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Abstract

Background: Involuntary exposure to secondhand smoke (SHSe) is an important cause of morbidity in children
who present to the pediatric emergency department (PED) and urgent care (UC). SHSe interventions delivered in
the PED and UC would benefit both the smoker and child, but there have been no large trials testing the efficacy
of such interventions. The Healthy Families program is the first randomized controlled trial to test whether a
screening, brief intervention, and referral to treatment (SBIRT) intervention delivered in the PED and UC will be
effective in decreasing SHSe in children and increasing cessation in smokers.

Methods/design: This trial uses a randomized, two-group design in which caregiver-smokers of children 0–17 years
old are recruited from the PED and UC. Eligible caregiver-smokers are randomized to either the: 1) SBIRT Condition
with face-to-face, tailored counseling that focuses on the child’s illness, the importance of reducing child SHSe,
caregiver smoking cessation, and the option to receive nicotine replacement therapy; or 2) Healthy Habits Control
Condition which includes face-to-face, tailored attention control “5–2–1-0” counseling that focuses on improving
the child’s health. Dyadic assessments are conducted in-person at baseline, and via email, phone, or in-person at 6-
weeks and 6-months. The primary outcomes are biochemically-verified, 7-day point prevalence and prolonged
smoking abstinence. Secondary outcomes are cigarettes smoked per week, 24 h quit attempts, and biochemically
validated child SHSe at each time point. The costs of this intervention will also be analyzed.

Discussion: This study will test an innovative, multilevel intervention designed to reduce child SHSe and increase
smoking cessation in caregivers. If effective and routinely used, this SBIRT model could reach at least one million
smokers a year in the U.S., resulting in significant reductions in caregivers’ tobacco use, SHSe-related pediatric
illness, and healthcare costs in this population of children.
(Continued on next page)
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Background
Involuntary exposure to secondhand smoke (SHSe) from
caregivers who smoke is an important cause of morbid-
ity and mortality in children [1]. Annual healthcare costs
associated with SHSe and adult smoking are over $170
billion and increasing [2, 3]. Our research has found that
among children who visit the emergency settings of the
Pediatric Emergency Department (PED) and Urgent Care
(UC), there is high prevalence of caregivers who smoke
(up to 48%) and children of these caregivers have high
levels of SHSe that may be equivalent to that of active
smokers [4, 5]. The majority of these smokers have
incomes at or below the poverty level, limited access to
cessation resources, and frequently use the PED as a
“safety net” for non-urgent, SHSe-related complaints such
as colds and ear infections [4, 6–9]. In 2010, 48.2% of the
23.7 million emergency department (ED) visits for
children were triaged in the non-urgent or semi-urgent
category and these rates were highest in those who were
uninsured or Medicaid recipients [10, 11]. These children
and their caregivers are at risk for a variety of tobacco-
related disparities including: increased tobacco use, re-
duced cessation rates and access to cessation resources,
and increased adult and pediatric tobacco/SHSe-related
morbidity [12–16]. Encouragingly, these caregivers are
motivated to quit and eager to receive smoking cessation
interventions in the emergency setting [8, 17–19].
Annually, more than three million PED visits involve

treatment of children with SHSe-related illnesses [11].
These visits provide a unique “teachable moment” in which
healthcare providers can leverage the caregiver’s desire to
quit and the child’s current SHSe-related illness [20–22].
Moreover, the emergency setting is an ideal venue for inter-
vention as the environment already entails long natural wait
times for non-acute care, during which we and others have
shown that even large, complex clinical trials can be
successfully conducted without disrupting clinical flow [5,
18, 23–25]. Although tobacco cessation research has been
conducted in the adult ED [26–28], large controlled trials
of interventions for adult caregivers in the pediatric
emergency setting have not been conducted. The delivery
of cessation interventions to adults in the pediatric emer-
gency setting would represent an evolution in the use of
this setting to improve the health of both caregivers and
their children. The results of such work would move the
field forward, as the provision of tobacco interventions for

the caregiver, who is not the patient, is quite different than
for an adult patient.
The Healthy Families project is the first randomized

controlled trial to test whether an innovative, multilevel
screening, brief intervention, and referral to treatment
(SBIRT) intervention delivered in the PED and UC will be
effective in decreasing SHSe in children and increasing
cessation in smokers compared to an attention control
condition (Healthy Habits Control, HHC). In addition, a
cost analysis will be conducted to assess the costs and cost
savings of this intervention.

