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Abstract: Children who live with smokers are at risk of poor health, and of becoming smokers
themselves. Misperceptions of the nature of tobacco smoke exposure have been demonstrated among
parents, resulting in continued smoking in their children’s environment. This study aimed to change
parents’ perceptions of exposure by providing information on second- and third-hand exposure
and personalised information on children’s exposure [NIH registry (NCT02867241)]. One hundred
and fifty-nine families with a child < 8 years and at least one smoking parent were randomized
into intervention (69), control (70), and enhanced control (20) groups. Reported exposure, parental
smoking details, and a child hair sample were obtained at the start of the study and 6–8 months
later. Parental perceptions of exposure (PPE) were assessed via a questionnaire. The intervention
consisted of motivational interviews, feedback of home air quality and child’s hair nicotine level,
and information brochures. PPE were significantly higher at the study end (94.6 ± 17.6) compared to
study beginning (86.5 ± 19.3) in intervention and enhanced control groups (t(72) = −3.950; p < 0.001).
PPE at study end were significantly higher in the intervention group compared to the regular
control group (p = 0.020). There was no significant interaction between time and group. Parallel
changes in parental smoking behaviour were found. Parental perceptions of exposure were increased
significantly post intervention, indicating that they can be altered. By making parents more aware
of exposure and the circumstances in which it occurs, we can help parents change their smoking
behaviour and better protect their children.

Keywords: tobacco smoke exposure; children; RCT; parental smoking; secondhand smoke;
intervention; motivational interviewing; perceptions

1. Introduction

Exposure to tobacco smoke causes a litany of health consequences with small children being
particularly susceptible due to their small size and frequent contact with surfaces and caretakers.
Consistent evidence has linked second-hand smoke in children with chronic ear infections, respiratory
infections, sudden infant death syndrome, and impaired lung and heart function [1,2]. Since an
estimated 40% of children worldwide are exposed to tobacco smoke on a regular basis [3], mostly due
to living with smokers, the resulting health burden is significant. Children of smoking parents are
further at higher risk of becoming smokers themselves [4].
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Many parents smoke in or around the home, or in their child’s presence, without being aware of
exposure occurring, often considering their protective behaviours to be sufficient to prevent exposure
occurring [5]. Partial home bans are sometimes used by parents in an attempt to protect children,
for example restricting smoking to certain areas, or refraining from smoking when children are present;
however, this is often insufficient to prevent exposure from occurring [6–8].

Several interventions have attempted to reduce children’s exposure using various methods
to provide information to parents, including motivational interviewing, self-help materials [9,10],
face-to-face or telephone counselling [11,12], and biomarker feedback [11]; and in different settings,
including the home [9,10] and healthcare centres [11–13]. Previous interventions also targeted different
age groups, for example babies [12], children aged up to age 4 [9,14], up to age 12 [10,11], or up to
17 years old [15,16]. Reviews of such interventions have showed mixed effects, with little benefit to
intervention participants in some cases, often due to concurrent changes in intervention and control
groups [17,18].

Qualitative research with smoking parents demonstrated variance in awareness and perceptions
of children’s exposure to tobacco smoke, and indicated that sensory and physical factors may influence
parents’ perceptions of exposure [5]. Parental misconceptions about children’s exposure to smoke may
therefore be a potential risk factor for parents smoking in the presence of children. A questionnaire was
developed and validated to quantify Parental Perceptions of Exposure, rating exposure via pictures
and vignettes: smokers rated lower exposure than non-smokers, indicating that they were less aware
of exposure [19]. Higher perceptions of exposure were also found to be associated with less parental
smoking around children [20].

We therefore designed an intervention with smoking parents that would specifically target parental
perceptions of exposure (PPE). The current study aimed to change parental perceptions of exposure via
a home-based intervention with smoking parents of young children, who spend the most time at home
and in proximity to their parents. The purpose of the study was to assess the effect of the intervention on
PPE and smoking behaviour among smoking parents enrolled in a randomised controlled trial (RCT).

2. Materials and Methods

Ethical approval was received from the Assaf Harofeh Hospital Helsinki committee and from
Tel Aviv University Ethics’ committee. The trial was registered with the NIH clinical trials registry
(NCT02867241). Participants provided informed consent both for their own and for their child’s
participation in the study.

