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ABSTRACT 

Little is known about the association of secondhand smoke (SHS) exposure and behavioral 

conditions among preschoolers.  A cross-sectional analysis was used to examine billing and 

pharmacy claims from November 2004 to June 2012 linked to medical encounter-level data for 

2,441 children from four pediatric community health clinics.  Exposure to SHS was associated 

with attention deficit-hyperactivity disorder/ADHD and disruptive behavior disorder/DBD after 

adjusting for potential confounding factors.  Assessment of exposure to SHS and parental 

depressive symptoms in early childhood may increase providers’ ability to identify children at 

higher risk of behavioral issues and provide intervention at the earliest stages. 

INTRODUCTION 

  The prevalence of behavioral conditions among preschool aged children has been 

increasing steadily (Egger & Angold, 2006).  There also is a nationwide shortage of child 

psychiatrists and other community mental health providers with expertise in working with young 

children.  Therefore, there is a critical need to examine efficient strategies to support pediatric 

health care providers who are asked to identify at-risk children as early as possible (Thomas & 

Holzer, 2006).  Shifting the focus towards screening for psychosocial risk factors associated with 

pediatric behavioral issues may help identify at-risk children such that behavioral issues can be 

prevented or identified as they are emerging.  This is important as pediatric providers can then 

feasibly manage these issues in the primary care setting.  This understanding may aid in 

prioritizing screening and intervention efforts by pediatric healthcare providers and public health 

officials for at-risk children.  SHS exposure can be screened for effectively in primary care 

settings and is amendable to brief counseling (Anand, Carroll, & Downs, 2012; Bandiera, 

Richardson, Lee, He, & Merikangas, 2011; Downs, Zhu, Anand, Biondich, & Carroll, 2008; 
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Hamer, Ford, Stamatakis, Dockray, & Batty, 2011; Rosen, Noach, Winickoff, & Hovell, 2012; 

Twardella, Bolte, Fromme, Wildner, & von Kries, 2010).  In a 2007 national survey, 5.5 million 

children resided in households with a smoker (Singh, Siahpush, & Kogan, 2010).  Despite 

successful US public health efforts aimed at reducing SHS exposure among non-smokers, 

children of non-Hispanic whites and blacks continue to be at highest risk (Pirkle, Bernert, 

Caudill, Sosnoff, & Pechacek, 2006; Sexton et al., 2004; Wilson, Kahn, Khoury, & Lanphear, 

2005).  Additionally, SHS exposure in the prenatal and postnatal periods has been associated 

with increased rates of childhood behavior problems (Herrmann, King, & Weitzman, 2008).  

 Despite the growing attention to the science on early brain and child development 

(Garner & Shonkoff, 2012), relatively little research has focused on secondhand smoke and its 

association with preschool behavioral outcomes.  The majority of studies examining the negative 

effects of secondhand smoke and behavioral outcomes have relied upon samples of school-age 

children.  One example of this is attention-deficit hyperactivity disorder (ADHD) (Banerjee, 

Middleton, & Faraone, 2007; Faraone, Sergeant, Gillberg, & Biederman, 2003; Froehlich et al., 

2007; Langley, Rice, van den Bree, & Thapar, 2005; Yoshimasu et al., 2009). However, ADHD 

is increasingly being diagnosed among preschoolers such that clinical care guidelines have been 

revised to encourage providers to consider this diagnosis among this age group (Kollins et al., 

2006; Wolraich et al., 2011).  Moreover, identification rates of other common psychiatric 

disorders among preschoolers have been increasing as well (Carter et al., 2010; Egger & Angold, 

2006; Wilens et al., 2002b).  Pediatric providers routinely screen for various psychosocial risk 

factors during frequent well-child visits in the first five years of life.  Yet, no studies were found 

in our review of the literature that have utilized data collected in community clinics to 

understand what risk factors are associated with earlier behavioral outcomes. 
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Prior work also has not accounted for important risk factors such as parental mental 

health conditions.  For instance, parental depression has been correlated with poor childhood 

behavioral outcomes and is being increasingly screened for by pediatric healthcare providers 

(Earls, 2010; Field, 2011; Murray et al., 2011).  Yet, past studies have not always controlled for 

this important confounder, i.e. depressive symptoms among parents of young children (Bandiera 

et al., 2011; Hamer et al., 2011; Twardella et al., 2010).  Our findings add to existing literature 

by showing that secondhand smoke is associated with behavioral outcomes as early as preschool 

age.  It also focuses on a community-based sample using data collected in primary care and 

adjusts for exposure to parental depressive symptoms.   

METHODS 

Study Design 

This is a cross-sectional study of children between the ages of 0 and 6 years seen at 4 

community pediatric clinics between November 2004 and June 2012.  Data for this study was 

derived from a computerized decision support system used in conjunction with our electronic 

health record.  Children were included in the study sample if complete visit level data for 

exposure to SHS and parental depressive symptoms were available. 

Data Sources 

We used data collected through the pre-screener form generated by the Child Health 

Improvement through Computer Automation (CHICA) system, which has been described 

elsewhere (Anand, Biondich, Liu, Rosenman, & Downs, 2004; Anand et al., 2012). Briefly, 

CHICA provides clinical decision support for both pediatric preventive care and disease 

management services (Anand et al., 2004; Anand et al., 2012; Downs et al., 2008).  When a 

parent brings a child to a clinic that uses CHICA, a pre-screener form is generated for the parent 
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to complete in the waiting room.  The pre-screener form contains 20 questions based on 

information contained in the child’s health record and the age of the child at the visit as 

displayed in Figure 1 (Downs, Biondich, Anand, Zore, & Carroll, 2006).  Once completed by the 

parent, the pre-screener form is scanned back into the system and the data is incorporated 

immediately into the child’s health record.  CHICA then generates a separate physician 

worksheet with 6 selected prompts, based on information the parent provided on the pre-screener 

form and information in the health record.  These prompts are designed to call the pediatric 

provider’s attention to specific health risks during the face-to-face encounter as displayed on a 

sample physician worksheet in Figure 2.  At the end of the visit, the physician worksheet is 

scanned back into CHICA.  Data for this study was extracted from the electronic medical record.  