Aims and hypotheses
Primary Aim 1: To evaluate the efficacy of the SBIRT
condition compared to the HHC attention control
condition on caregiver smoking.
Primary Aim 2: To evaluate the efficacy of the SBIRT
condition compared to the HHC condition on redu-
cing children’s SHSe.
Primary Aim 3: To explore mediators and moderators
of the SBIRT outcomes.
Hypotheses are:

1) Caregivers who receive the SBIRT will have higher
prolonged abstinence and point prevalence cessation
rates compared to caregivers in the HHC condition.

2) Children of SBIRT caregivers will have higher total
home/car smoking bans and lower home/car smoking
exposure compared to children of HHC caregivers.

3) The SBIRT intervention effect on prolonged
abstinence and point prevalence cessation rates will
be mediated by the caregiver’s perception of the risk
of smoking on their child’s health and the caregiver’s
motivation to quit over time. The intervention effect
will be moderated and attenuated by factors such as
household smokers and financial strain.

Secondary Aim 1: To conduct a cost-effectiveness ana-
lysis of the intervention from the organizational perspective,
including collecting data on costs incurred and cost savings
resulting from the intervention.

Methods/design
Overview of study design
This study is a RCT with 750 caregivers who smoke and
their children who are recruited during the child’s PED
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or UC visit. Participants are randomized to one of two
conditions: (1) SBIRT Condition with a face-to-face,
tailored counseling intervention that focuses on the
child’s illness and the importance of reducing child SHSe
by helping caregivers quit smoking and the option to
receive nicotine replacement therapy (NRT); or (2) HHC
Condition which includes a tailored, face-to-face atten-
tion control intervention that focuses on improving the
child’s health by encouraging the “Let’s Go! 5–2–1-0”
health practices to prevent youth obesity [29, 30].
The SBIRT condition will use components shown to be

effective in the outpatient setting but not yet tested in the
pediatric emergency setting. It will include: 1) an abbrevi-
ated form of the Clinical Practice Guideline: Treating To-
bacco Use and Dependence [31], 2) individualized, tailored,
motivational interviewing (MI), 3) written materials on
quitting smoking and SHSe, 4) immediate access to care-
givers’ choice of cessation resources (e.g., Tobacco Quitline
(QL), smokefree.gov, or smokefreeTXT), 5) a 6-week sup-
ply of NRT at baseline, 6) weekly booster messages for
12 weeks, and 7) a supplemental NRT supply at 6-weeks.
The HHC program has been previously developed and
used in the outpatient setting, and will be used as an atten-
tion control condition which will mirror the SBIRT condi-
tion in which caregivers will receive instruction on healthy
lifestyle choices [29, 30] to prevent childhood obesity.
Electronic self-report assessments are conducted in-

person at baseline (t0) and via email, phone, or in-person
during home visits at 6-weeks (t1) and 6-months follow-
up (t2). The primary outcomes for caregivers are self-
reported 7-day point prevalence and prolonged abstinence
from tobacco at t1 and t2, validated in all participants via
exhaled carbon monoxide. Secondary outcomes for care-
givers are reported: reduction in cigarettes smoked, 24 h
quit attempts, readiness to quit, and use of cessation re-
sources. Child outcomes are caregiver reports of total
home/car smoking bans and reductions in SHSe, validated
using salivary cotinine in all children at t1 and t2. The
schedule of enrollment, interventions, and assessments is
illustrated in Table 1. Participants are recruited over
48 months. Participants are allocated into either the
SBIRT or HHC, using a stratified randomization scheme,
after initial baseline assessment at t0. Our trial design
follows the SPIRIT checklist for standard protocol items
[32, 33] (see Table 1 and Additional file 1).

Participant inclusion/exclusion criteria
Adult participants are required to meet the following
criteria in order to be eligible for enrollment in the trial:

(1)Age 18 or older
(2)Parent or legal guardian of a child 0–17 years of age

who is presenting to the PED or UC with a: (a)
“non-urgent” or “urgent” triage category and (b)

potentially SHSe-related chief complaint (such as
wheezing, difficulty breathing, cough) as outlined by
the U.S. Surgeon General [1]

(3)Daily smoker
(4)English literate
(5)Have a permanent address and a working cell or

landline number

Exclusion criteria:

(1)Tobacco chewers only

Table 1 Schedule of enrollment, interventions, and assessments

Study Period

Enrollment Allocation Post-allocation

Time Point Baseline t0 Baseline t0 6 weeks t1 6 months t2

Enrollment

Eligibility Screen X

Informed
Consent/Assent

X

Allocation X

Interventions

Intervention
Group (SBIRT)

X

Control Group
(HHC)

X

Assessments

Sociodemographics X X

Stages of Change X

Nicotine
dependence,
motivation to
quit, quit
attempts

X X X

Child SHSe X X X

Covariates,
mediators,
moderators
of the
intervention

X X X

5–2–1-0 Behaviors X X X

Use of NRT and
cessation resources

X X

Child SHSe-related
healthcare visits

X X X

Self-reported
child SHSe

X X

Biochemically
validated
quitting
outcomes

X X

Biochemically
validated
SHSe outcomes

X X
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(2)In a tobacco cessation program or on pharmacologic
cessation medications

