the prevalence trends across
3 school years as well as the final prevalence at the end of
follow-up between schools participating in the experimental
study and schools in the external reference group, carrying on
usual health education. This will enable us to estimate the
potential impact of the intervention when released.

Ethics and Dissemination

Ethics Approval and Consent to Participate
The study was approved by the Regional Ethics Review Board,
Umeå (registration number 2017/255-31). Participant schools
and individuals were required to give explicit informed consent
to data collection, analysis, and reporting prior to inclusion in
the study. Written and verbal operator-recorded consent has
been obtained from parents or guardians of participating minors.
The procedure approved by the Ethic Review Board included
verbal and even opt-out consent.

Coordination of the Study, Roles, and Responsibilities
The several study components described in this protocol will
be jointly coordinated by Umeå University (principal

JMIR Res Protoc 2020 | vol. 9 | iss. 10 | e21100 | p. 8http://www.researchprotocols.org/2020/10/e21100/
(page number not for citation purposes)

Galanti et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


investigator: MN) and Karolinska Institutet (principal
investigator: MRG). A steering group based at Umeå University
will be responsible of all decisions concerning the scientific
integrity of the protocol, amendments to the protocol, and the
consequent operative procedures, including data monitoring
and the decision to terminate the study. Besides the principal
investigators, the group will include a researcher in charge of
the economic evaluation, a statistician and data manager, and
a senior research officer coordinating the field activities.

Twice a year, the steering group will report on the conduct of
the trial to the funder (Public Health Agency of Sweden), and
will agree on a plan for the dissemination of the results of the
study besides the freedom of scientific publication in
peer-reviewed journals. The dissemination plan will include
interim news on the funder’s website, newsletters to participant
schools and students, public lectures and educational occasions,
and press-releases in relevant cases.

A data share policy will be also developed and maintained by
the steering committee. This usually entails a formal written
agreement with the requesting investigators and agencies to
commit themselves to the same confidentiality levels as the
leader institution.

Results

Recruitment of schools started in the fall of 2017 and continued
until June 2018. In total, 43 schools were recruited to the
experimental study, and 16 schools were recruited to the
observational study. Data collection started in the fall 2018 and
is ongoing. The last round of data collection is planned for the
spring 2021. Data analysis of baseline characteristics is due to
commence, and first results are expected at the end of 2020.

Discussion

This study protocol, for the evaluation of a complex intervention
for the universal prevention of tobacco use initiation among
early adolescents, proposes a mixed methods approach,
combining the reciprocal strengths of a randomized experiment
and of observational studies, as well as primary and secondary
analyses of both study designs.

The protocol has several strengths, compared to similar studies.
First, it aligns with the current increasing consensus on the
importance of mixed methods [32] and of triangulation
approaches in accruing robust evidence in the evaluation of
interventions [33-35]. Two aspects of community trials call for
triangulation approaches. On the one side, experiments establish
the effect of being randomized to specific conditions, which in
pragmatic trials do not coincide necessarily with the receipt of
the intervention [31]. By conducting an as-treated analysis [30]
according to the actual implementation of and adherence to the
intervention, we aim to triangulate the question of effectiveness
of Tobacco-free Duo program. By comparing groups no longer
randomly assigned to the levels of the intervention, this analysis
will have to take bias from confounding into account.

On the other side, participants in an experiment (be they
organizations or individuals) constitute an imperfect

representation of the underlying populations on which the
inference should be drawn, because of the numerous selection
steps involved in the conduction of an experiment [36]. In this
study, we plan to include a comparison group that comprises
schools that agreed to participate in annual surveys among all
students in the 3 final compulsory grades but did not agree to
be randomized to either experimental group. These schools are
likely to well-represent the majority of Swedish schools (ie, the
subgroup consisting of those that would not adopt the
intervention if offered it at the scaling-up stage). By comparing
the development over time of tobacco use in these schools with
that of schools randomized to the minimal or comprehensive
intervention (across a set of school-level characteristics), we
aim to infer the added effect of the intervention on decline in
tobacco uptake. For instance, if the prevalence of lifetime
smoking or tobacco use similarly declines in reference group
schools as in the randomized ones, we may project that the
impact of a large and intensive dissemination of the intervention
(even if effective in the randomized comparison) would be
minimal.

