This supporting paper will discuss a presentation that has been delivered on smoking and young people. The topic was chosen to bring awareness to young people about the dangers of smoking long term and the immediate effects. 

The presentation was given alongside another student, and focused on smoking since young individuals should be informed of the risks associated with smoking because they can begin smoking as early as 14-15 years of age (Edvardsson, Lendahls and Hakansson, (2009). The PowerPoint introduced the topic, the long-term and short-term consequences smoking has on the body, the reasons why young people smoke, and statistics for the presentation. Health promotion was mentioned and it also discussed two models of health, the behaviour model and the education model. Finally, the talk covered prevention and recommendations. Posters were made and a demonstration on smoker’s lungs compared to non-smokers lungs was shown at the end. 

The 1986 Ottawa Charter states that Health Promotion is “process of enabling people to increase control over, and to improve their health” (World Health Organisation, 1986). 
Many factors affect people's health, and these factors have an impact on both individuals' health and communities' health depending on whether people are healthy is determined by their environment and circumstance (WHO, 2017). Kumar and Preetha (2012) suggest that housing, food security, employment, income, and working conditions are some of these health determinants.

Pan American Health Association (2023) suggest that the behaviour approach explores a person's lifestyle and behaviour. The approach examines people's beliefs and their preferred health behaviours. Pribadi and Devy (2020) mentions that smoking is influenced by many factors in young people such as social, psychological and environmental factors. The behaviour approach has the benefit of allowing people to improve their health on their own terms by altering their lifestyle. It is an individual’s duty to take care of themselves. This approach may have the drawback of requiring a person to be open to change. This strategy was selected because it encourages people to alter their behaviour. It can be used to reduce smoking among young people by including discussion, education and persuasion, encouraging individuals to be aware of the risks associates with smoking who are heavily influenced by their peers and the surroundings and other activities helping individuals to help quit smoking. Smoking is a learnt behaviour that causes young people to get addicted to nicotine. With young individuals receiving intervention to help them stop smoking, this strategy can be applied to them (Roberts, Kerr and Smith, 2013). 
Laverack (2017) claims that the behaviour approach appears to be unclear, like in the case of young people quitting smoking, but this has not stopped health advocates from continuing to invest heavily in this strategy. Interventions frequently involve changing social behaviour. It provides people with the knowledge and skills they need to live a healthy lifestyle. This strategy employs a variety of interventions, such as persuasion, counselling, and communication technologies. For example, it is unhealthy to smoke, this did not lead to a change in behaviour and instead blames the individual. Being mistrusted by professionals and others can result from this. People generally don't mind change, but they don't like to be changed. Programs for health promotion that overly rely on educational communication strategies, the inappropriate audience, the opposite message, and inadequate material development have made the problem worse. By giving people the freedom to make informed health decisions and having a solid policy framework, behaviour change, and health promotion can be improved. 

According to Broucke (2017), this method lacks focus, and this lack of attention to behaviour change, behaviour and health, and community empowerment also makes it difficult to do research on the relationships between policy and structural changes. Although there is adequate data to relate social and environmental factors to health outcomes, the relationship between the two problems is not well understood. Behaviour research influences creative approaches that blend with legislation, community interventions, and behaviour modification to address harsh realities that may have an impact on people's health. The reason for this is that behaviour research has helped identify the emotional, cognitive, and interpersonal components that balance the relationship between good or bad health and the social and environmental context. Laverack argues that many interventions are in place rather than just one method in order to analyse this situation. And if the intervention is unsuccessful and the person is blamed if the behaviour is not altered. On the other hand, according to Broucke, there isn't enough information to draw a connection between social and environmental aspects because their interrelationship is unclear.  

Behaviour approach can be applied in the classroom, to stop students from smoking, for example, Individuals will benefit from counselling in stopping these undesirable behaviours. During counselling, they will pinpoint the causes behind the undesirable behaviour in this case, smoking and come up with a plan of action together. Counselling will focus more on the result than the method of change (Trower et al, 2011). 

According to Koelen and Den (2004) the educational approach gives individuals information and knowledge to make educated decision about their health. This method has the benefit of being able to target a certain audience. A drawback of this is that people could feel compelled to listen rather than absorb information. This approach differs from the behaviour approach in that it teaches people to make the best decisions for their health, whereas the behaviour approach persuades people in a certain direction. Individuals can obtain the skills needed to make the best decisions for their health using this approach (Parijs, 1977). This strategy was chosen because it gives people the knowledge they need to make informed decisions about their health. By informing them of the dangers of smoking and what is in cigarettes, it can be utilised to minimise smoking or prevent young people from starting.
Ragupathi and Ragupathi (2020) admits that education can reduce health disparities and enhance the health of upcoming generations. People can acquire skills like problem-solving techniques through education, which also positions them for better health outcomes. Over the years, education has contributed to the nation's economic, employment, and social prosperity. Those that work to reform legislation and enhance education are successful in encouraging healthy behaviour, which for instance includes a decline in smoking rates or obesity. When people are educated, the right help is accessed at the right time, which results in healthy behaviours. Higher levels of education are associated with improved health, lower rates of morbidity and mortality, and fewer disabilities, compared to people with less education who exhibit poor health and a short life span. Sharma and Romas (2012) add to this by claiming that a healthy literacy approach to education refers to personal, cognitive, and social abilities that determine a person's ability to acquire and comprehend information that promotes well health. By raising health literacy, health inequalities can be reduced. For example, those from underprivileged origins may suffer from health disparities compared to those from advantaged backgrounds. To analyse this, health literacy is important because it can help with health inequalities. Sharma, Romas, and Ragupathi and Ragupathi all make the case that education can reduce inequities, and that people from underprivileged places often encounter these inequalities, which can be harmful to their health. 
This strategy can be applied in the classroom, for instance, a smoking prevention programme can be implemented to assist young people in quitting smoking. As the school students are of a similar age, this programme can be peer led since young people will listen to others their own age and they can interact in a less formal manner. The peer-led programme may include one-on-one or group discussions about tobacco use what it is, how it affects the body, and how to stop using it. The peer educator will be well-versed in this subject and possess strong communication abilities (Dobbie et al, 2019). 
Both of these approaches have been analysed, and suggestions have been given. One suggestion for the education method would be to look at various aspects because it ignores social and economic factors in its assumption that change comes about as knowledge rises. Health literacy can be challenging because even if you have the information and knowledge to improve your health, you might not have the necessary tools to do it. People from underprivileged communities are at a disadvantage because a number of issues, including housing, work, education, and access to the appropriate care, play a role in this (Sharma, 2022). 
Another suggestion for the behavior approach is that it should examine an individual's thought process rather than the external factors that influence it. This strategy implies that rather than focusing on a person's mental processes, it examines items that are related to the environmental circumstances that affect undesirable behavior so for instance smoking because of peer pressure and not because of anxiety. By looking at individuals thought process it will allow counsellors to understand these behavior that are not just social and environmental but also mental factors that influence these health behaviors (Simon-Morton, Kenneth Riley Mcleroy and Wendel, 2012). 

Another suggestion for an educational strategy would be to give everyone the impression that they have the choice of whether to take the knowledge with them and alter their health, as some individuals can feel like they are being preached to and avoid learning anything. Making people feel like they have a choice is preferable because they might act differently if they feel like they are being lectured (Ansari, 2012).
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