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INTRODUCTION

Parents who smoke place both themselves and their
children at increased risk for developing multiple health
problems,’ and both adult and pediatric clinical practice
guidelines recommend that healthcare providers counsel
parents who smoke regarding smoking cessation.” *
Advice from healthcare providers may focus on the
harms towards a parent’s own health, but may also
highlight the deleterious effects of secondhand smoke
exposure on children. The extent to which parents who
smoke receive these different counseling messages re-
mains largely unknown. Using nationally representative
data, we characterized how often parents receive certain
types of counseling from healthcare providers and fac-
tors correlated with counseling receipt.

METHODS

We analyzed data from the Medical Expenditure Panel
Survey (MEPS), a nationally representative survey of
the non-institutionalized US population, from 2010 to
2014. We included primary respondents ages 18 to 64
who were self-reported smokers at the time of surveying
and who were identified as the mother or father of at
least one child (age 0 to 17 years) living in the house-
hold. Adult smokers were asked about advice to quit
with the question: “In the past 12 months, did a doctor
advise you to stop smoking?” For each child, primary
respondents were asked, “Has a doctor or other health
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provider ever given you advice about how smoking in
the house can be bad for [the child’s] health?” We
classified parents as receiving child-focused counseling
if they reported receiving this advice for any of their
children during the past 12 months. We used separate
multivariable logistic regression analyses to explore cor-
relates of receiving (1) advice to quit and (2) child-
focused counseling. All analyses took into account the
complex design of the MEPS.

RESULTS

Of 17,821 parents in our sample with smoking status
information, 2999 reported smoking (weighted percent-
age of 17.1%, corresponding to a weighted sample of
27,728,644 smokers). In this subset, the majority were
female (78.3%), white (79.6%), non-Hispanic (89.5%),
and from lower income households (56.7% with in-
comes <200% Federal Poverty Limit) (Table 1). 19.6%
had at least one child with asthma. More than one
quarter (28.4%) denied receipt of any counseling.
55.3% reported receiving general counseling, and
43.8% reported counseling regarding at least one child
(Fig. 1). In multivariable logistic regression analyses,
females, those with a usual source of medical care,
insurance, or history of cancer or heart disease, were
more likely to receive advice to quit (Table 1). Parents
of young children, children with asthma, and African-
American parents were more likely to report receiving
child-focused counseling.

DISCUSSION

Given the adverse effects on their own health and their
children’s health, parents who smoke represent a unique
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Table 1 Sample Characteristics and Correlates of Cessation Counseling

Sample characteristics

Results of multivariable logistic regression

i

Odds ratio (95% confidence interval)

Analytic sample Advice to quit§

Child-focused counseling*

characteristics %
of N'f

Characteristics of parents

Gender

Male 21.7 Ref Ref

Female 78.3 1.76 (1.27 to 2.43) 1.37 (0.98 to 1.91)
Age in years (mean) 36.5 1.01 (0.95 to 1.67) 0.99 (0.97 to 1.01)
Educational attainment

Less than grade 12 18.0 Ref Ref

Grade 12 25.8 0.95 (0.69 to 1.31) 0.91 (0.68 to 1.21)
Any college 41.7 1.26 (0.95 to 1.67) 0.96 (0.72 to 1.28)
Race

White 79.6 Ref Ref

Black 14.7 1.22 (0.94 to 1.57) 1.21 (1.02 to 1.70)
Asian/Pacific Islander 2.4 0.99 (0.51 to 1.89) 1.04 (0.57 to 1.89)
Other 34 0.98 (0.52 to 1.86) 1.55 (0.84 to 2.87)
Hispanic ethnicity 89.5 1.22 (0.95 to 1.57) 1.17 (0.84 to 2.87)
Has usual source of care 72.3 2.44 (1.80 to 3.30) 1.19 (0.89 to 1.58)
Uninsured throughout year 19.2 0.46 (0.33 to 0.66) 0.75 (0.56 to 1.01)
Asthma! 12.0 1.11 (0.75 to 1.65) 1.46 (1.01 to 2.12)
Chronic lung disease! 6.0 1.53 (0.88 to 2.66) 1.32 (0.79 to 2.22)
Heart diseasel 11.6 1.50 (1.06 to 2.11) 1.28 (0.94 to 1.76)
Cancer dlagnosm‘JI 6.2 1.83 (1.18 to 2.82) 1.33 (0.79 to 2.22)
Family income, % of FPL*

200% FPL and greater 433 Ref Ref

100 to less than 200% FPL 242 0.85 (0.62 to 1.17) 1.18 (0.86 to 1.60)
Less than 100% FPL 325 0.87 (0.70 to 1.12) 1.36 (0.98 to 1.89)
Number of children (mean, [range]) 1.7 (1 t0 9) 0.89 (0.78 to 1.04) 1.25 (1.08 to 1.45)
Any child ages 0 to 3 years** 28.4 1.23 (0.86 to 1.12) 1.74 (1.28 to 2.37)
Any child ages 4 to 12 years** 63.9 1.02 (0.72 to 1.44) 0.86 (0.59 to 1.24)
Any child ages 13 to 17 years™* 39.0 1.09 (0.78 to 1.53) 0.83 (0.57 to 1.22)
Any child with asthma diagnosis 19.6 1.01 (0.76 to 1.35) 1.42 (1.10 to 1.82)
Any child without insurance throughout year 5.7 0.87 (0.52 to 1.45) 0.77 (0.44 to 1.37)
Any child without a usual source of care 10.9 1.07 (0.69 to 1.65) 0.49 (0.34 to 0.70)

*N 2999 unweighted [27,728,644 weighted individuals]
"Or mean as otherwise specified

*logzstzc regression models include covariates for whom results are reported

‘0utcome defined as receiving any advice to quit versus no advice to quit; N= 2412 unweighted [22,656,667 weighted] individuals
lOutcome defined as any child-health directed counseling versus no child-health directed counseling; N= 2467 unweighted [23,012,148 weighted]

zndlvzdualv

TReference group: not having the co-morbidity; chronic lung disease includes reported diagnoses of emphysema and chronic bronchitis; heart disease
includes diagnoses of angina, coronary heart disease, myocardial infarction, stroke and angina

*FPL = Federal Poverty Level
**Reference group: not having a child in the age group
Italicized odds ratios indicate values for which p<=0.05

population of adults to target for smoking cessation
counseling. Unfortunately, many report not receiving ad-
vice to quit or child-focused counseling, consistent with
prior studies,* ° and over 28% received no counseling at
all. We found that while parental access-to-care measures
correlated with receipt of advice to quit, they did not
correlate with child-focused counseling receipt; also, al-
most one fifth received only child-focused counseling. To

the extent that child-focused counseling is delivered in
pediatric settings, this highlights the potential of leveraging
contacts with the pediatric setting to reach adult smokers
with limited healthcare access for themselves, a strategy
which has been shown to be effective in interventions
involving counseling and referral to cessation services.’
At the same time, overall child-focused counseling rates
are low, perhaps reflecting multiple barriers to addressing
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Both advice to quit
and child-health
related counseling
27.1%

Figure 1 Frequency of cessation counseling received, by type.

parental smoking in pediatric settings.” While this study is
based on self-reported measures which may be prone to
recall bias, it highlights multiple “missed opportunities” to
address parental smoking in the healthcare setting. Improv-
ing overall rates of counseling, supporting pediatric set-
tings in providing services to parents who smoke, and
determining whether advice to quit provided in the context
of parents’ health or child-focused messaging leads to
differential cessation rates are important next steps.
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