Furthermore, we propose the use of qualitative methods and of
process data in order to achieve 2 additional objectives. The
first objective to be pursued is a deeper understanding of how
the conduction of the intervention may differ between school
organization characteristics. This knowledge is important in
order to judge cluster-level confounding in nonrandomized
studies [37]. An additional advantage of such a piece of
knowledge would be the possibility to make projections of the
potential benefits deriving from the application of the method
to large communities with a known distribution of the studied
characteristics.

The second objective is to study the occurrence and the nature
of undesirable side effects connected with the intervention when
delivered as intended. While it is recognized that such effects
are of importance in the study of medical or psychological
treatments, much less attention has been devoted to methods
for studying them in the domain of preventive interventions.
One of the reasons behind this failure is the need to carefully
conceptualize expected adverse outcomes in a logic framework
(one cannot study all kind of potential outcomes). According
to the framework presented by Lorenc and collaborators [27],
we will focus on potential adverse effects connected with the
core component of the intervention (ie, the adult-child
agreement) in terms of psychological and equity adverse effects.
Children not able to be supported by an adult may be particularly
vulnerable for reasons that may or may not be connected to the
target behavior. The publicity around the contract among peers
and the presence of fringe benefits for those complying may
increase the segregation of these psychosocial risks. Also,
children whose adult partners “infringe” the agreement by
starting or relapsing into smoking may experience a profound
disappointment and loss of trust that undermines the relation
with a significant other.

The third strength of this study protocol rests in the choice of
a standardized comparison group in the randomized controlled
trial design. Several community trials employ comparator
conditions that are largely opportunistic (ie, rely upon the
concept of usual conditions). While undoubtedly pragmatic,
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this approach may be misleading at the stage of judging on
causal effects deriving from the application of an intervention
that is the explicit scope of a randomized controlled trial. In
fact, while the alternative intervention under investigation is
often quite standardized, usual conditions are not, even if in a
certain context (for instance, in a given school system), there
may be some recurrent features. To clump together different
conditions without any knowledge of their potential effects or
even of their content may lead to biased results in any direction
[38]. It is purported that the advantage of usual conditions would
be to represent the background reality of which the actual
participants would be a valid representation [37]. Anyone who
has conducted experimental studies is aware that this is far from
being true, rather the opposite. Participants in studies (be they

experimental or not) are usually a nonrepresentative sample of
the background populations (individuals or organizations), both
because of the application of explicit inclusion and exclusion
criteria and because of self-selection.

When the Tobacco-free Duo program started in the early 1990s,
there was a limited amount of research on decision support and
public commitments as components of public health
interventions; the latter was mainly investigated among adults
[18]. Since then, there have been some advancements in
knowledge regarding intervention models including decision
support and public commitment among young people, but this
knowledge must still be regarded as insufficient. The proposed
study will, therefore, add substantially to the empirical evidence
in this regard.

Acknowledgments
The study was funded by the Public Health Agency of Sweden (contract grant 01346-2017 2.3.2). The funder formulated the
general aim for the study but had no role in the development of the protocol, choice of study design, instruments, procedures, or
decision to submit for publication.

We gratefully acknowledge the contribution of the research officer Elin Arnö, MPH, in the preparatory field and documentation
work and of Filip Andersson, MSc, in the planning of the statistical analysis. We are also indebted to Thi Thuy Dung Nguyen,
MPH, for support in editing the manuscript.

Authors' Contributions
MRG and MN designed the study. MN was responsible for the standardization of the intervention, acquired the Ethic Board’s
permission, and was responsible for the trial protocol’s registration. All authors developed the study instruments and procedures.
MRG drafted the article and MN and A-MP-B gave important intellectual contribution to the rationale and discussion of the
study. All authors have read and approved the manuscript.