Recruitment: Families were recruited initially through Naamat daycare centres and subsequently
via parent groups on social media (Facebook) in Israel, as well as via snowball sampling procedures.

Inclusion criteria were families with one or two smoking parent(s), who smoke(s) at least
10 cigarettes per week, a child up to age 8, willingness to provide 2 hair samples and child’s hair
length of at least 3 cm, availability for the next 6 months for follow-up, living in the study area. Each
family received a gift voucher worth around $65 at the end of the study. Reasons for non-participation
included having a child of the wrong age, having recently quit smoking, unwillingness to cut the
child’s hair, smoking only nargila (water pipe) or smoking less than 10 cigarettes per week, and living
in areas too far away for home visits.

Design: The study’s protocol is outlined in Figure 1. The intervention lasted six months.
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completed the final PPE questionnaire and provided reported exposure data. 
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Figure 1. Study protocol by group.

Participants in the intervention group received a total of 4 home visits, 2 brochures with information
on tobacco smoke exposure (developed and produced in-house) of which one was specifically designed
to challenge misconceptions surrounding children’s exposure, 2 motivational interviews (during home
visits), the option to conduct a home air test using a Sidepak or Dylos machine, feedback of their
children’s hair nicotine result at the third meeting, and access to the study Facebook group where
relevant material was posted. The motivational interviews culminated in setting a realistic goal for
change to reduce children’s exposure. Parents completed the PPE questionnaire at the study beginning
and end, and provided reported exposure data at each meeting.

The enhanced control group was included to evaluate the “mere measurement effect”, the effect of
asking questions about a behaviour on its performance [21], without further intervention. Participants
in this group received a total of two home visits. In the first visit, they were asked to complete the
PPE questionnaire. At the second and last visit, they received their children’s hair nicotine result,
two brochures with information on tobacco smoke exposure, and concurrently completed the final
PPE questionnaire and provided reported exposure data.

Participants in the regular control group received the same protocol as the enhanced control
group, except that they did not complete the PPE at baseline.

All final visits took place approximately 6–8 months after the first visit.
Measurement: Study data were obtained at home visits made by trained interviewers.
PPE: Parental perceptions of exposure were assessed by questionnaire that parents completed

online. The PPE questionnaire consists of 23 items: 8 photographs and 9 text vignettes, describing
adults smoking around children in various circumstances, including in the home, car, and outdoors, or
specified amounts of time after smoking in the home and car. The full questionnaire can be found in
Figure S1. Participants are asked: “to what extent is the described child exposed to tobacco smoke (to
what extent does the smoke reach him/her)?” on a scale of 1 to 7 for each item. Items are summed to give
a total score, and divided by the number of items to give a mean score. Higher scores denote a broader
definition of exposure and rating children as more exposed in hypothetical situations where tobacco
smoke is present. Six further questions relate to perceived knowledge and were summed to give a
perceived knowledge score. See [19] for more details on contents, development, and validation of the
PPE. PPE change scores (T2–T1) were computed among participants who filled out the questionnaire
twice, at the beginning and end of the study.

Reported exposure was assessed by interview with parents, the interviewer completing a
questionnaire. This included parental smoking status, number of cigarettes smoked per day,
home smoking location, frequency of smoking around the child at home and away from the home,
intent to quit and general health questions. Parents also provided socio-demographic data. At the final
visit, parents were asked if they believed the child’s exposure level had changed over the last six months,
and if so, to give the reason (open question). These reasons were then classified into the following
categories of behavioural change: quit smoking (one or both parents)/reduced smoking/implemented
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a home or car smoking ban/smoke less around children/close balcony door when smoking/greater
awareness of exposure.

Biofeedback of children’s exposure was assessed via hair nicotine—a hair sample was obtained
from one child in each family at study beginning and end (both samples from the same child).
All families provided a hair sample at the study beginning. Hair analysis was conducted by the Johns
Hopkins University secondhand smoke exposure lab, which used gas chromatography with mass
spectrometer detection (GC/MS), and provided nicotine values in ng/mg and whether the sample was
above or below the limit of detection (LOD). In the current study, hair nicotine was used purely for
feedback to parents.