We linked data from the parent-completed pre-screener form containing information about 

individual child and family health risks to administrative data of mental health diagnoses and 

prescriptions data from our statewide clinical network, the Indiana Network for Patient Care, 

which houses billing data, physician orders, filled prescriptions, and laboratory reports 

(McDonald et al., 2005).  

Measures 

SHS exposure.  SHS exposure was defined by any positive response to CHICA’s pre-screener 

question asking families whether any household member smoked.  Parents of children 0 – 11 

years of age were asked about SHS exposure if no previous information regarding the child’s 

exposure to SHS existed in CHICA during the last 18 months or if the question had not been 

asked before.  A positive response during any visit resulted in the child being classified as having 

had SHS exposure.  Likewise, if no affirmative responses were captured for any visits, the child 

was categorized as not having had SHS exposure.   
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Socio-demographic characteristics.  Child gender, race/ethnicity and insurance category were 

obtained from CHICA’s database.  Insurance category served as a proxy for socio-economic 

status.     

Parental depressive symptoms.  CHICA aids pediatric providers’ monitoring of parental 

depressive symptoms using questions adapted from validated screening instruments as part of 

routine surveillance of pertinent health risks of the child and family.  From 2004 to 2010, the 

pre-screener form included items from the Patient Health Questionnaire-2 (PHQ-2) measuring 

parental depressive mood and loss of interest or pleasure in doing things that previously was 

perceived as pleasurable (Kroenke, Spitzer, & Williams, 2003).  In 2010, the Edinburgh 

Postnatal Depression Scale (EPDS-3) anxiety subscale items were substituted for the PHQ-2 to 

improve detection of postpartum depression.  The EPDS-3 has been shown to have a high (95%) 

sensitivity and negative predictive value (98%) and measures parental symptoms of panic, self-

blame and anxiety for postpartum depression (K. Kabir, Sheeder, & Kelly, 2008).  Even though 

the use of the PHQ-2 is a valid way to detect parental depression in primary care settings, the 

items on the pre-screener form were changed to the EPDS-3 items as these were validated 

specifically for identification of postpartum depression.  CHICA performs surveillance of 

parental mood every 90 days in the first 15 months of life or if there is no previous data on 

paternal depression in child’s record in the electronic health record.  If a parent responded 

affirmatively to any of the three surveillance items, the child was classified as being exposed to 

parental depressive symptoms; likewise children of parents with no affirmative responses to any 

of the symptoms at any visit were classified as not being exposed to parental depressive 

symptoms.   
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Behavioral Conditions.  As we sought to examine the association of preschool children’s 

exposure to SHS with children’s behavior, we linked data captured from the pre-screener form to 

behavioral diagnoses that existed in the child’s electronic health record.  These behavioral 

diagnoses were identified using International Classification of Diseases-ninth revision (ICD-9) 

administrative billing codes for the following conditions: disruptive behavior disorder (DBD) 

(312.*), attention-deficit hyperactivity disorder (ADHD) (314.*), anxiety (300.*), depression 

(311), sleep disturbance (307.4), or adjustment disorder (309*).    

Psychotropic Treatment.  Psychotropic medications of interest included the following classes: 

stimulant medications, non-stimulants, alpha-2-agonists, sleep agents, atypical antipsychotic 

drugs, and selective serotonin reuptake inhibitors.  

Statistical Analysis  

 Bivariate analyses of SHS exposure and socio-demographic variables were performed 

using chi-square test.  Multivariable logistic regression models were used to assess the 

association between SHS exposure and each mental health diagnosis, adjusting for child gender, 

race/ethnicity, insurance status and parental depressive symptoms.  An additional logistic 

regression model tested the association between SHS exposure and ever having been prescribed 

a psychotropic drug.  All four covariates were selected a priori.  Adjusted odds ratios (AOR) and 

95% confidence intervals (CI) were calculated for each model.  All analyses were performed 

using Stata11 (StataCorp, College Station, TX, 2010).  This study was approved by our 

institution’s Office of Research Administration-Human Subjects. 

RESULTS 

 A total of 2,441 children were included in the study and their socio-demographics are 

reported in Table 1.  The sample was 52% male, and a large proportion was Black (40.7%) or 
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Hispanic/Latino (45.3%), followed by White (10.5%).  The majority of the families in the sample 

had public insurance (90.2%), followed by self-pay and uninsured (5.9%) and a minority with 

private insurance (3.9%).  Approximately 27% of children (n=669) were exposed to SHS and 

31.5% of children were exposed to parental depressive symptoms. 

Race/ethnicity was significantly associated with SHS exposure.  A majority of the 

children whose parents reported SHS exposure were Black (57%), followed by Hispanic/Latino 

(21%) and White (20%) parents reported the lowest rate of SHS exposure.  A majority (89.4%) 

of families reporting SHS exposure were publically insured. A similar proportion of male and 

female children lived in households with reported SHS exposure.  

The prevalence of behavioral conditions among preschoolers aged 3 to 6 years varied by 

diagnosis, with ADHD (3.3%) and disruptive behavior disorder (8.6%) being the most common 

as is shown in Table 1.  Among our sample, 1.9% of preschoolers had ever been prescribed 

psychotropic medication.  

 Multivariable logistic regression analysis revealed significant associations between SHS 

and ADHD (AOR 1.9; 95% CI: 1.2-3.1) and DBD (AOR 1.6: 95% CI: 1.1-2.1) after adjusting 

for child’s gender, race/ethnicity, insurance category and parental depressive symptoms.  

Parental depression was associated with a higher likelihood of a child ever being prescribed a 

psychotropic medication as shown in Table 2 (AOR 1.9; 95% CI 1.1-3.3).  There were no other 

significant associations between SHS exposure and all other behavioral outcomes examined. 

DISCUSSION 

In this cross-sectional study of 2,441 children, 27% were exposed to SHS.  SHS exposure 

was significantly associated with a diagnosis of ADHD and DBD among preschoolers, even after 
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adjusting for all other factors.  Exposure to parental depressive symptoms was associated with 

having ever been prescribed a psychotropic medication.     

