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Addressing Parental Smoking in Pediatrics and Family Practice:
A National Survey of Parents

Jonathan P. Winickoff, MD, MPH*$; Robert C. McMillen, PhD§; Bronwen C. Carroll{;
Jonathan D. Klein, MD, MPH]||; Nancy A. Rigotti, MD3; Susanne E. Tanski, MD|;
and Michael Weitzman, MD)||

ABSTRACT. Background. Parental smoking has been
associated with increased rates of sudden infant death
syndrome, low birth weight, otitis media, asthma, and
decreased lung growth. No prior parent surveys have
assessed national rates of screening and counseling for
parental tobacco use in the context of their child’s visit to
primary care.

Objective. To assess and compare rates of pediatri-
cian and family practitioner screening and counseling for
parental smoking.

Design/Methods. Data were collected by telephone
survey of households from July to September 2001. The
sample is weighted by race and gender based on 1999 US
Census estimates to be representative of the US popula-
tion.

Results. Of 3566 eligible respondents contacted, 3002
(84%) completed surveys; 902 of those were parents who
had a child seen by a pediatrician (62%) or family prac-
titioner (38%) in the past year. About half of all parents
who visited a pediatrician or family practitioner reported
that they had been asked about household member
smoking status (52% vs 48%). More parents who visited
pediatricians had been asked if they had rules prohibit-
ing smoking in the home than those who visited family
practitioners (38% vs 29%). Of 190 (21%) parents who
were smokers, fewer than half reported being counseled
by either specialty about dangers of second-hand smoke
(41% vs 33%) or risks of modeling smoking behavior
(31% vs 28%). Similarly, fewer than half of parental
smokers received advice to quit (36% vs 45%).

Conclusion. Overall rates of screening and counsel-
ing for parental smoking in pediatric and family practice
are low. Despite some differences between specialties,
significant opportunities exist to improve tobacco control
activities in primary care settings that serve children.
Pediatrics 2003;112:1146-1151; smoking, tobacco, pediat-
rics, family practice, parent, smoking cessation, second-
hand smoke, environmental tobacco smoke, tobacco con-
trol.
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ABBREVIATION. ETS, environmental tobacco smoke.

Chﬂd exposure to environmental tobacco
smoke (ETS) is associated with low birth
weight, sudden infant death syndrome, otitis
media, respiratory tract infections, decreased lung
growth, and childhood asthma.'"3 The severity of
respiratory tract disease increases in accordance with
degree of exposure.*~¢ Not surprisingly, exposure to
ETS in the home has also been associated with in-
creased adolescent smoking rates.” In 1997, child ETS
exposure created approximately $1.97 billion dollars
in attributable medical care for children.® These
health risks should be of significant concern to child
health care providers, in particular, because 43% of
children are subjected to ETS by household mem-
bers.? Unfortunately, a significant number of parents
remain unaware of the range of detrimental effects
that their smoking can have on their children’s
health.!? Both the American Academy of Pediatrics!!
and the American Academy of Family Physicians!?
advise that parents should be counseled as to the
adverse effects of ETS on child health.

Finding appropriate and acceptable opportunities
to intervene with parents who smoke is a challenge.
Young adult parents may lack health insurance and
often cannot identify a primary care provider.!0:11
Parental smokers often see their child’s health care
provider much more frequently than their own,'213
with an average of over four pediatric visits per year,
and ten visits in the first 2 years of a child’s life.1415
Therefore, pediatricians are in a key position to in-
fluence parental smoking behavior in a repeated and
consistent manner.