Statistics: Normality was assessed and PPE scores were close to normal distribution. Paired
t tests were used to determine whether there was a significant change in PPE between the study
beginning and end in the Intervention and Enhanced control groups. Independent t tests were used to
determine differences between PPE at the study end between intervention and regular control groups;
and two-way ANOVA was used to compare intervention and enhanced control groups at the study
end controlling for baseline. The relationship between perceived knowledge at baseline and change in
PPE at study end was assessed by Pearson correlation. Analyses were conducted in SPSS version 25.

Programme adherence: 100% of intervention families received the first motivational interview
(at home); 98% of intervention families received the second motivational interview; 70% of intervention
families had home air quality testing. The study was completed by 97% of families (68/69 in the
intervention group; 67/70 in the control group; 18/20 in the enhanced control group); PPE at study end
was available for 91% of the families.

3. Results

Three hundred and ninety-two families expressed initial interest in the study, of which we
were able to contact 357; of these, 80 were unsuitable based on inclusion criteria, and a further 117
declined to participate. One family was randomized in error and subsequently withdrew, leaving a
total of 159 families who participated in the RCT, and were randomized into 3 groups. Participants’
characteristics are presented in Table 1. Sixty-two percent of the mothers and 87% of the fathers were
smokers. The groups did not differ in their baseline demographic characteristics.

Table 1. Sample description—baseline.

Total (n = 159) Intervention (n = 69) Enhanced
Control (n = 20)

Regular
Control (n = 70)

F Value
ANOVA (df) p Value

Child age
(months)

Mean (SD)
37.46 (23.01) 40.68 (22.98) 39.15 (23.18) 33.80 (22.80) 1.742 (2155) 0.179

Parental
cigarettes/day

Mean (SD)
15.02 (9.59) 14.56 (10.01) 16.75 (8.13) 14.97 (9.62) 0.403 (2156) 0.669

Total
(n = 159)

Intervention
(n = 69)

Enhanced
control (n = 20)

Regular control
(n = 70) Chi square p Value

Child gender Female 82 (51.6%) 40 (58.0%) 12 (60.0%) 30 (42.9%) 3.829 0.147

Mother’s
education

No academic
degree 50 (30.8%) 26 (38.0%) 6 (30.0%) 18 (26.1%)

2.205 0.332
Academic

degree
106

(67.9%) 42 (61.8%) 14 (70.0%) 50 (73.5%)

Father’s
education

No academic
degree 82 (51.9%) 38 (56.0%) 11 (55.0%) 32 (45.7%)

0.876 0.645
Academic

degree 69 (43.9%) 28 (41.8%) 8 (40.0%) 33 (47.1%)

Socioeconomic
status

(self-reported
family income)

Above
average 68 (43.0%) 32 (47.1%) 7 (35.0%) 29 (41.4%)

7.311 0.293Average 49 (31.0%) 20 (29.4%) 5 (25.0%) 24 (34.3%)

Below average 36 (22.8%) 12 (17.6%) 7 (35.0%) 17 (24.3%)



Int. J. Environ. Res. Public Health 2020, 17, 3349 5 of 10

3.1. Parental Perceptions of Exposure (PPE)

Paired t tests showed that PPE scores were significantly higher at study end (T2) compared to
the study beginning (T1) in both the intervention and enhanced control groups who completed the
questionnaire twice (Table 2). Mean PPE change from study beginning to end was not significantly
different between the two groups (independent t test p = 0.2).

Table 2. Mean Parental Perceptions of Exposure at T1 (study beginning) and T2 (study end) by
study groups.

PPE at T1 PPE at T2 Mean PPE
Change

Paired t Test
(df) p Value

Intervention
(n = 69)

88.13 ± 18.35
(n = 67)

94.76 ± 17.55
(n = 62)

7.02 (17.81)
(n = 61) −3.077 (60) 0.003

Enhanced Control
(n = 20)

84.40 ± 21.39
(n = 15)

89.44 ± 18.98
(n = 16)

13.58 (15.42)
(n = 12) −3.052 (11) 0.011

Regular control
(n = 70) - 87.00 ± 19.52

(n = 66) - -

Total with repeated
PPE measures

(n = 73)
86.51 ± 19.34 94.60 ± 17.60 8.10 (17.51) −3.950 (72) <0.001

Independent t-test comparing the intervention and regular control groups at study end showed
the intervention group had significantly higher PPE at study end (F = 2.234, p = 0.020) (Figure 2). There
was not a significant difference at study end between intervention and enhanced control groups.
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Figure 2. PPE over time across study groups. * denominates significant difference (p < 0.05) between
T1 and T2. ** denominates significant difference (p < 0.05) between intervention and regular control at
T2. Error bars show standard deviation.