Our study adds to the growing literature showing an association between SHS exposure 

and behavioral outcomes in early childhood (DiFranza, Aligne, & Weitzman, 2004; Lam, Leung, 

& Ho, 2001; Mannino, Moorman, Kingsley, Rose, & Repace, 2001; Stoddard & Gray, 1997; 

Yolton, Dietrich, Auinger, Lanphear, & Hornung, 2005).  To our knowledge, ours is the first 

study to examine the association of SHS exposure and a range of preschool behavioral outcomes 

in a pediatric primary care setting (Bandiera et al., 2011; Hamer et al., 2011; Twardella et al., 

2010).  Our study differs from previous work in several significant ways and strengthens 

previously reported findings.  First, while our study focused on preschool-aged children, similar 

to the cross-sectional study conducted by Twardella et al, (Twardella et al., 2010) the 

measurement of behavioral outcomes was assessed using different data sources.  In that study, 

behavior problems were assessed using the “Strengths and Difficulties” questionnaire, a parent-

reported behavioral screening tool (Twardella et al., 2010) while we used available 

administrative billing data to classify preschool behavioral outcomes.  Given that parents with 

mood disorders are more likely to have concerns about children’s behavior, reliance on a parent-

reported screening measure may overestimate the prevalence (Fergusson, Lynskey, & Horwood, 

1993) due to reporting bias.  We believe our data sources remove this source of bias.   

Furthermore, we were able to adjust for the presence of parental depressive symptoms, a 

potential confounder.  This is important not only because mental health conditions can be 

heritable, but also because individuals with mood disorders are more likely to smoke (Glazier, 

2010; Lawrence, Mitrou, & Zubrick, 2009).  In addition, caregivers affected by mental illness 

may experience sub-optimal parent-child interactions and diminished parenting capacity, both of 
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which place their children at higher risk of behavioral conditions (Crawford, Schrock, & 

Woodruff-Borden, 2011; Keown, 2011).  For these reasons, controlling for parental depressive 

symptoms as a confounder is an important advantage of our study.   

There is no known “safe” or acceptable level of SHS exposure.  Given the mounting 

evidence for the negative effects of SHS and the rising prevalence of behavioral conditions 

among children, our study underscores the continued need for health promotion and intervention 

at the earliest stages.  In 2006, mental illness was the highest healthcare cost among children, 

surpassing asthma, trauma and infectious disease (Soni, April 2009).  Thus far, ADHD among 

school-aged children is the mental health condition with the greatest evidence of its association 

with SHS exposure (Braun, Kahn, Froehlich, Auinger, & Lanphear, 2006; Froehlich et al., 2009; 

Z. Kabir, Connolly, & Alpert, 2011).  We found a similar significant association with ADHD and 

disruptive behaviors among preschool age children.   

Our findings underscore the importance of continued smoking cessation counseling 

efforts.  However, overall rates of SHS screening and counseling in both pediatrics and family 

practice clinics have remained low (Tanski, Klein, Winickoff, Auinger, & Weitzman, 2003; 

Winickoff et al., 2003; Zapka et al., 1999).  Smoking cessation efforts may be strengthened if 

pediatric providers are able to emphasize to parents the health risks of SHS to children, 

especially to parents who are interested in quitting (Alwan, Siddiqi, Thomson, & Cameron, 

2010; Katz, Muehlenbruch, Brown, Fiore, & Baker, 2002).  Brief interventions lasting 3 minutes 

in primary care can lead to decreases in smoking cessation rates ("A clinical practice guideline 

for treating tobacco use and dependence: A US Public Health Service report. The Tobacco Use 

and Dependence Clinical Practice Guideline Panel, Staff, and Consortium Representatives," 

2000).  The growing evidence base of the association of SHS exposure and behavioral outcomes 
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may be a motivator for a subset of parents with a strong family history of mental illness.  

Pediatric providers can discuss these risks with parents and other caregivers and provide 

smoking cessation advice, perform targeted screening and ongoing surveillance of child’s 

behavior and functioning for early-onset manifestations of behavioral conditions (Chen, Stanton, 

Hopper, & Khankari, 2011).  Several randomized controlled trials of smoking cessation 

counseling with parents to protect their children from potential negative health effects have been 

found to be effective and doable within the scope of primary care practice (Abdullah, Mak, Loke, 

& Lam, 2005; Curry et al., 2003; Emmons et al., 2001; Rosen et al., 2012). 

Some limitations to our study must be considered when interpreting the results.  These 

include the retrospective design.  We are not able to account for confounders that may contribute 

both to parental smoking and preschool behavioral conditions (McDonnell & Glod, 2003; Wilens 

et al., 2002a).  However, we have tried to control for these by adjusting our analyses for socio-

demographic characteristics and parental depressive symptoms.  Over the course of the study, the 

method of capturing parental depressive symptoms changed from the PHQ-2 to the EPDS-3.  

Scores from the EPDS or the PHQ-9, from which the EPDS-3 and PHQ-2 are derived, were 

often concordant when using either instrument to screen for parental depression in the clinical 

care setting (Yawn et al., 2009).  In this study, we classified SHS exposure by parent report 

rather than using a biomarker, such as cotinine.  However, parental report has been shown to 

correlate to biomarkers and is a reliable indicator of exposure (Puig et al., 2008; Yeager & 

Krosnick, 2010).  Moreover, the CHICA pre-screener question is similar to that used in the 

National Health and Nutrition Examination Survey (NHANES) that used the question, “Does 

anyone who lives here smoke cigarettes, cigars or pipes anywhere inside this home?”(Braun et 

al., 2008).  Parental response to the SHS surveillance question is subject to social desirability 
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bias; however, the prevalence in our sample is similar to national estimates from the National 

Health Interview Survey (NHIS) examining parent-reported SHS exposure (Soliman, Pollack, & 

Warner, 2004).  We were unable to control for maternal prenatal smoking history, nor whether 

any parent had a history of ADHD.  While in utero exposure to SHS is a known risk factor for 

childhood ADHD, the postnatal presence of other smokers in the home, has been shown to be 

associated with ADHD symptoms in the absence of maternal smoking (Langley, Heron, Smith, 

& Thapar, 2012).  Lastly, we acknowledge that there are inherent challenges to the reliance on 

ICD-9 codes of behavioral and mental health conditions in children less than 6 years of age 

(Egger & Emde, 2011); however, published studies have shown these classification systems can 

be used reliably for mental health disorders among children 2-5 years of age (Briggs-Gowan, 

Carter, Skuban, & Horwitz, 2001; Lavigne et al., 1998a, 1998b). 