Conflicts of Interest
None declared.

References

1. McNeill AD, Jarvis MJ, Stapleton JA, Russell MA, Eiser JR, Gammage P, et al. Prospective study of factors predicting
uptake of smoking in adolescents. J Epidemiol Community Health 1989 Mar 01;43(1):72-78. [doi: 10.1136/jech.43.1.72]
[Medline: 2592895]

2. Leonardi-Bee J, Jere ML, Britton J. Exposure to parental and sibling smoking and the risk of smoking uptake in childhood
and adolescence: a systematic review and meta-analysis. Thorax 2011 Oct 15;66(10):847-855. [doi: 10.1136/thx.2010.153379]
[Medline: 21325144]

3. Brynin M. Smoking behaviour: predisposition or adaptation? J Adolesc 1999 Oct;22(5):635-646. [doi:
10.1006/jado.1999.0259] [Medline: 10527535]

4. Bronfenbrenner U. Ecological models of human development. In: Husten T, Postlethwaite TN, editors. International
Encyclopedia of Education 2nd ed. New York: Elsevier Science; 1994:E-7.

5. Sargent JD, DiFranza JR. Tobacco control for clinicians who treat adolescents. CA Cancer J Clin 2003 Mar 01;53(2):102-123.
[doi: 10.3322/canjclin.53.2.102] [Medline: 12691267]

6. Vitória PD, Salgueiro M, Silva S, De Vries H. The impact of social influence on adolescent intention to smoke: combining
types and referents of influence. Br J Health Psychol 2009 Nov;14(Pt 4):681-699. [doi: 10.1348/135910709X421341]
[Medline: 19288976]

7. Scalici F, Schulz PJ. Parents' and peers' normative influence on adolescents' smoking: results from a Swiss-Italian sample
of middle schools students. Subst Abuse Treat Prev Policy 2017 Jan 21;12(1):5 [FREE Full text] [doi:
10.1186/s13011-017-0089-2] [Medline: 28109189]

8. Doubeni CA, Li W, Fouayzi H, DiFranza JR. Perceived accessibility of cigarettes among youth: a prospective cohort study.
Am J Prev Med 2009 Mar;36(3):239-242. [doi: 10.1016/j.amepre.2008.11.006] [Medline: 19162433]

9. Preventing tobacco use among youth and young adults. a report of the surgeon general. In: Centers for Disease Control and
Prevention. Atlanta, GA: U.S. Department of Health and Human Services; 2012.

10. Anthonisen N. A new childhood pathway for transmission of an increased likelihood of smoking? Canadian Medical
Association Journal 2005 Aug 16;173(4):382-383. [doi: 10.1503/cmaj.050704]

JMIR Res Protoc 2020 | vol. 9 | iss. 10 | e21100 | p. 10http://www.researchprotocols.org/2020/10/e21100/
(page number not for citation purposes)

Galanti et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1136/jech.43.1.72
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2592895&dopt=Abstract
http://dx.doi.org/10.1136/thx.2010.153379
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21325144&dopt=Abstract
http://dx.doi.org/10.1006/jado.1999.0259
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10527535&dopt=Abstract
http://dx.doi.org/10.3322/canjclin.53.2.102
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12691267&dopt=Abstract
http://dx.doi.org/10.1348/135910709X421341
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19288976&dopt=Abstract
https://substanceabusepolicy.biomedcentral.com/articles/10.1186/s13011-017-0089-2
http://dx.doi.org/10.1186/s13011-017-0089-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28109189&dopt=Abstract
http://dx.doi.org/10.1016/j.amepre.2008.11.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19162433&dopt=Abstract
http://dx.doi.org/10.1503/cmaj.050704
http://www.w3.org/Style/XSL
http://www.renderx.com/


11. Rosendahl K, Galanti M, Gilljam H, Ahlbom A. Smoking mothers and snuffing fathers: behavioural influences on youth
tobacco use in a Swedish cohort. Tob Control 2003 Mar;12(1):74-78. [doi: 10.1136/tc.12.1.74] [Medline: 12612366]