Two-way ANOVA examining the effect of group and time in the intervention and enhanced
control groups showed a significant effect of time (F = 20.99, p < 0.001) but no significant effect of group
(F = 0.098, p = 0.755) and no significant interaction between time and group (F = 0.201; p = 0.655).
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Those who rated lower perceived knowledge at baseline showed greater increase in PPE at study
end (r = −0.326, p = 0.008).

3.2. Behavioural Outcomes

Changes in parental smoking behaviour were reported by the study end, with several parents
reporting having quit smoking completely, or stopped smoking in the home, or reported smoking
less around their children and making more effort to take protective measures (Table 3). Significantly
more intervention families (39%) reported some positive change compared to control families (17%
regular control, 10% enhanced control) (p = 0.003). Families (in the intervention and enhanced control
groups) who made any positive behavioural change showed a greater change in PPE score (n = 24;
mean = 11.3; SD = 15.8) than those who did not make a change (n = 49; mean = 6.5; SD = 18.2), though
this difference was not statistically significant (t = 1.09; p = 0.28).

Table 3. Change in behavioural outcomes by study end N (% of families in which the change
was reported).

Intervention Control Enhanced Control

Home smoking ban 4 (5.8%) 1 (1.4%) 0
Car smoking ban 1 (1.4%) 0 0

Quit smoking 9 (13.0%) 5 (7.1%) 0
Reduced smoking 2 (2.9%) 5 (7.1%) 1 (5.0%)

Smoke less around children/close balcony
door when smoking 11 (15.9%) 1 (1.4%) 1 (5.0%)

Any positive change 39.1% 17.1% 10.0%

4. Discussion

A randomized controlled trial of an intervention with smoking parents showed that parental
perceptions of exposure increased significantly from the start to end of the trial in both intervention
and enhanced control groups, and were significantly higher at study end in the intervention group
compared to the regular control group.

These findings indicate that parents’ perceptions of exposure are changeable, an optimistic
discovery considering the link between parents’ perceptions of exposure and their smoking behaviours
in their children’s environment [11,12]. This concurs with the increasing recognition that interventions
which aim to change inaccurate or unhelpful perceptions are important practices for health
promotion [22]. The intervention used in our study to modify parents’ perceptions of exposure
combined targeted information to challenge common misperceptions about exposure to tobacco
smoke, and personal feedback of household air quality and of a biomarker of children’s exposure.
This combination of methods was designed to make parents aware of exposure, where they may
have been previously unaware. The use of pictures (provided in both the PPE questionnaire and
the brochure) may be especially helpful in providing parents with information about the nature of
exposure and the circumstances in which it occurs.

Interestingly, the enhanced control group, who completed the PPE questionnaire at the beginning
of the study without receiving the intervention, also showed significant increases in perceptions of
exposure at follow-up. Moreover, comparing the intervention and the enhanced control groups showed
that their changes in exposure perceptions did not differ significantly. Both groups completed the
PPE questionnaire at the beginning of the study and subsequently showed increases in perceptions of
exposure. The ‘mere measurement’ effect is commonly regarded as an artifact, threatening the validity
of assessments of intervention effectiveness [23]. Unlike this study which targeted perceptions, most of
the literature on the ‘mere measurement’ effect deals with question–behavior effects (QBE), how simply
answering questions about a specific behaviour may change that behaviour. Findings indicate small
effect sizes of QBE with considerable heterogeneity between studies [24]. However, other studies,
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focusing on cognitions (perceptions, beliefs, attitudes), have shown that using questionnaires can
result in participants forming beliefs about topics to which they have previously devoted little thought,
possibly by increasing the salience or accessibility of beliefs about specific aspects of performing a
health behaviour [25–28]. Correspondingly, some participants in our study commented that completing
the questionnaire made them think about where they smoke and about their children’s exposure. While
tempting to suggest that filling out the PPE be considered as an intervention in itself (much simpler
and cheaper than the extended intervention), one must be cautious. This study was not designed to
test the mere effects of filling out the questionnaire, and the sample size of the enhanced control group
was not powered accordingly. However, the findings call for further investigation of the effects of
using the PPE measure per se as an intervention.