As pediatric healthcare providers build therapeutic relationships with families over time, 

they appreciate the risk and protective factors that may put a particular child at higher or lower 

need for behavioral concerns.  Our study supports the recommendation by the American 

Academy of Pediatrics that primary care providers continue to pre-screen families for associated 

psychosocial risk factors, such as exposure to SHS and parental depression, as these risk factors 

are associated with behavioral issues and psychotropic drug treatment among preschoolers.  

Moreover, our findings support health promotion efforts that routinely occur during primary care 

visits that can more accurately aid in identifying families that may benefit from educational 

efforts to promote optimal parent-child interactions (Regalado & Halfon, 2001).  Our study takes 

a critical first step towards understanding how pre-screening families for modifiable risk factors 

associated with negative childhood behavioral outcomes may increase providers’ ability to 

identify children at higher risk of behavioral issues at the earliest stages.  
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CONCLUSION 

 Understanding what modifiable risk factors are associated with pediatric behavioral 

outcomes can help prioritize screening by pediatric healthcare providers so that efforts can be 

aimed at prevention or as these conditions are emerging.  Given the need for primary care 

providers to perform active surveillance for a host of conditions that can affect childhood 

behavioral health, multi-faceted efforts to understand how to identify and feasibly intervene in 

primary care are needed.  Preschoolers’ exposure to SHS and parental depressive symptoms are 

potentially modifiable risk factors that can be screened for in primary care practice. 

 

 

 



 13 

REFERENCES 

Abdullah, A. S., Mak, Y. W., Loke, A. Y., & Lam, T. H. (2005). Smoking cessation intervention 
in parents of young children: a randomised controlled trial. [Randomized Controlled 
Trial Research Support, Non-U.S. Gov't]. Addiction, 100(11), 1731-1740. doi: 
10.1111/j.1360-0443.2005.01231.x 

Alwan, N., Siddiqi, K., Thomson, H., & Cameron, I. (2010). Children's exposure to second-
hand smoke in the home: a household survey in the North of England. [Research 
Support, Non-U.S. Gov't]. Health & social care in the community, 18(3), 257-263. doi: 
10.1111/j.1365-2524.2009.00890.x 

Anand, V., Biondich, P. G., Liu, G., Rosenman, M., & Downs, S. M. (2004). Child Health 
Improvement through Computer Automation: the CHICA system. [Research Support, 
N.I.H., Extramural Research Support, Non-U.S. Gov't Research Support, U.S. Gov't, 
P.H.S.]. Studies in health technology and informatics, 107(Pt 1), 187-191.  

Anand, V., Carroll, A. E., & Downs, S. M. (2012). Automated primary care screening in 
pediatric waiting rooms. [Research Support, N.I.H., Extramural Research Support, 
Non-U.S. Gov't Research Support, U.S. Gov't, P.H.S.]. Pediatrics, 129(5), e1275-1281. 
doi: 10.1542/peds.2011-2875 

Bandiera, F. C., Richardson, A. K., Lee, D. J., He, J. P., & Merikangas, K. R. (2011). Secondhand 
smoke exposure and mental health among children and adolescents. [Research 
Support, N.I.H., Extramural Research Support, N.I.H., Intramural Research Support, 
Non-U.S. Gov't]. Archives of pediatrics & adolescent medicine, 165(4), 332-338. doi: 
10.1001/archpediatrics.2011.30 

Banerjee, T. D., Middleton, F., & Faraone, S. V. (2007). Environmental risk factors for 
attention-deficit hyperactivity disorder. [Research Support, N.I.H., Extramural 
Review]. Acta paediatrica, 96(9), 1269-1274. doi: 10.1111/j.1651-
2227.2007.00430.x 

Braun, J. M., Froehlich, T. E., Daniels, J. L., Dietrich, K. N., Hornung, R., Auinger, P., & 
Lanphear, B. P. (2008). Association of environmental toxicants and conduct disorder 
in U.S. children: NHANES 2001-2004. [Research Support, N.I.H., Extramural 
Research Support, U.S. Gov't, Non-P.H.S.]. Environ Health Perspect, 116(7), 956-962. 
doi: 10.1289/ehp.11177 

Braun, J. M., Kahn, R. S., Froehlich, T., Auinger, P., & Lanphear, B. P. (2006). Exposures to 
environmental toxicants and attention deficit hyperactivity disorder in U.S. children. 
[Research Support, N.I.H., Extramural Research Support, U.S. Gov't, Non-P.H.S.]. 
Environmental health perspectives, 114(12), 1904-1909.  