The general approach of screening smokers and
advising them to quit has been shown to be an ef-
fective intervention in a variety of clinical settings
and forms the first two steps of the effective 5 A’s
(ask, advise, assess, assist, arrange) treatment strat-
egy for adult tobacco dependence.'® A few previous
studies focusing entirely on counseling parents in the
outpatient setting have shown small but significant
cessation rates compared with controls!”'® or no ef-
fect.’® Other counseling interventions conducted
among parental smokers during the postpartum pe-
riod,2°-22 among parents of children with asth-
ma,?>28 or in primary care settings®®=3! to try to
reduce exposure to ETS have shown mixed results
with use of both subjective and objective measures.32
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Surveys have demonstrated that 79% to 93%333* of
parental smokers agree that their child’s pediatrician
should provide smoking cessation advice, and 48%
to 56% believe it is part of the pediatrician’s job to
advise parental smokers to quit.!? Those who are
counseled on tobacco use during visits with family
practitioners report higher satisfaction with their
care.®

In this study we sought to determine national rates
of pediatrician and family practitioner screening and
counseling for both parental smoking and rules pro-
hibiting smoking in the house and car.

METHODS

The Social Climate Survey of Tobacco Control was adminis-
tered by a random digit dial telephone survey to households
between July and September 2001. The sample was weighted by
race and gender within each census region to be representative of
the US population, based on 1999 US Census estimates. Once a
household was contacted, the interviewer requested to speak with
the person in the household aged 18 years or older who would be
having the next birthday. Five attempts were made to contact
selected adults who were not home.

Measures

The Social Climate Survey of Tobacco Control is an annual
cross-sectional survey that examines beliefs, practices, and knowl-
edge of tobacco control across seven social institutions including
family and friendship groups, education, workplace, government
and political order, health and medical care, recreation, leisure
and sports, and mass culture and communication. Questions were
developed and chosen based on previously validated tobacco
control surveys. A panel of tobacco control researchers then re-
viewed the items, which included selections from the Behavioral
Risk Factor Surveillance System,¢ the Tobacco Use Supplement:
Current Population Survey,®” and modified items from the Cali-
fornia Adult Tobacco Surveys.

Analysis

X? procedures were used to compare differences between pe-
diatricians and family practitioners in the reported delivery of
tobacco control screening and counseling to parents. No cells had
an expected frequency of <5. Associations were considered sig-
nificant at the P < .05 level. Multivariate logistic regression mod-
els controlling for region, gender, race, age, education, rural/
urban residence, and smoking status were specified to examine
differences between pediatrician and family practitioner delivery
of services.

RESULTS

Of the 3566 eligible respondents who were con-
tacted, 3002 (84%) completed surveys. The study
sample included the 902 parents who had a child
seen by a pediatrician (62%) or family practitioner
(38%) in the past year. Table 1 gives the demographic
characteristics of the survey sample. Overall, 21% of
the sample of parents smoked, with 26% of parents
who saw a family practitioner smoking and only 18%
of parents who saw a pediatrician smoking. Com-
pared with parents who saw a family practitioner for
child health care, parents who saw a pediatrician for
child health care tended to be more frequently from
the Northeast and were more ethnically diverse,
younger, more highly educated, and more urban.

Table 2 shows that approximately half of all par-
ents who visited a pediatrician or family practitioner
were asked about household member smoking status
in the past year (52% pediatricians vs 48% family
practitioners; P = .24). More parents who visited
pediatricians were asked if they had rules prohibit-
ing smoking in the home than those who visited
family practitioners (38% pediatricians vs 29% family
practitioners; P = .003).

TABLE 1.  Demographic Characteristics of Survey Sample
Variable Total Sample Families Visiting
(N =902) . " e
% Family Practitioner Pediatrician
(N = 332) (N = 570)
% %