12. Sowden A, Arblaster L, Stead L. Community interventions for preventing smoking in young people. Cochrane Database
Syst Rev 2003(1):CD001291. [doi: 10.1002/14651858.CD001291] [Medline: 12535406]

13. Thomas R, Baker P, Thomas B, Lorenzetti D. Family-based programmes for preventing smoking by children and adolescents.
Cochrane Database Syst Rev 2015 Feb 27(2):CD004493 [FREE Full text] [doi: 10.1002/14651858.CD004493.pub3]
[Medline: 25720328]

14. Flay BR. School-based smoking prevention programs with the promise of long-term effects. Tob Induc Dis 2009 Mar
26;5(1):6 [FREE Full text] [doi: 10.1186/1617-9625-5-6] [Medline: 19323826]

15. Biglan A, Ary D, Smolkowski K, Duncan T, Black C. A randomised controlled trial of a community intervention to prevent
adolescent tobacco use. Tob Control 2000 Mar;9(1):24-32. [doi: 10.1136/tc.9.1.24] [Medline: 10691755]

16. Huang C, Chien L, Cheng C, Guo J. Integrating life skills into a theory-based drug-use prevention program: effectiveness
among junior high students in Taiwan. J Sch Health 2012 Jul;82(7):328-335. [doi: 10.1111/j.1746-1561.2012.00706.x]
[Medline: 22671949]

17. DeBar LL, Schneider M, Drews KL, Ford EG, Stadler DD, Moe EL, HEALTHY study group. Student public commitment
in a school-based diabetes prevention project: impact on physical health and health behavior. BMC Public Health 2011
Sep 20;11:711 [FREE Full text] [doi: 10.1186/1471-2458-11-711] [Medline: 21933431]

18. Slama K, Redman S, Perkins J, Reid AL, Sanson-Fisher RW. The effectiveness of two smoking cessation programmes for
use in general practice: a randomised clinical trial. BMJ 1990 Jun 30;300(6741):1707-1709 [FREE Full text] [doi:
10.1136/bmj.300.6741.1707] [Medline: 2202445]

19. Dijkstra M, Mesters I, De Vries H, van Breukelen G, Parcel G. Effectiveness of a social influence approach and boosters
to smoking prevention. Health Educ Res 1999 Dec;14(6):791-802. [doi: 10.1093/her/14.6.791] [Medline: 10585386]

20. Bortes C, Geidne S, Eriksson C. Evaluating the effectiveness of the SMART contract-signing strategy in reducing the
growth of Swedish Adolescents' substance use and problem behaviors. BMC Public Health 2016 Jun 22;16:519 [FREE
Full text] [doi: 10.1186/s12889-016-3131-9] [Medline: 27333865]

21. Isensee B, Hanewinkel R. Meta-analysis on the effects of the smoke-free class competition on smoking prevention in
adolescents. Eur Addict Res 2012;18(3):110-115. [doi: 10.1159/000335085] [Medline: 22285973]

22. Nilsson M, Stenlund H, Bergström E, Weinehall L, Janlert U. It takes two: reducing adolescent smoking uptake through
sustainable adolescent-adult partnership. J Adolesc Health 2006 Dec;39(6):880-886. [doi: 10.1016/j.jadohealth.2006.07.004]
[Medline: 17116519]

23. Nilsson M, Stenlund H, Weinehall L, Bergström E, Janlert U. "I would do anything for my child, even quit tobacco": bonus
effects from an intervention that targets adolescent tobacco use. Scand J Psychol 2009 Aug;50(4):341-345. [doi:
10.1111/j.1467-9450.2009.00716.x] [Medline: 19364395]

24. Hedman L, Andersson M, Stridsman C, Rönmark E. Evaluation of a tobacco prevention programme among teenagers in
Sweden. BMJ Open 2015 May 14;5(5):e007673. [doi: 10.1136/bmjopen-2015-007673] [Medline: 25976765]