(3)Live more than 50 miles away
(4)Plan to move with no permanent address within

6 months of enrollment
(5)Child is an active smoker
(6)Child is tracheostomy dependent

Study procedures
Setting
Participants are recruited from the main PED and UC of
Cincinnati Children’s Hospital Medical Center (CCHMC).
CCHMC is a 673-bed, freestanding, academic, pediatric
medical center with more than 1.3 million patient encoun-
ters annually. The PED has over 90,000 annual visits and
the UC sites have over 73,000 annual visits.

Recruitment and study flow
Trained clinical research coordinators (CRC) screen con-
secutive parents/legal guardians of patients presenting to
the PED or UC using CCHMC’s electronic medical record
system, Epic. CRCs will identify caregivers by reviewing
Epic records of registered patients. The CRC will approach
potentially eligible caregivers to screen for eligibility. The
study will be explained to eligible caregivers and informed
consent will be obtained by the CRC; children over age 11
will provide assent. A secure database will be used during
enrollment times, which will include all patients
approached, their age, sex, race, chief complaint, enrollment
status, and reasons for non-enrollment (if applicable).

Randomization
An electronic stratified random block randomization
scheme will be compiled by the study biostatistician prior
to the start of the study, and will be used by the CRC to
allocate participants to each condition after participants
complete the baseline assessment, which includes stage of
readiness to quit smoking [34]. The biostatistician has a
SAS® program for creating the randomization scheme that
has been tested and used for other studies. Randomization
is stratified by sex of the primary caregiver and stage of
readiness to quit smoking where participants will be in
stages: 1) Pre-contemplation; 2) Contemplation 1 (i.e. not
planning to quit in the next 30 days and had a prior quit
attempt in the past year); 3) Contemplation 2 (i.e., plan-
ning to quit in the next 30 days and did not have a prior
quit attempt in the past year); or 4) Preparation [35–37];
thus there will be eight strata for randomization. As it is
anticipated that there will be fewer male caregivers, the
random block sizes used will be smaller than for the
females. The randomization scheme will be accessed by
the CRC by logging into a dedicated website within
Research Electronic Data Capture (REDCap) [38] and en-
tering the sex and readiness to quit stage; the study group

assignment and a study identification number will be
returned. Backup will be opaque envelopes, kept within
the PED with stratification and study identification num-
ber marked on the outside. The “envelope” randomization
information will be entered into the website by the CRC,
and the envelopes used will be retained. Participants are
informed of their study assignment at baseline upon
completion of randomization.

Treatment conditions
Screening, intervention, referral to treatment (SBIRT) condition
Theoretical Framework of the SBIRT Intervention
The SBIRT is based on three premises. 1) Because our prior
research demonstrates that over 50% of the caregivers who
smoke will be low income [7, 8, 18], the SBIRT must target
this population. Accordingly, the SBIRT is clear, brief, en-
gaging, and easy to understand. The content of the SBIRT
will be framed around perceived child and caregiver risk of
smoking and motivation to change as these have been
found to be very impactful in achieving cessation in this
population in other settings [39–42]. Moreover, follow-ups
are provided in the caregiver’s home and on a schedule that
considers the logistical challenges faced by our target popu-
lation. 2) Applying the SBIRT when the child is seen in a
medical setting provides a “teachable moment” to potenti-
ate a behavior change such as quitting. 3) Barriers and mo-
tivators to quitting are crucial proximal determinants of
continued tobacco use and these are targeted in the SBIRT.
The theoretical model guiding SBIRT is the social cognitive
theory [43–45]. This theory stipulates that beliefs, attitudes,
prior experiences, and contextual determinants drive and
maintain tobacco use and contribute to addiction. The the-
oretical foundation of the SBIRT is also informed by more
circumscribed but relevant perspectives, e.g., the precaution
adoption model [46–48] and the transtheoretical model’s
stages of change [35–37].
This integrated model, which guides this research and

reflects the proposed mechanisms of action for the SBIRT,
is presented in Fig. 1. The SBIRT takes into account the
unique needs, circumstances, and resources of the popula-
tion that is the focus of the study. We assert that the
SBIRT will lead caregivers to leverage and problem-solve
proximal determinants or precursors of cessation. The
primary targets for the SBIRT are the caregiver’s percep-
tions about their child’s risk of SHSe, benefits to the child
of quitting, and beliefs about quitting. The SBIRT will
amplify these issues in the context of the child being
brought in for treatment, thereby permitting a discussion
about the risks of continued smoking and the benefits of
quitting. It will work on heightening the caregiver’s innate
self-concept and altruistic role as a provider for their child
who wants to help improve their child’s health [49–51].
Life course and tobacco use variables strongly moderate
smoking outcomes, and contribute to the content of the
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10–15 min SBIRT session when barriers and facilitators to
quitting emerge. By targeting caregiver’s beliefs and in-
corporating barriers and facilitators to quit in this unique
setting, the likelihood of quitting and sustained abstinence
is substantially increased.