Region

Northeast 19.0 13.9 21.9

Midwest 22.4 27.7 19.3

South 37.0 373 36.8

West 21.6 21.1 21.9
Smoking status

Nonsmoker 78.9 74.0 81.8

Smoker 21.1 26.0 18.2
Gender

Male 413 413 413

Female 58.6 58.7 58.5
Race

White 83.9 87.9 81.4

African American 16.1 12.1 18.6
Age

18-24 y 14.1 10.9 16.0

25-44 y 68.3 65.9 69.8

45-64 y 171 23.0 13.7

>64y 0.4 0.3 0.5
Education

<12y 3.7 4.5 32

High school graduate 33.1 39.0 29.7

Some college 26.2 27.2 25.6

College graduate 37.0 29.3 41.5
Residence

Urban 76.5 69.5 80.5

Rural 23.5 30.5 19.5
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TABLE 2. Bivariate and Multivariate Results for Tobacco Screening of All Parents Who Saw a Family Practitioner or Pediatrician
Measure Total Sample Families Visiting P Adjusted Odds Ratio
(N = 902)* Value for Families Visiting
% Family Practitioner ~ Pediatrician Pediatricians, Family
(N = 332) (N = 570) Practitioners as
% % Reference Groupt
(95% CI)
Asked if anyone in the household smokes 50.6 48.0 52.1 NS 1.18 (0.88-1.60)
Asked if smoking is allowed in the house 34.6 28.7 38.2 .003 1.66 (1.19-2.30)
Asked if smoking is allowed in the car 21.7 15.3 25.5 .001 1.90 (1.29-2.81)

NS indicates not significant.

* Number of responses to each specific question ranged from N = 843 (93%) to N = 860 (95%).
T Adjusted odds ratio controls for geographic region, parent age, education, race/ethnicity, smoking status, gender, and rural/urban

residence. CI indicates confidence interval; FP, family practitioner.

Table 3 shows that among the 190 smoking parents
surveyed, approximately half were asked about
household member smoking status (52% pediatri-
cans vs 45% family practitioners, P = .30). More
smoking parents who visited pediatricians were
asked if they had rules prohibiting smoking in the
home than were those who visited family practitio-
ners (49% pediatricans vs 33% family practitioners;
P = .036). Rules prohibiting smoking in the family
vehicle were assessed less frequently for both spe-
cialties (28% pediatricians vs 14% family practitio-
ners; P = .029). Just over one-third of smoking par-
ents were counseled on the dangers of child ETS
exposure (41% Pediatricians vs 33% family practitio-
ners; P = .28). Approximately one third of smoking
parents were counseled on the risks of modeling
smoking behavior (31% pediatricians vs 28% family
practitioners; P = .74) and approximately one third
of smoking parents were advised to quit smoking
(36% pediatricians vs 45% family practitioners; P =
28).

Tables 2 and 3 also present the results of logistic
regression analysis. For parents who smoke and for
those who do not, logistic regression analysis indi-
cated that pediatricians asked if smoking was al-
lowed in the house or in the family car more fre-
quently than family practitioners, after controlling
for geographic region, parental age, education, eth-
nicity, smoking status, gender, and rural or urban
residence.

DISCUSSION

This study demonstrated low national rates of
screening and counseling for parental smoking in

pediatrics and family practice. Only half of all par-
ents surveyed were screened for the presence of
household smokers and only about one third of pa-
rental smokers were counseled about the dangers of
child ETS exposure or the risks associated with mod-
eling smoking behavior. The low rates of screening
about smoking prohibitions inside the home (35%)
and the car (22%) are particularly disturbing, given
the child morbidity and mortality associated with
ETS. Clear recommendations from the American
Academy of Pediatrics and the American Academy
of Family Physicians highlight the importance of
these screening and counseling activities at every
well child visit.3839

Previous regional surveys administered specifi-
cally to pediatricians have attempted to quantify lev-
els of pediatrician screening and counseling for pa-
rental tobacco use. A Vermont study found that 94%
of pediatricians surveyed advised at least 60% of
their parental smokers to quit, whereas a study in
Maine found that 91% of pediatricians reported that
they advised their parental smokers to quit.!?40 In
Massachusetts, pediatricians reported on average
that they advised most parental smokers to stop.#!
There is little information on screening and counsel-
ing practices at the national level; however, one
study found that 96% of pediatricians reported
“sometimes” or “always” screening for ETS expo-
sure.*? In this same study, pediatricians reported
advising parents to quit smoking 53% of the time and
encouraging parents “to not smoke around the
child” 32% of the time.*?> These statistics may be
elevated, however, because physicians tend to over-