Briggs-Gowan, M. J., Carter, A. S., Skuban, E. M., & Horwitz, S. M. (2001). Prevalence of 
social-emotional and behavioral problems in a community sample of 1- and 2-year-
old children. [Research Support, U.S. Gov't, P.H.S.]. J Am Acad Child Adolesc Psychiatry, 
40(7), 811-819. doi: 10.1097/00004583-200107000-00016 

Carter, A. S., Wagmiller, R. J., Gray, S. A., McCarthy, K. J., Horwitz, S. M., & Briggs-Gowan, M. J. 
(2010). Prevalence of DSM-IV disorder in a representative, healthy birth cohort at 
school entry: sociodemographic risks and social adaptation. [Research Support, 
N.I.H., Extramural Research Support, U.S. Gov't, P.H.S.]. Journal of the American 
Academy of Child and Adolescent Psychiatry, 49(7), 686-698. doi: 
10.1016/j.jaac.2010.03.018 



 14 

Chen, X., Stanton, B., Hopper, J., & Khankari, N. (2011). Sources, locations, and predictors of 
environmental tobacco smoke exposure among young children from inner-city 
families. [Research Support, Non-U.S. Gov't]. Journal of pediatric health care : official 
publication of National Association of Pediatric Nurse Associates & Practitioners, 
25(6), 365-372. doi: 10.1016/j.pedhc.2010.04.014 

A clinical practice guideline for treating tobacco use and dependence: A US Public Health 
Service report. The Tobacco Use and Dependence Clinical Practice Guideline Panel, 
Staff, and Consortium Representatives. (2000). [Consensus Development 
Conference Guideline Practice Guideline Research Support, Non-U.S. Gov't Research 
Support, U.S. Gov't, P.H.S. Review]. JAMA, 283(24), 3244-3254.  

Crawford, N. A., Schrock, M., & Woodruff-Borden, J. (2011). Child internalizing symptoms: 
contributions of child temperament, maternal negative affect, and family functioning. 
Child Psychiatry Hum Dev, 42(1), 53-64. doi: 10.1007/s10578-010-0202-5 

Curry, S. J., Ludman, E. J., Graham, E., Stout, J., Grothaus, L., & Lozano, P. (2003). Pediatric-
based smoking cessation intervention for low-income women: a randomized trial. 
[Clinical Trial Randomized Controlled Trial Research Support, U.S. Gov't, P.H.S.]. 
Archives of pediatrics & adolescent medicine, 157(3), 295-302.  

DiFranza, J. R., Aligne, C. A., & Weitzman, M. (2004). Prenatal and postnatal environmental 
tobacco smoke exposure and children's health. [Review]. Pediatrics, 113(4 Suppl), 
1007-1015.  

Downs, S. M., Biondich, P. G., Anand, V., Zore, M., & Carroll, A. E. (2006). Using Arden Syntax 
and adaptive turnaround documents to evaluate clinical guidelines. AMIA Annu 
Symp Proc, 214-218. doi: 86547 [pii] 

Downs, S. M., Zhu, V., Anand, V., Biondich, P. G., & Carroll, A. E. (2008). The CHICA smoking 
cessation system. [Research Support, N.I.H., Extramural 

Research Support, Non-U.S. Gov't]. AMIA ... Annual Symposium proceedings / AMIA 
Symposium. AMIA Symposium, 166-170.  

Earls, M. F. (2010). Incorporating recognition and management of perinatal and 
postpartum depression into pediatric practice. Pediatrics, 126(5), 1032-1039. doi: 
10.1542/peds.2010-2348 

Egger, H. L., & Angold, A. (2006). Common emotional and behavioral disorders in preschool 
children: presentation, nosology, and epidemiology. [Review]. Journal of child 
psychology and psychiatry, and allied disciplines, 47(3-4), 313-337. doi: 
10.1111/j.1469-7610.2006.01618.x 

Egger, H. L., & Emde, R. N. (2011). Developmentally sensitive diagnostic criteria for mental 
health disorders in early childhood: the diagnostic and statistical manual of mental 
disorders-IV, the research diagnostic criteria-preschool age, and the diagnostic 
classification of mental health and developmental disorders of infancy and early 
childhood-revised. [Research Support, Non-U.S. Gov't]. Am Psychol, 66(2), 95-106. 
doi: 10.1037/a0021026 

Emmons, K. M., Hammond, S. K., Fava, J. L., Velicer, W. F., Evans, J. L., & Monroe, A. D. (2001). 
A randomized trial to reduce passive smoke exposure in low-income households 
with young children. [Clinical Trial Randomized Controlled Trial Research Support, 
Non-U.S. Gov't Research Support, U.S. Gov't, P.H.S.]. Pediatrics, 108(1), 18-24.  

Faraone, S. V., Sergeant, J., Gillberg, C., & Biederman, J. (2003). The worldwide prevalence of 
ADHD: is it an American condition? World Psychiatry, 2(2), 104-113.  



 15 

Fergusson, D. M., Lynskey, M. T., & Horwood, L. J. (1993). The effect of maternal depression 
on maternal ratings of child behavior. [Research Support, Non-U.S. Gov't]. Journal of 
abnormal child psychology, 21(3), 245-269.  

Field, T. (2011). Prenatal depression effects on early development: a review. [Research 
Support, N.I.H., Extramural Research Support, Non-U.S. Gov't]. Infant behavior & 
development, 34(1), 1-14. doi: 10.1016/j.infbeh.2010.09.008 

Froehlich, T. E., Lanphear, B. P., Auinger, P., Hornung, R., Epstein, J. N., Braun, J., & Kahn, R. S. 
(2009). Association of tobacco and lead exposures with attention-
deficit/hyperactivity disorder. [Research Support, N.I.H., Extramural Research 
Support, Non-U.S. Gov't]. Pediatrics, 124(6), e1054-1063. doi: 10.1542/peds.2009-
0738 

Froehlich, T. E., Lanphear, B. P., Epstein, J. N., Barbaresi, W. J., Katusic, S. K., & Kahn, R. S. 
(2007). Prevalence, recognition, and treatment of attention-deficit/hyperactivity 
disorder in a national sample of US children. [Research Support, N.I.H., Extramural 
Research Support, Non-U.S. Gov't Research Support, U.S. Gov't, P.H.S.]. Archives of 
pediatrics & adolescent medicine, 161(9), 857-864. doi: 10.1001/archpedi.161.9.857 

Garner, A. S., & Shonkoff, J. P. (2012). Early childhood adversity, toxic stress, and the role of 
the pediatrician: translating developmental science into lifelong health. Pediatrics, 
129(1), e224-231. doi: 10.1542/peds.2011-2662 

Glazier, K. (2010). Tobacco-Induced Diseases: An Emphasis on Mental Health Conditions 
that May Result from Cigarette Use. The New School Psychology Bulletin, 8(1), 56-61.  