Parallel to changes in parental perceptions of exposure, changes in parentally reported smoking
behaviour were also seen, with significantly more intervention families (39% compared to 10–17%
of control families) reporting any behavioural change to reduce children’s exposure to smoke.
This compares with other interventions with smoking parents. For example, Abdullah [29] reported
that 15% quit in the intervention group compared to 7% in the control group with telephone counselling;
while others found no significant benefit to the intervention group, e.g. Eriksen [30] who provided
counselling and information brochures to parents. These studies did not, however, look at perceptions.
Other interventions that have aimed to change perceptions—such as illness perceptions in patients
following myocardial infarction [31] and in those suffering lower back pain [32]—reported changes in
illness perceptions and parallel positive changes in recovery outcomes. In the case of illness perceptions,
actions taken to reduce health risks were proposed to be guided by the individual’s subjective or
common-sense constructions of the health threat [33]. With regards to exposure perceptions, which
have not been explicitly targeted by previous interventions, smoking behaviour around children is
proposed to be influenced by parents’ subjective constructions regarding exposure.

Finally, those who rated lower perceived knowledge at baseline also showed greater increase in
PPE at the study end, perhaps indicating that awareness of lack of knowledge on the subject increases
willingness to accept new information about exposure. These findings suggest that smoking parents
with low perceived exposure (those who are less inclined to perceive exposure as occurring) and/or
low perceived knowledge on the topic are the most appropriate target for an intervention focusing on
children’s exposure to smoke.

There were some limitations to the study design, including potential selection bias since participants
volunteered, limiting the sample to those who were willing to take part in the research, potentially
those who are healthier or more affluent, although participants were compensated for their time [34].
Participants may also have been more concerned about exposure or have a greater desire to test their
child’s exposure compared to non-participants. The sample was largely secular and of average or above
average SES, with low representation of religious and low SES populations, although participants were
recruited from different geographic locations around the country in an attempt to increase diversity.
Very young children were excluded if they did not have enough hair for a sample. Recruitment was
limited geographically due to logistical restraints.

It should be noted that behavioural outcomes were self-reported, and quitting smoking was not
biochemically verified. These results could have been influenced by social desirability bias or a desire
to please the interviewer. Furthermore, it is important to note that the enhanced control group had only
20 participants, of which only 12 had complete data at both time-points, compared to 61 participants
with complete data in the intervention group, potentially limiting the power to detect a significant
effect. Since PPE was not measured in the regular control group at baseline, we could not assess change
in perceptions in this group.

We cannot isolate which element of the intervention had an effect on PPE—the motivational
interviews including making a written plan of action, the brochures, the hair feedback, or simply trial
participation. However, since there were increases in both intervention and enhanced control groups,
we can assume that the elements common to both groups—trial participation including providing a
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hair sample and completion of the PPE questionnaire—were important in contributing to changing
perceptions of exposure.

5. Conclusions

This study, using a specially designed intervention including interviews, written materials,
and biomarker feedback, was the first to explicitly target parental perceptions of exposure.
The intervention attempted to demonstrate children’s smoke exposure to parents in smoking households.
By the end of the study, exposure perception scores had increased in both intervention and enhanced
control groups. The potential of mere measurement effects on consequent changes in perceptions and
behaviours, while promising, deserve further investigation. Parental smoking behaviour also changed
by study end, with a higher percentage of intervention families reporting some positive change in
parental smoking behaviour. By making parents more aware of exposure and the circumstances in
which it occurs, we can help to protect children from the dangers of tobacco smoke.

Supplementary Materials: The following are available online at http://www.mdpi.com/1660-4601/17/10/3349/s1,
File S1: The PPE Questionnaire.

Author Contributions: Conceptualization, V.M., S.S. and L.J.R.; Data curation, V.M.; Formal analysis, V.M. and
D.M.Z.; Funding acquisition, L.J.R.; Methodology, V.M., L.J.R and S.S.; Project administration, V.M. and L.J.R.;
Supervision, S.S., D.M.Z. and L.J.R.; Writing—original draft, V.M.; Writing—review & editing, S.S., D.M.Z. and
L.J.R. All authors have read and agreed to the published version of the manuscript.

Funding: This work was supported by FAMRI Flight Attendants Medical Research Institute (grant 072086_YCSA)
and Sackler Faculty of Medicine, Tel Aviv University (student stipend).