TABLE 3. Bivariate and Multivariate Results for Screening and Counseling of Parental Smokers Who Saw a Family Practitioner or
Pediatrician
Measure Total Sample Families Visiting P Adjusted Odds Ratio
(N = 190)* Value for Families Visiting
%o Family Practitioner Pediatrician Pedlam?{af‘s’ Family
(N = 86) (N = 104) Practitioners as
% % Reference Groupi
(95% CI)
Asked if anyone in the household smokes 489 44.6 52.5 NS 1.41 (0.73-2.72)
Asked if smoking is allowed in the house 42.0 33.3 49.0 .036 2.00 (1.04-3.87)
Asked if smoking is allowed in the car 21.7 13.9 27.7 .029 2.48 (1.09-5.64)
Counseled on dangers of child ETS exposure 37.6 32.9 41.2 NS 1.58 (0.80-3.10)
Counseled on risks of modeling smoking behavior 30.0 28.2 314 NS 1.22 (0.60-2.45)
Advised to quit smoking 40.0 449 36.3 NS 0.71 (0.37-1.38)

CI indicates confidence interval; NS, not significant.

* Number of responses to each specific question ranged from N = 180 (95%) to N = 184 (97%).
T Adjusted odds ratio controls for geographic region, parent age, education, race/ethnicity, gender, and rural/urban residence.
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estimate their own screening practices.*> A recent
national study found very low rates of physician-
reported tobacco counseling even during child sick
visits that were potentially tobacco-influenced, al-
though it was a broad survey that was not specific to
tobacco control issues.** This study is the first to
assess, by parent report, national rates of pediatrician
and family practitioner screening and counseling for
both parental smoking and rules prohibiting smok-
ing in the house and car.

Two recent reports that summarize the current
state of the tobacco control literature conclude that
simple advice from a physician is effective in pro-
moting long-term cessation.'®4> The rate of physi-
cian’s advice to smokers has now become a quality
assurance measure for managed care health plans?;
however, no such incentive has been placed on coun-
seling parental smokers by pediatricians and family
practitioners. Recent studies indicate that parental
report of their own smoking as a source of children’s
exposure correlates well with biological measures of
smoke exposure, suggesting that providers can ob-
tain important and accurate information about the
harmful exposure of children.#-%° Most parental
smokers welcome counseling advice given by pedi-
atricians.'23334  Actually getting parents to quit
smoking will reduce or eliminate the child’s expo-
sure to ETS in the home and will reduce the chances
that the child grows up to be a smoker.>%>! However,
many adults will not be ready to make a quit attempt
at any given visit,>> so the repeated messages af-
forded by the multiple contacts with the child health
care provider may be important for optimal parental
cessation efforts.

The presence of rules prohibiting smoking in the
home has been shown to reduce child ETS expo-
sure®>* and is associated with significantly lower
adolescent smoking rates.”*>%¢ A survey conducted
in Ontario, Canada found that, although 43% to 70%
of adults agree that smoking should be restricted in
homes of smokers, only 34% of total homes were
smoke-free, and only 20% of homes with children
and any daily smokers were smoke-free.>” In surveys
of adolescent high school students in the United
States, only 38% to 48% reported living in smoke-free
households.?*%5 A survey of adults in California
found that 76% reported household smoking bans
and 66% reported car smoking bans, whereas among
smokers only 43% had home smoking bans and 29%
had car smoking bans.>® Being a nonsmoker, a parent
with children in the home, or having higher income
are all associated with significantly higher likelihood
of home and car smoking bans.58-6 The risks to
children of ETS exposure, the proven beneficial ef-
fects of banning smoking in the home, and the lack of
bans in a significant proportion of homes and vehi-
cles suggest that emphasizing the institution of rules
prohibiting smoking in these areas might be a rea-
sonable adjunctive counseling strategy for physi-
cians.