25. Tobacco Free Duo. Tobacco Free. URL: https://tobaksfri.se/ [accessed 2020-10-11]
26. Guyatt GH, Oxman AD, Kunz R, Atkins D, Brozek J, Vist G, et al. GRADE guidelines: 2. Framing the question and

deciding on important outcomes. J Clin Epidemiol 2011 Apr;64(4):395-400. [doi: 10.1016/j.jclinepi.2010.09.012] [Medline:
21194891]

27. Lorenc T, Oliver K. Adverse effects of public health interventions: a conceptual framework. J Epidemiol Community Health
2014 Mar;68(3):288-290. [doi: 10.1136/jech-2013-203118] [Medline: 24336237]

28. Lee YJ, Ellenberg JH, Hirtz DG, Nelson KB. Analysis of clinical trials by treatment actually received: is it really an option?
Stat Med 1991 Oct;10(10):1595-1605. [doi: 10.1002/sim.4780101011] [Medline: 1947515]

29. Molenberghs G. Editorial: What to do with missing data? J Royal Statistical Soc A 2007 Oct;170(4):861-863. [doi:
10.1111/j.1467-985x.2007.00504.x]

30. Hernán MA, Hernández-Díaz S. Beyond the intention-to-treat in comparative effectiveness research. Clin Trials 2012
Feb;9(1):48-55 [FREE Full text] [doi: 10.1177/1740774511420743] [Medline: 21948059]

31. Agbla SC, DiazOrdaz K. Reporting non-adherence in cluster randomised trials: A systematic review. Clin Trials 2018
Jun;15(3):294-304 [FREE Full text] [doi: 10.1177/1740774518761666] [Medline: 29608096]

32. de Jong MAJG, Wagemakers A, Koelen MA. Study protocol: evaluation of a community health promotion program in a
socioeconomically deprived city district in the Netherlands using mixed methods and guided by action research. BMC
Public Health 2019 Jan 16;19(1):72 [FREE Full text] [doi: 10.1186/s12889-019-6389-x] [Medline: 30651093]

33. Lawlor DA, Tilling K, Davey Smith G. Triangulation in aetiological epidemiology. Int J Epidemiol 2016 Dec
01;45(6):1866-1886 [FREE Full text] [doi: 10.1093/ije/dyw314] [Medline: 28108528]

34. Munafò MR, Davey Smith G. Robust research needs many lines of evidence. Nature 2018 Jan 25;553(7689):399-401. [doi:
10.1038/d41586-018-01023-3] [Medline: 29368721]

35. Benn CS, Fisker AB, Rieckmann A, Jensen AKG, Aaby P. How to evaluate potential non-specific effects of vaccines: the
quest for randomized trials or time for triangulation? Expert Rev Vaccines 2018 May;17(5):411-420. [doi:
10.1080/14760584.2018.1471987] [Medline: 29715057]

JMIR Res Protoc 2020 | vol. 9 | iss. 10 | e21100 | p. 11http://www.researchprotocols.org/2020/10/e21100/
(page number not for citation purposes)