Hamer, M., Ford, T., Stamatakis, E., Dockray, S., & Batty, G. D. (2011). Objectively measured 
secondhand smoke exposure and mental health in children: evidence from the 
Scottish health survey. Archives of pediatrics & adolescent medicine, 165(4), 326-331. 
doi: 10.1001/archpediatrics.2010.243 

Herrmann, M., King, K., & Weitzman, M. (2008). Prenatal tobacco smoke and postnatal 
secondhand smoke exposure and child neurodevelopment. [Review]. Curr Opin 
Pediatr, 20(2), 184-190. doi: 10.1097/MOP.0b013e3282f56165 

Kabir, K., Sheeder, J., & Kelly, L. S. (2008). Identifying postpartum depression: are 3 
questions as good as 10? [Comparative Study]. Pediatrics, 122(3), e696-702. doi: 
10.1542/peds.2007-1759 

Kabir, Z., Connolly, G. N., & Alpert, H. R. (2011). Secondhand smoke exposure and 
neurobehavioral disorders among children in the United States. [Comparative Study 

Research Support, Non-U.S. Gov't]. Pediatrics, 128(2), 263-270. doi: 10.1542/peds.2011-
0023 

Katz, D. A., Muehlenbruch, D. R., Brown, R. B., Fiore, M. C., & Baker, T. B. (2002). 
Effectiveness of a clinic-based strategy for implementing the AHRQ Smoking 
Cessation Guideline in primary care. [Clinical Trial Research Support, Non-U.S. Gov't 
Research Support, U.S. Gov't, P.H.S.]. Prev Med, 35(3), 293-301.  

Keown, L. J. (2011). Predictors of Boys' ADHD Symptoms from Early to Middle Childhood: 
The Role of Father-Child and Mother-Child Interactions. J Abnorm Child Psychol. doi: 
10.1007/s10802-011-9586-3 

Kollins, S., Greenhill, L., Swanson, J., Wigal, S., Abikoff, H., McCracken, J., . . . Bauzo, A. (2006). 
Rationale, design, and methods of the Preschool ADHD Treatment Study (PATS). 
[Comment Multicenter Study Randomized Controlled Trial Research Support, N.I.H., 



 16 

Extramural]. Journal of the American Academy of Child and Adolescent Psychiatry, 
45(11), 1275-1283. doi: 10.1097/01.chi.0000235074.86919.dc 

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2003). The Patient Health Questionnaire-2: 
validity of a two-item depression screener. Med Care, 41(11), 1284-1292. doi: 
10.1097/01.MLR.0000093487.78664.3C 

Lam, T. H., Leung, G. M., & Ho, L. M. (2001). The effects of environmental tobacco smoke on 
health services utilization in the first eighteen months of life. [Research Support, 
Non-U.S. Gov't]. Pediatrics, 107(6), E91.  

Langley, K., Heron, J., Smith, G. D., & Thapar, A. (2012). Maternal and paternal smoking 
during pregnancy and risk of ADHD symptoms in offspring: testing for intrauterine 
effects. Am J Epidemiol, 176(3), 261-268. doi: 10.1093/aje/kwr510 

Langley, K., Rice, F., van den Bree, M. B., & Thapar, A. (2005). Maternal smoking during 
pregnancy as an environmental risk factor for attention deficit hyperactivity 
disorder behaviour. A review. [Research Support, Non-U.S. Gov't Review]. Minerva 
Pediatr, 57(6), 359-371.  

Lavigne, J. V., Arend, R., Rosenbaum, D., Binns, H. J., Christoffel, K. K., & Gibbons, R. D. 
(1998a). Psychiatric disorders with onset in the preschool years: I. Stability of 
diagnoses. J Am Acad Child Adolesc Psychiatry, 37(12), 1246-1254.  

Lavigne, J. V., Arend, R., Rosenbaum, D., Binns, H. J., Christoffel, K. K., & Gibbons, R. D. 
(1998b). Psychiatric disorders with onset in the preschool years: II. Correlates and 
predictors of stable case status. [Research Support, U.S. Gov't, P.H.S.]. J Am Acad 
Child Adolesc Psychiatry, 37(12), 1255-1261. doi: 10.1097/00004583-199812000-
00008 

Lawrence, D., Mitrou, F., & Zubrick, S. R. (2009). Smoking and mental illness: results from 
population surveys in Australia and the United States. [Research Support, N.I.H., 
Extramural Research Support, Non-U.S. Gov't Research Support, U.S. Gov't, Non-
P.H.S.]. BMC public health, 9, 285. doi: 10.1186/1471-2458-9-285 

Mannino, D. M., Moorman, J. E., Kingsley, B., Rose, D., & Repace, J. (2001). Health effects 
related to environmental tobacco smoke exposure in children in the United States: 
data from the Third National Health and Nutrition Examination Survey. Archives of 
pediatrics & adolescent medicine, 155(1), 36-41.  

McDonald, C. J., Overhage, J. M., Barnes, M., Schadow, G., Blevins, L., Dexter, P. R., . . . Comm, I. 
M. (2005). The Indiana network for patient care: A working local health information 
infrastructure. Health affairs, 24(5), 1214-1220. doi: Doi 10.1377/Hlthaff.24.5.1214 

McDonnell, M. A., & Glod, C. (2003). Prevalence of psychopathology in preschool-age 
children. [Review]. J Child Adolesc Psychiatr Nurs, 16(4), 141-152.  

Murray, L., Arteche, A., Fearon, P., Halligan, S., Goodyer, I., & Cooper, P. (2011). Maternal 
postnatal depression and the development of depression in offspring up to 16 years 
of age. [Research Support, Non-U.S. Gov't]. Journal of the American Academy of Child 
and Adolescent Psychiatry, 50(5), 460-470. doi: 10.1016/j.jaac.2011.02.001 

Pirkle, J. L., Bernert, J. T., Caudill, S. P., Sosnoff, C. S., & Pechacek, T. F. (2006). Trends in the 
exposure of nonsmokers in the U.S. population to secondhand smoke: 1988-2002. 
Environ Health Perspect, 114(6), 853-858.  