After controlling for potential confounders, differ-
ences do exist between pediatricians and family
practitioners in their tobacco control practices as re-
ported by parents. In general, pediatricians were

more likely than family practitioners to have asked
about smoking in the house and car. If these differ-
ences between pediatricians and family practitioners
hold up in planned future studies, they may suggest
opportunities for cross-specialty learning in this area.
Delineating differences in this area between pedia-
tricians and family practitioners may be the first step
to discovering differences in training or outlook that
are relevant to improving rates of screening and
counseling for parental smokers in both settings. De-
spite these specialty differences, significant opportu-
nities exist to improve tobacco control activities in
both primary care settings. Future research might
focus on how to adapt and implement the current
Public Health Service Treating Tobacco Use and De-
pendence Guideline'¢ in the pediatric setting.

This study had several limitations. This survey
relied on parental report of what occurred in the
primary care office up to 1 year ago. This report may
not be an accurate assessment of what actually took
place, because parents may forget or misremember
details of their encounter with their child’s physician
over time. However, one study examining adult’s
recall of smoking care found that it was systemati-
cally biased toward overreporting.®! A second study
showed that patient recall of advice to quit was
similar to that documented by audiotape analysis.®?
Additionally, the logistic regression comparing pedi-
atricians and family practitioners only controlled for
geographic region, parent age, education, ethnicity,
smoking status, gender, and rural or urban resi-
dence. It did not control for other client, provider,
and practice differences, and thus, it is possible that
other unmeasured confounding factors might have
changed the analysis.

CONCLUSION

Screening and counseling for parental tobacco use
is quite low by both pediatricians and family practi-
tioners, despite clear national recommendations for
screening and counseling at every well child visit
and studies demonstrating that physician interven-
tion leads to increased cessation rates. It would be
advantageous to children and society if physicians
serving children improved their performance in the
area of tobacco control, because exposure to ETS has
detrimental effects on child health and creates con-
siderable social costs. Efforts should now focus on
determining how the child health care system can
best screen and counsel for parental smoking in a
consistent and effective manner.

ACKNOWLEDGMENTS

Dr Winickoff was supported by a William Cahan Distinguished
Professor Award to Dr Rigotti from the Flight Attendant Medical
Research Institute. This publication was also made possible by
grant 4 D1IA RH 00005-01-01 from the Office of Rural Health
Policy of the Department of Health and Human Services through
the Rural Health Safety and Security Institute, Social Science Re-
search Center, Mississippi State University, and the Center for
Child Health Research affiliated with the American Academy of
Pediatrics. Its contents are solely the responsibility of the authors
and do not necessarily represent the official views of the Office of
Rural Health Policy or the Center for Child Health Research.

ARTICLES 1149


http://www.pediatrics.org

10.

11.

12.

13.
14.
15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

1150

REFERENCES

. National Cancer Institute. Health Effects of Exposure to Environmental

Tobacco Smoke: The Report of the California Environmental Protection
Agency. Bethesda, MD: US Dept of Health and Human Services; 1999

. American Academy of Pediatrics Committee on Environmental Health.

Environmental tobacco smoke: a hazard to children. Pediatrics 1997;99:
639-642

. Gold DR, Wang XW, Wypij D, Speizer FE, Ware JH, Dockery DW.

Effects of cigarette smoking on lung function in adolescent boys and
girls. N Engl | Med. 1996;335:931-937

. Mannino DM, Homa DM, Redd SC. Involuntary smoking and asthma

severity in children: data from the Third National Health and Nutrition
Examination Survey. Chest. 2002;122:409-415

. DiFranza JR, Lew RA. Morbidity and mortality in children associated

with the use of tobacco products by other people. Pediatrics. 1996,97:
560-568

. Cook DG, Strachan DP. Health effects of passive smoking-10: Summary

of effects of parental smoking on the respiratory health of children and
implications for research. Thorax. 1999;54:357-366

. Farkas AJ, Gilpin EA, White MM, Pierce JP. Association between house-

hold and workplace smoking restrictions and adolescent smoking.
JAMA. 2000;284:717-722

. Aligne CA, Stoddard JJ. An economic evaluation of the medical effects

of parental smoking. Arch Pediatr Adolesc Med. 1997;151:648—653

. Pirkle JL, Flegal KM, Bernert JT, Brody DJ, Etzel RA, Maurer KR.