Acknowledgments: The authors thank the participating families; interviewers Nili Brown, Yael Zur,
Tal Aperman-Itzhak, Noa Theitler, Liv Freitag, Amir Elizur, Shira Rosenblatt, Anat Yom-Tov, and Ruth Krispin;
the Johns Hopkins University secondhand smoke exposure lab, the Assaf Harofeh Helsinki committee, and the
Flight Attendants’ Medical Research Institute for funding the study.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the
study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to
publish the results.

References

1. Department of Health and Human Services. The Health Consequences of Involuntary Exposure to Tobacco Smoke:
A Report of the Surgeon General; Centers for Disease Control and Prevention Office on Smoking and Health:
Atlanta, GA, USA, 2006.

2. Raghuveer, G.; White, D.A.; Hayman, L.L.; Woo, J.G.; Villafane, J.; Celermajer, D.; Ward, K.D.; de Ferranti, S.D.;
Zachariah, J. Cardiovascular Consequences of Childhood Secondhand Tobacco Smoke Exposure: Prevailing
Evidence, Burden, and Racial and Socioeconomic Disparities A Scientific Statement From the American
Heart Association. Circulation 2016, 134, e336–e359. [CrossRef] [PubMed]

3. Oberg, M.; Jaakkola, M.S.; Woodward, A.; Peruga, A.; Pruss-Ustun, A. Worldwide burden of disease from
exposure to second-hand smoke: A retrospective analysis of data from 192 countries. Lancet 2011, 377,
139–146. [CrossRef]

4. Leonardi-Bee, J.; Jere, M.L.; Britton, J. Exposure to parental and sibling smoking and the risk of smoking
uptake in childhood and adolescence: A systematic review and meta-analysis. Thorax 2011, 66, 847–855.
[CrossRef] [PubMed]

5. Rosen, L.J.; Lev, E.; Guttman, N.; Tillinger, E.; Rosenblat, S.; Zucker, D.M.; Myers, V. Parental perceptions
and misconceptions of child tobacco smoke exposure. Nicotine Tob. Res. 2018, 20, 1369–1377. [CrossRef]
[PubMed]

6. Kegler, M.C.; Haardörfer, R.; Bundy, L.T.; Escoffery, C.; Berg, C.J.; Fernandez, M.; Williams, R.; Hovell, M. Do
partial home smoking bans signal progress toward a smoke-free home? Health Educ. Res. 2016, 31, 24–35.
[CrossRef]

7. Johansson, A.K.; Hermansson, G.; Ludvigsson, J. How Should Parents Protect Their Children From
Environmental Tobacco-Smoke Exposure in the Home? Pediatrics 2004, 113, e291–e295. [CrossRef]

http://www.mdpi.com/1660-4601/17/10/3349/s1
http://dx.doi.org/10.1161/CIR.0000000000000443
http://www.ncbi.nlm.nih.gov/pubmed/27619923
http://dx.doi.org/10.1016/S0140-6736(10)61388-8
http://dx.doi.org/10.1136/thx.2010.153379
http://www.ncbi.nlm.nih.gov/pubmed/21325144
http://dx.doi.org/10.1093/ntr/ntx169
http://www.ncbi.nlm.nih.gov/pubmed/29059387
http://dx.doi.org/10.1093/her/cyv066
http://dx.doi.org/10.1542/peds.113.4.e291


Int. J. Environ. Res. Public Health 2020, 17, 3349 9 of 10

8. Spencer, N.; Blackburn, C.; Bonas, S.; Coe, C.; Dolan, A. Parent reported home smoking bans and toddler
(18–30 month) smoke exposure: A cross-sectional survey. Arch. Dis. Child. 2005, 90, 670–674. [CrossRef]

9. Hovell, M.; Zakarian, J.; Matt, G.E.; Liles, S.; Jones, J.A.; Hofstetter, C.R.; Larson, S.N.; Benowitz, N.L.
Counseling to reduce children’s secondhand smoke exposure and help parents quit smoking: A controlled
trial. Nicotine Tob. Res. 2009, 11, 1383–1394. [CrossRef]

10. Irvine, L.; Crombie, I.K.; Clark, R.A.; Slane, P.W.; Feyerabend, C.; Goodman, K.E.; Cater, J.I. Advising parents
of asthmatic children on passive smoking: Randomised controlled trial. Br. Med. J. 1999, 318, 1456–1459.
[CrossRef]