Puig, C., Garcia-Algar, O., Monleon, T., Pacifici, R., Zuccaro, P., Sunyer, J., . . . Vall, O. (2008). A 
longitudinal study of environmental tobacco smoke exposure in children: parental 



 17 

self reports versus age dependent biomarkers. [Research Support, Non-U.S. Gov't]. 
BMC public health, 8, 47. doi: 10.1186/1471-2458-8-47 

Regalado, M., & Halfon, N. (2001). Primary care services promoting optimal child 
development from birth to age 3 years: review of the literature. [Research Support, 
Non-U.S. Gov't Review]. Archives of pediatrics & adolescent medicine, 155(12), 1311-
1322.  

Rosen, L. J., Noach, M. B., Winickoff, J. P., & Hovell, M. F. (2012). Parental smoking cessation 
to protect young children: a systematic review and meta-analysis. [Meta-Analysis 
Research Support, Non-U.S. Gov't Review]. Pediatrics, 129(1), 141-152. doi: 
10.1542/peds.2010-3209 

Sexton, K., Adgate, J. L., Church, T. R., Hecht, S. S., Ramachandran, G., Greaves, I. A., . . . 
Geisser, M. S. (2004). Children's exposure to environmental tobacco smoke: using 
diverse exposure metrics to document ethnic/racial differences. [Research Support, 
Non-U.S. Gov't Research Support, U.S. Gov't, Non-P.H.S. Research Support, U.S. Gov't, 
P.H.S.]. Environ Health Perspect, 112(3), 392-397.  

Singh, G. K., Siahpush, M., & Kogan, M. D. (2010). Disparities in children's exposure to 
environmental tobacco smoke in the United States, 2007. Pediatrics, 126(1), 4-13. 
doi: 10.1542/peds.2009-2744 

Soliman, S., Pollack, H. A., & Warner, K. E. (2004). Decrease in the prevalence of 
environmental tobacco smoke exposure in the home during the 1990s in families 
with children. [Research Support, Non-U.S. Gov't]. American journal of public health, 
94(2), 314-320.  

Soni, A. (April 2009). The Five Most Costly Conditions Children's Conditions, 2006: Estimates 
for the U.S. Civilian Noninstitutionalized Children, Ages 0-17. Statistical Brief #242.  
Rockville, MD: Agency for Healthcare Research and Quality. 

Stoddard, J. J., & Gray, B. (1997). Maternal smoking and medical expenditures for childhood 
respiratory illness. American journal of public health, 87(2), 205-209.  

Tanski, S. E., Klein, J. D., Winickoff, J. P., Auinger, P., & Weitzman, M. (2003). Tobacco 
counseling at well-child and tobacco-influenced illness visits: opportunities for 
improvement. [Research Support, U.S. Gov't, P.H.S.]. Pediatrics, 111(2), E162-167.  

Thomas, C. R., & Holzer, C. E., 3rd. (2006). The continuing shortage of child and adolescent 
psychiatrists. Journal of the American Academy of Child and Adolescent Psychiatry, 
45(9), 1023-1031. doi: 10.1097/01.chi.0000225353.16831.5d 

Twardella, D., Bolte, G., Fromme, H., Wildner, M., & von Kries, R. (2010). Exposure to 
secondhand tobacco smoke and child behaviour - results from a cross-sectional 
study among preschool children in Bavaria. [Research Support, Non-U.S. Gov't]. Acta 
paediatrica, 99(1), 106-111. doi: 10.1111/j.1651-2227.2009.01522.x 

Wilens, T. E., Biederman, J., Brown, S., Monuteaux, M., Prince, J., & Spencer, T. J. (2002a). 
Patterns of psychopathology and dysfunction in clinically referred preschoolers. J 
Dev Behav Pediatr, 23(1 Suppl), S31-36.  

Wilens, T. E., Biederman, J., Brown, S., Monuteaux, M., Prince, J., & Spencer, T. J. (2002b). 
Patterns of psychopathology and dysfunction in clinically referred preschoolers. 
Journal of developmental and behavioral pediatrics : JDBP, 23(1 Suppl), S31-36.  

Wilson, S. E., Kahn, R. S., Khoury, J., & Lanphear, B. P. (2005). Racial differences in exposure 
to environmental tobacco smoke among children. [Clinical Trial Comparative Study 



 18 

Randomized Controlled Trial Research Support, N.I.H., Extramural Research Support, U.S. 
Gov't, P.H.S.]. Environ Health Perspect, 113(3), 362-367.  

Winickoff, J. P., McMillen, R. C., Carroll, B. C., Klein, J. D., Rigotti, N. A., Tanski, S. E., & 
Weitzman, M. (2003). Addressing parental smoking in pediatrics and family 
practice: a national survey of parents. [Research Support, Non-U.S. Gov't Research 
Support, U.S. Gov't, P.H.S.]. Pediatrics, 112(5), 1146-1151.  

Wolraich, M., Brown, L., Brown, R. T., DuPaul, G., Earls, M., Feldman, H. M., . . . Visser, S. 
(2011). ADHD: clinical practice guideline for the diagnosis, evaluation, and 
treatment of attention-deficit/hyperactivity disorder in children and adolescents. 
[Research Support, Non-U.S. Gov't Review]. Pediatrics, 128(5), 1007-1022. doi: 
10.1542/peds.2011-2654 

Yawn, B. P., Pace, W., Wollan, P. C., Bertram, S., Kurland, M., Graham, D., & Dietrich, A. 
(2009). Concordance of Edinburgh Postnatal Depression Scale (EPDS) and Patient 
Health Questionnaire (PHQ-9) to assess increased risk of depression among 
postpartum women. [Research Support, U.S. Gov't, P.H.S.]. Journal of the American 
Board of Family Medicine : JABFM, 22(5), 483-491. doi: 
10.3122/jabfm.2009.05.080155 

Yeager, D. S., & Krosnick, J. A. (2010). The validity of self-reported nicotine product use in 
the 2001-2008 National Health and Nutrition Examination Survey. [Validation 
Studies]. Medical care, 48(12), 1128-1132. doi: 10.1097/MLR.0b013e3181ef9948 

Yolton, K., Dietrich, K., Auinger, P., Lanphear, B. P., & Hornung, R. (2005). Exposure to 
environmental tobacco smoke and cognitive abilities among U.S. children and 
adolescents. Environmental health perspectives, 113(1), 98-103.  