Exposure of the US population to environmental tobacco smoke: the
Third National Health and Nutrition Examination Survey, 1988 to 1991.
JAMA. 1996;275:1233-1240

Rowland D, Lyons B, Salganicoff A, Long P. A profile of the uninsured
in America. Health Aff (Millwood). 1994;13:283-287

Winickoff JP, Hillis V], Palfrey JS, Perrin JM, Rigotti NA. A smoking
cessation intervention for parents of children hospitalized with respi-
ratory illness: the stop tobacco outreach program (STOP). Pediatrics.
2003;111:140-145

Frankowski BL, Weaver SO, Secker-Walker RH. Advising parents to
stop smoking: pediatricians’ and parents’ attitudes. Pediatrics. 1993;91:
296-300

Epps RP, Manley MW. A physicians’s guide to preventing tobacco use
during childhood and adolescence. Pediatrics. 1991;88:140-144

Klein JD. Incorporating effective smoking prevention and cessation
counseling into practice. Pediatr Ann. 1995;24:646—652

Newacheck PW, Stoddard JJ, Hughes DC, Pearl M. Health insurance
and access to primary care for children. N Engl ] Med. 1998;338:513-519
Fiore MC, Bailey WC, Cohen SJ, et al. Treating Tobacco Use and Depen-
dence. Clinical Practice Guideline. Rockville, MD: US Department of
Health and Human Services, Public Health Service; June 2000

Wall MA, Severson HH, Andrews JA, Lichtenstein E, Zoref L. Pediatric
office-based smoking intervention: impact on maternal smoking and
relapse. Pediatrics. 1995;96(4 pt 1):622-628

Severson HH, Andrews JA, Lichtenstein E, Wall M, Akers L. Reducing
maternal smoking and relapse: long-term evaluation of a pediatric
intervention. Prev Med. 1997;26:120-130

Groner JA, Ahijevych K, Grossman LK, Rich LN. The impact of a brief
intervention on maternal smoking behavior. Pediatrics. 2000;105(1 pt
3):267-271

Greenberg RA, Strecher VJ, Bauman KE, et al. Evaluation of a home-
based intervention program to reduce infant passive smoking and
lower respiratory illness. | Behav Med. 1994;17:273-290

Chilmonczyk BA, Palomaki GE, Knight GJ, Williams J, Haddow JE. An
unsuccessful cotinine-assisted intervention strategy to reduce environ-
mental tobacco smoke exposure during infancy. Am | Dis Child. 1992;
146:357-360

Woodward A, Owen N, Grgurinovich N, Griffith F, Linke H. Trial of an
intervention to reduce passive smoking in infancy. Pediatr Pulmonol.
1987,3:173-178

Hovell MF, Meltzer SB, Zakarian JM, et al. Reduction of environmental
tobacco smoke exposure among asthmatic children: a controlled trial.
Chest. 1994;106:440-446

Wabhlgren D, Hovell M, Meltzer S, Hofstetter C, Zakarian J. Reduction of
environmental tobacco smoke exposure in asthmatic children. Chest.
1997;111:81-88

McIntosh NA, Clark NM, Howatt WF. Reducing tobacco smoke in the
environment of the child with asthma: a cotinine-assisted, minimal-
contact intervention. | Asthma. 1994;31:453—462

Irvine L, Crombie IK, Clark RA, et al. Advising parents of asthmatic
children on passive smoking: randomised controlled trial. BMJ. 1999;
318:1456-1459

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

Wilson SR, Yamada EG, Sudhakar R, et al. A controlled trial of an
environmental tobacco smoke reduction intervention in low-income
children with asthma. Chest. 2001;120:1709-1722