11. Wilson, S.R.; Farber, H.J.; Knowles, S.B.; Lavori, P.W. A randomized trial of parental behavioral counseling
and cotinine feedback for lowering environmental tobacco smoke exposure in children with asthma: Results
of the LET’S Manage Asthma trial. Chest 2011, 139, 581–590. [CrossRef]

12. Fossum, B.; Arborelius, E.; Bremberg, S. Evaluation of a counseling method for the prevention of child
exposure to tobacco smoke: An example of client-centered communication. Prev. Med. 2004, 38, 295–301.
[CrossRef] [PubMed]

13. Yilmaz, G.; Karacan, C.; Yoney, A.; Yilmaz, T. Brief intervention on maternal smoking: A randomized
controlled trial. Child Care Health Dev. 2006, 32, 73–79. [CrossRef]

14. Zakarian, J.M.; Hovell, M.F.; Sandweiss, R.D.; Hofstetter, C.R.; Matt, G.E.; Bernert, J.T.; Pirkle, J.;
Hammond, S.K. Behavioral counseling for reducing children’s ETS exposure: Implementation in community
clinics. Nicotine Tob. Res. 2004, 6, 1061–1074. [CrossRef] [PubMed]

15. McIntosh, N.A.; Clark, N.M.; Howatt, W.F. Reducing tobacco smoke in the environment of the child with
asthma: A cotinine-assisted, minimal-contact intervention. J. Asthma 1994, 31, 453–462. [CrossRef] [PubMed]

16. Hovell, M.F.; Meltzer, S.B.; Wahlgren, D.R.; Matt, G.E.; Hofstetter, C.R.; Jones, J.A.; Meltzer, E.O.; Bernert, J.T.;
Pirkle, J.L. Asthma management and environmental tobacco smoke exposure reduction in Latino children:
A controlled trial. Pediatrics 2002, 110, 946–956. [CrossRef]

17. Baxi, R.; Sharma, M.; Roseby, R.; Baxi, R.; Webster, P. Family and carer smoking control programmes
for reducing children’s exposure to environmental tobacco smoke. Cochrane Database Syst. Rev. 2014, 1,
CD001746. [CrossRef]

18. Rosen, L.J.; Myers, V.; Hovell, M.; Zucker, D.; Ben Noach, M. Meta-analysis of parental protection of children
from tobacco smoke exposure. Pediatrics 2014, 133, 698–714. [CrossRef]

19. Myers, V.; Shiloh, S.; Rosen, L.J. Parental perceptions of children’s exposure to tobacco smoke: Development
and validation of a new measure. BMC Public Health 2018, 18, 1031. [CrossRef]

20. Myers, V.; Zucker, D.; Rosen, L.J.; Shiloh, S. Parental perceptions of children’s exposure to tobacco smoke
and parental smoking behaviour. Int. J. Environ. Res. Public Health 2020, 17.

21. Godin, G.; Sheeran, P.; Conner, M.; Delage, G.; Germain, M.; Bélanger-Gravel, A.; Naccache, H. Which survey
questions change behavior? Randomized controlled trial of mere measurement interventions. Health Psychol.
2010, 29, 636–644. [CrossRef]

22. Petrie, K.J.; Weinman, J. Patients’ Perceptions of Their Illness: The Dynamo of Volition in Health Care. Curr.
Dir. Psychol. Sci. 2012, 21, 60–65. [CrossRef]

23. McCambridge, J. From question-behaviour effects in trials to the social psychology of research participation.
Psychol. Health 2015, 30, 72–84. [CrossRef]

24. Rodrigues, A.M.; O’Brien, L.; French, D.P.; Glidewell, L.; Sniehotta, F.F. The Question–Behavior Effect:
Genuine Effect or Spurious Phenomenon? A Systematic Review of Randomized Controlled Trials with
Meta-Analyses. Health Psychol. 2015, 34, 61–78. [CrossRef] [PubMed]

25. Chandon, P.; Morwitz, V.G.; Reinartz, W.J. Do Intentions Really Predict Behavior? Self-Generated Validity
Effects in Survey Research. J. Market. 2005, 69, 1–14. [CrossRef]