Galanti et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1136/tc.12.1.74
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12612366&dopt=Abstract
http://dx.doi.org/10.1002/14651858.CD001291
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12535406&dopt=Abstract
http://europepmc.org/abstract/MED/25720328
http://dx.doi.org/10.1002/14651858.CD004493.pub3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25720328&dopt=Abstract
https://tobaccoinduceddiseases.biomedcentral.com/articles/10.1186/1617-9625-5-6
http://dx.doi.org/10.1186/1617-9625-5-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19323826&dopt=Abstract
http://dx.doi.org/10.1136/tc.9.1.24
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10691755&dopt=Abstract
http://dx.doi.org/10.1111/j.1746-1561.2012.00706.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22671949&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-711
http://dx.doi.org/10.1186/1471-2458-11-711
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21933431&dopt=Abstract
http://europepmc.org/abstract/MED/2202445
http://dx.doi.org/10.1136/bmj.300.6741.1707
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2202445&dopt=Abstract
http://dx.doi.org/10.1093/her/14.6.791
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10585386&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3131-9
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-016-3131-9
http://dx.doi.org/10.1186/s12889-016-3131-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27333865&dopt=Abstract
http://dx.doi.org/10.1159/000335085
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22285973&dopt=Abstract
http://dx.doi.org/10.1016/j.jadohealth.2006.07.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17116519&dopt=Abstract
http://dx.doi.org/10.1111/j.1467-9450.2009.00716.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19364395&dopt=Abstract
http://dx.doi.org/10.1136/bmjopen-2015-007673
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25976765&dopt=Abstract
https://tobaksfri.se/
http://dx.doi.org/10.1016/j.jclinepi.2010.09.012
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21194891&dopt=Abstract
http://dx.doi.org/10.1136/jech-2013-203118
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24336237&dopt=Abstract
http://dx.doi.org/10.1002/sim.4780101011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1947515&dopt=Abstract
http://dx.doi.org/10.1111/j.1467-985x.2007.00504.x
http://europepmc.org/abstract/MED/21948059
http://dx.doi.org/10.1177/1740774511420743
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21948059&dopt=Abstract
http://europepmc.org/abstract/MED/29608096
http://dx.doi.org/10.1177/1740774518761666
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29608096&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-019-6389-x
http://dx.doi.org/10.1186/s12889-019-6389-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30651093&dopt=Abstract
http://europepmc.org/abstract/MED/28108528
http://dx.doi.org/10.1093/ije/dyw314
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28108528&dopt=Abstract
http://dx.doi.org/10.1038/d41586-018-01023-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29368721&dopt=Abstract
http://dx.doi.org/10.1080/14760584.2018.1471987
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29715057&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


36. Dahabreh IJ, Hernán MA. Extending inferences from a randomized trial to a target population. Eur J Epidemiol 2019
Aug;34(8):719-722. [doi: 10.1007/s10654-019-00533-2] [Medline: 31218483]

37. Brumback BA, Dailey AB, He Z, Brumback LC, Livingston MD. Efforts to adjust for confounding by neighborhood using
complex survey data. Stat Med 2010 Aug 15;29(18):1890-1899. [doi: 10.1002/sim.3946] [Medline: 20680982]

38. Developing a Protocol for Observational Comparative Effectiveness Research: A User's Guide. In: Agency for Health Care
Research and Quality Publication No. 12(13)-EHC099. Rockville, MD: Government Printing Office; 2013.

Abbreviations
PICO: population, intervention, comparator, outcome

Edited by G Eysenbach; submitted 05.06.20; peer-reviewed by A Galil; accepted 15.09.20; published 29.10.20

Please cite as:
Galanti MR, Pulkki-Brännström AM, Nilsson M
Tobacco-Free Duo Adult-Child Contract for Prevention of Tobacco Use Among Adolescents and Parents: Protocol for a Mixed-Design
Evaluation
JMIR Res Protoc 2020;9(10):e21100
URL: http://www.researchprotocols.org/2020/10/e21100/
doi: 10.2196/21100
PMID: 33000762

©Maria Rosaria Galanti, Anni-Maria Pulkki-Brännström, Maria Nilsson. Originally published in JMIR Research Protocols
(http://www.researchprotocols.org), 29.10.2020. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic
information, a link to the original publication on http://www.researchprotocols.org, as well as this copyright and license information
must be included.

JMIR Res Protoc 2020 | vol. 9 | iss. 10 | e21100 | p. 12http://www.researchprotocols.org/2020/10/e21100/
(page number not for citation purposes)

Galanti et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1007/s10654-019-00533-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31218483&dopt=Abstract
http://dx.doi.org/10.1002/sim.3946
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20680982&dopt=Abstract
http://www.researchprotocols.org/2020/10/e21100/
http://dx.doi.org/10.2196/21100
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33000762&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