Hovell MF, Meltzer SB, Wahlgren DR, et al. Asthma management and
environmental tobacco smoke exposure reduction in Latino children: a
controlled trial. Pediatrics. 2002;110:946-956

Hovell MF, Zakarian JM, Matt GE, Hofstetter CR, Bernert JT, Pirkle J.
Effect of counselling mothers on their children’s exposure to environ-
mental tobacco smoke: randomised controlled trial. BMJ. 2000;321:
337-342

Emmons KM, Hammond SK, Fava JL, Velicer WF, Evans JL, Monroe
AD. A randomized trial to reduce passive smoke exposure in low-
income households with young children. Pediatrics. 2001;108:18 24
Eriksen W, Sorum K, Bruusgaard D. Effects of information on smoking
behaviour in families with preschool children. Acta Paediatr. 1996;85:
209-212

Hovell MF, Zakarian JM, Wahlgren DR, Matt GE. Reducing children’s
exposure to environmental tobacco smoke: the empirical evidence and
directions for future research. Tob Control. 2000;9(suppl 2):1140-1147
Klein JD, Portilla M, Goldstein A, Leininger L. Training pediatric resi-
dents to prevent tobacco use. Pediatrics. 1995,96(2 pt 1):326-330
Groner J, Ahijevych K, Grossman L, Rich L. Smoking behaviors of
women whose children attend an urban pediatric primary care clinic.
Women Health. 1998;28:19-32

Jaen CR, Crabtree BF, Zyzanski S], Goodwin MA, Stange KC. Making
time for tobacco cessation counseling. | Fam Pract. 1998;46:425-428

US Department of Health and Human Services. 2000 BRFSS Summary
Prevalence Report. Atlanta, GA: US Department of Health and Human
Services, Centers for Disease Control and Prevention, National Center
for Chronic Disease Prevention and Health Promotion, Division of
Adult and Community Health, Behavioral Surveillance Branch; 2001

. Hartman A, Willis G, Lawrence D, Marcus S, Gibson J. The 1998-1999

NCI Tobacco Use Supplement to the Current Population Survey (TUS-CPS):
Representative Survey Findings. Bethesda, MD: US Department of Health
and Human Services, National Institutes of Health, National Cancer
Institute; 2002

American Academy of Pediatrics, Committee on Substance Abuse. To-
bacco’s toll: implications for the pediatrician. Pediatrics. 2001;107:
794-798

American Academy of Family Physicians. Summary of Policy Recommen-
dations for Periodic Health Examination. Kansas City, MO: American
Academy of Family Physicians; 1998

Frankowski BL, Secker-Walker RH. Advising parents to stop smoking.
Opportunities and barriers in pediatric practice. Am | Dis Child. 1989;
143:1091-1094

Zapka ]G, Fletcher K, Pbert L, Druker SK, Ockene JK, Chen L. The
perceptions and practices of pediatricians: tobacco intervention. Pediat-
rics. 1999;103:e65

Burnett KF, Young PC. Ask, advise, assist: pediatricians and passive
smoke exposure. Clin Pediatr. 1999;38:339-345

Lewis CE. Disease prevention and health promotion practices of pri-
mary care physicians in the United States. Am | Prev Med. 1988;4(4
suppl):9-16

Tanski SE, Klein JD, Winickoff JP, Auinger P, Weitzman M. Tobacco
counseling at well-child and tobacco-influenced illness visits: opportu-
nities for improvement. Pediatrics. 2003;111:e162-e167

Silagy C, Stead LF. Physician advice for smoking cessation. Cochrane
Database Syst Rev. 2001;2:CD000165

HEDIS [technical specifications]. Washington, DC: National Committee
for Quality Assurance; 2001

Hovell MF, Zakarian JM, Wahlgren DR, Matt GE, Emmons KM. Re-
ported measures of environmental tobacco smoke exposure: trials and
tribulations. Tob Control 2000;9(suppl 3):11122-11128