Yoshimasu, K., Kiyohara, C., Minami, T., Yoshikawa, N., Kihira, S., Toyonaga, K., . . . Miyashita, 
K. (2009). Maternal smoking during pregnancy and offspring attention-
deficit/hyperactivity disorder: a case-control study in Japan. [Research Support, 
Non-U.S. Gov't]. Atten Defic Hyperact Disord, 1(2), 223-231. doi: 10.1007/s12402-
009-0015-1 

Zapka, J. G., Fletcher, K., Pbert, L., Druker, S. K., Ockene, J. K., & Chen, L. (1999). The 
perceptions and practices of pediatricians: tobacco intervention. [Research Support, 
Non-U.S. Gov't Research Support, U.S. Gov't, P.H.S.]. Pediatrics, 103(5), e65.  

 
 



Table 1. Sample characteristics (n=2,441) 

 

Variable 

 

N  

 

% 

Socio-demographics  

Male Gender 1270 52 

Race/Ethnicity 

     White 

     Black 

     Hispanic/Latino 

     Other 

 

256 

994 

1106 

85 

 

10.5 

40.7 

45.3 

3.5 

Insurance Type 

     Commercial/Private 

     Medicaid/Public 

     Self-Pay/Special Payer 

 

95 

2186 

142 

 

3.9 

90.2 

5.9 

Report of any secondhand smoke exposure  669 27.4 

Report of any exposure to parental depressive 

symptoms  

769 31.5 

ICD-9 diagnoses between 3 and 6 years of age  

Attention-deficit hyperactivity disorder 80 3.3 

Disruptive behavior disorder 209 8.6 

Anxiety 17 0.7 

Depression 9 0.4 



Sleep Problems 7 0.3 

Adjustment Disorder 41 1.7 

Psychotropic Treatment   

Any Psychotropic Treatment  47 1.9 

ICD-9= International Classification of Diseases, Ninth Edition 

* Totals vary due to missing data 

 



Table 2.  Association between SHS exposure and behavioral conditions among 

preschoolers*  

Characteristic AOR 95% CI 

Attention deficit-hyperactivity disorder 1.9 1.2-3.1 

Disruptive behavior disorder 1.6 1.1-2.1 

Anxiety 1.5 0.6-4.2 

Depression 2.0 0.6-6.8 

Sleep Problems 3.4 0.8-14.8 

Adjustment Disorder 1.5 0.8-2.8 

*Multivariable logistic regression with robust estimates, adjusted for gender, 

race/ethnicity, insurance type and parental depressive symptoms.  

SHS: secondhand smoke; AOR: adjusted odds ratio; CI: confidence interval. 

Variables that achieved statistical significance are bolded 

 
 
 



 
Figure 1. Sample pre-screener form with secondhand smoke and parental depressive 
symptom exposure surveillance items 



  

Figure 2.  Sample physician worksheet with reminders to assess exposure to 
parental depressive symptoms and secondhand smoke  


	JPedsNurs-title page-IU
	Secondhand smoke exposure, parental depressive symptoms and preschool behavioral outcomes
	Short Title: Secondhand smoke, depression and preschool behavior
	Authors:
	Nerissa S. Bauer, MD, MPHP1,2
	Vibha Anand, PhDP3
	Aaron E. Carroll, MD, MSP1,2P
	Stephen M. Downs, MD, MSP1,2
	Corresponding Author:
	Nerissa S. Bauer, MD, MPH
	Email: 30TUnsbauer@iu.eduU30T; Office: 317-278-0552; Fax: 317-278-0456
	Key Words: child, preschool; mental health; primary health care; screening; secondhand smoke
	Acknowledgements:  The authors would like to thank the Child Health Informatics Research and Development Lab (CHIRDL) with the Child Health Improvement through Computer Automation (CHICA) system and to Marc Rosenman, MD with IU School of Medicine Depa...
	Financial Disclosure for all authors: none
	Conflict of Interest for all authors: none
	Abbreviations: Secondhand smoke (SHS); Child Health Improvement through Computer Automation (CHICA); Pre-screener form (PSF); Adjusted Odds Ratio (AOR); Confidence Interval (CI), Attention deficit-hyperactivity disorder (ADHD)

	JPedsNursing-manuscript-R3 
	ABSTRACT
	INTRODUCTION
	Study Design
	Data Sources
	RESULTS
	A total of 2,441 children were included in the study and their socio-demographics are reported in Table 1.  The sample was 52% male, and a large proportion was Black (40.7%) or Hispanic/Latino (45.3%), followed by White (10.5%).  The majority of the ...
	Race/ethnicity was significantly associated with SHS exposure.  A majority of the children whose parents reported SHS exposure were Black (57%), followed by Hispanic/Latino (21%) and White (20%) parents reported the lowest rate of SHS exposure.  A maj...
	The prevalence of behavioral conditions among preschoolers aged 3 to 6 years varied by diagnosis, with ADHD (3.3%) and disruptive behavior disorder (8.6%) being the most common as is shown in Table 1.  Among our sample, 1.9% of preschoolers had ever b...
	Multivariable logistic regression analysis revealed significant associations between SHS and ADHD (AOR 1.9; 95% CI: 1.2-3.1) and DBD (AOR 1.6: 95% CI: 1.1-2.1) after adjusting for child’s gender, race/ethnicity, insurance category and parental depres...
	DISCUSSION
	CONCLUSION
	Understanding what modifiable risk factors are associated with pediatric behavioral outcomes can help prioritize screening by pediatric healthcare providers so that efforts can be aimed at prevention or as these conditions are emerging.  Given the ne...
	REFERENCES

	Table 1-sample characteristics R
	Table 2. Regression -R
	Figure 1-PSF
	Figure 2- PWS