26. French, D.P.; Sutton, S. Reactivity of measurement in health psychology: How much of a problem is it? What
can be done about it? Br. J. Health Psychol. 2010, 15, 453–468. [CrossRef]

27. Morwitz, V.G.; Johnson, E.; Schmittlein, D. Does Measuring Intent Change Behavior? J. Consum. Res. 1993,
20, 46–61. [CrossRef]

28. Morwitz, V.G.; Fitzsimons, G.J. The Mere-Measurement Effect: Why Does Measuring Intentions Change
Actual Behavior? J. Consum. Psychol. 2004, 14, 64–74. [CrossRef]

29. Abdullah, A.S.; Mak, Y.W.; Loke, A.Y.; Lam, T.H. Smoking cessation intervention in parents of young children:
A randomised controlled trial. Addiction 2005, 100, 1731–1740. [CrossRef]

http://dx.doi.org/10.1136/adc.2004.054684
http://dx.doi.org/10.1093/ntr/ntp148
http://dx.doi.org/10.1136/bmj.318.7196.1456
http://dx.doi.org/10.1378/chest.10-0772
http://dx.doi.org/10.1016/j.ypmed.2003.10.008
http://www.ncbi.nlm.nih.gov/pubmed/14766111
http://dx.doi.org/10.1111/j.1365-2214.2006.00570.x
http://dx.doi.org/10.1080/1462220412331324820
http://www.ncbi.nlm.nih.gov/pubmed/15801580
http://dx.doi.org/10.3109/02770909409089487
http://www.ncbi.nlm.nih.gov/pubmed/7961322
http://dx.doi.org/10.1542/peds.110.5.946
http://dx.doi.org/10.1002/14651858.CD001746.pub3
http://dx.doi.org/10.1542/peds.2013-0958
http://dx.doi.org/10.1186/s12889-018-5928-1
http://dx.doi.org/10.1037/a0021131
http://dx.doi.org/10.1177/0963721411429456
http://dx.doi.org/10.1080/08870446.2014.953527
http://dx.doi.org/10.1037/hea0000104
http://www.ncbi.nlm.nih.gov/pubmed/25133835
http://dx.doi.org/10.1509/jmkg.69.2.1.60755
http://dx.doi.org/10.1348/135910710X492341
http://dx.doi.org/10.1086/209332
http://dx.doi.org/10.1086/20933210.1207/s15327663jcp1401&amp;2_8
http://dx.doi.org/10.1111/j.1360-0443.2005.01231.x


Int. J. Environ. Res. Public Health 2020, 17, 3349 10 of 10

30. Eriksen, W.; Sorum, K.; Bruusgaard, D. Effects of information on smoking behaviour in families with
preschool children. Acta Pediatr. 1996, 85, 209–212. [CrossRef]

31. Petrie, K.J.; Cameron, L.D.; Ellis, C.J.; Buick, D.; Weiman, J. Changing Illness Perceptions After Myocardial
Infarction: An Early Intervention Randomized Controlled Trial. Psychosom. Med. 2002, 64, 580–586.
[CrossRef]

32. Siemonsma, P.C.; Stuive, I.; Roorda, L.D.; Vollebregt, J.A.; Walker, M.F.; Lankhorst, G.J.; Lettinga, A.T.
Cognitive treatment of illness perceptions in patients with chronic low back pain: A randomized controlled
trial. Phys. Ther. 2013, 93, 435–448. [CrossRef] [PubMed]

33. Meyer, D.; Leventhal, H.; Gutmann, M. Common-sense models of illness: The example of hypertension.
Health Psychol. 1985, 4, 115–135. [CrossRef] [PubMed]

34. Conrad, P. Who comes to work-site wellness programs? A preliminary review. J. Occup. Med. 1987, 29,
317–320. [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1111/j.1651-2227.1996.tb13994.x
http://dx.doi.org/10.1097/00006842-200207000-00007
http://dx.doi.org/10.2522/ptj.20110150
http://www.ncbi.nlm.nih.gov/pubmed/23162040
http://dx.doi.org/10.1037/0278-6133.4.2.115
http://www.ncbi.nlm.nih.gov/pubmed/4018002
http://www.ncbi.nlm.nih.gov/pubmed/3585562
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Parental Perceptions of Exposure (PPE) 
	Behavioural Outcomes 

	Discussion 
	Conclusions 
	References