Matt GE, Wahlgren DR, Hovell MF, et al. Measuring environmental
tobacco smoke exposure in infants and young children through urine
cotinine and memory-based parental reports: empirical findings and
discussion. Tob Control. 1999;8:282-289

Matt GE, Hovell MF, Zakarian JM, Bernert JT, Pirkle JL, Hammond SK.
Measuring secondhand smoke exposure in babies: the reliability and
validity of mother reports in a sample of low-income families. Health
Psychol. 2000;19:232-241

Farkas AJ, Distefan JM, Choi WS, Gilpin EA, Pierce JP. Does parental
smoking cessation discourage adolescent smoking? Prev Med. 1999;28:
213-218

Bailey SL, Ennett ST, Ringwalt CL. Potential mediators, moderators, or
independent effects in the relationship between parents’ former and
current cigarette use and their children’s cigarette use. Addict Behav.
1993;18:601-621

ADDRESSING PARENTAL SMOKING IN PEDIATRICS AND FAMILY PRACTICE


http://www.pediatrics.org

52.

53.

54.

55.

56.

57.

Velicer WF, Fava JL, Prochaska JO, Abrams DB, Emmons KM, Pierce JP.
Distribution of smokers by stage in three representative samples. Prev
Med. 1995;24:401-411

Wakefield M, Banham D, Martin ], Ruffin R, McCaul K, Badcock N.
Restrictions on smoking at home and urinary cotinine levels among
children with asthma. Am | Prev Med. 2000;19;188-192

Biener L, Cullen D, Di ZX, Hammond SK. Household smoking restric-
tions and adolescents” exposure to environmental tobacco smoke. Prev
Med. 1997;26:358-363

Wakefield MA, Chaloupka FJ, Kaufman NJ, Orleans CT, Barker DC,
Ruel EE. Effect of restrictions on smoking at home, at school, and in
public places on teenage smoking: cross sectional study. BMJ. 2000;321;
333-337

Proescholdbell R], Chassin L, MacKinnon DP. Home smoking restric-
tions and adolescent smoking. Nicotine Tob Res. 2000;2;159-167
Ashley MJ, Cohen ], Ferrence R, et al. Smoking in the home: changing

58.

59.

60.

61.

62.

attitudes and current practices. Am | Public Health. 1998;88:797-800
Norman GJ, Ribis] KM, Howard-Pitney B, Howard KA. Smoking bans
in the home and car: Do those who really need them have them? Prev
Med. 1999;29(6 pt 1):581-589

Gilpin EA, White MM, Farkas A], Pierce JP. Home smoking restrictions:
which smokers have them and how they are associated with smoking
behavior. Nicotine Tob Res. 1999;1:153-162

Okah FA, Choi WS, Okuyemi KS, Ahluwalia JS. Effect of children on
home smoking restriction by inner-city smokers. Pediatrics. 2002;109;
244-249

Ward J, Sanson-Fisher R. Accuracy of patient recall of opportunistic
smoking cessation advice in general practice. Tob Control. 1996;5:
110-113

Walsh RA, Redman S, Byrne JM, Melmeth A, Brinsmead MW. Process
measures in an antenatal smoking cessation trial: another part of the
picture. Health Educ Res. 2000;15:469—-483

GROWING HYPOCHONDRIA

“

... at least a quarter of all patients report symptoms that appear to have no

physical basis, and that one in ten continues to believe that he has a terminal
disease even after the doctor has found him to be healthy. Experts say that between
three and six per cent of patients seen by primary-care physicians suffer from
hypochondria, the irrational fear of illness. The number is likely growing, thanks to
increased medical reporting in the media, which devotes particular attention to
scary new diseases like SARS, and to the Internet, which provides a wealth of
clinical information (and misinformation) that can help turn a concerned patient

into a neurotic one.”

Groopman ]J. Sick with worry. New Yorker, August 11, 2003
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