Components of the SBIRT Condition
The trained SBIRT interventionist (see Section on Interven-
tionist Training, below) will be introduced to participants
randomized to the SBIRT condition by the CRC or Principal
Investigator (PI). These caregivers will receive an individual-
ized, brief (10–15 min) “Advise, Assess, Assist/Arrange”
intervention based on the Clinical Practice Guidelines, and
tailored on levels of motivation to quit, tobacco dependence,
and the child’s current illness [31]. If both caregivers are
present, eligible, and wish to receive the intervention, then
the interventionist will provide each caregiver with the
“Advise” portion of the intervention. However, only the pri-
mary caregiver (designated by the couple) will be enrolled in
the study and assessed for data collection. The intervention
components that will be provided are as follows:

Advise The interventionist will discuss the effects of
SHSe on their child’s health, the benefits of quitting, and
how quitting could improve their child’s current medical
symptoms and decrease future PED visits. MI techniques
will be used to increase caregiver’s risk perceptions of
his/her child’s vulnerability to SHSe and the health risks
associated with smoking to the smoker and to the child
[39–42, 52]. The interventionist will elicit the caregiver’s
beliefs about his/her tobacco use, the importance he/she
places on quitting and the confidence he/she has to quit.
The interventionist will ask about specific barriers and
facilitators to quitting (e.g., financial stress, other house-
hold smokers, prior quit attempts, and rewards associ-
ated with quitting). They will collaborate to increase
confidence in quitting, problem-solve how to bypass bar-
riers, and create action steps to quit. All caregivers will
be encouraged to implement total smoking bans as a

way to decrease SHSe [42, 53, 54]. For those not wanting
to quit, options will be discussed, and goals set for redu-
cing SHSe (e.g., gradually increasing the proportion of
cigarettes smoked outdoors up to eliminating indoor/car
smoking completely).

Assess The interventionist will assess the caregiver’s readi-
ness to quit by asking if they want to quit and are willing to
set a quit date in the next 14 days. MI techniques will be
used to increase readiness to quit for caregivers who do not
express an immediate interest in quitting, as well as to so-
lidify and maintain commitment in those ready to proceed.

Assist/Arrange This step will consist of three components:
1) NRT: All caregivers who are willing to set a quit date

within 14 days are asked if they are interested in receiving
a 6-week supply of NRT (choice of patch or lozenge)
during the PED or UC visit. The CRC (who will receive
training on NRT) will screen all participants for eligibility
and for any contraindications to NRT using a pharmacy
and Institutional Review Board approved checklist. The
completed checklist is either shown to, electronically sent,
or read aloud to a study physician to verify eligibility. In
addition, all caregivers will be provided a home visit for
follow-up at 6-weeks during which they will receive an
additional six weeks of NRT, if eligible.
2) Immediate connection to cessation resources: All

caregivers will be provided an “Assisted Referral” based
on preference. These options will include: a) QL: The
interventionist will dial a direct number to the state QL
and a QL counselor will initiate brief counseling. The
Ohio QL provides counseling calls and may provide
NRT to select participants [55]; b) Web-based: the inter-
ventionist will help the caregiver log onto smokefree.gov
using the computer that is in every patient’s PED or UC
room. This site has a variety of interactive tools includ-
ing a LiveHelp online “chat” service, SHSe and cessation
quizzes, a cessation mobile app, and other helpful re-
sources; and c) Text Messaging: the interventionist will

Fig. 1 Theoretical Framework of the SBIRT Intervention
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help the caregiver sign up with smokefreeTXT which is
on smokefree.gov. These free mobile services provide
encouragement, advice, and tips to help smokers quit.
3) Intervention Materials: To supplement the baseline

intervention, the caregiver will be provided with free ma-
terials shown to be effective in previous studies [56, 57].
Weekly booster messages with reminders of the benefits
of quitting will be sent by email, mail, or text message
(caregiver’s preference) for 12 weeks.
Components of the HHC Condition.
Trained interventionists will deliver the HHC intervention

(See Interventionist Training, below). Training, intervention
orientation, and intervention/counseling procedures will
mirror those of the SBIRT condition, but focus on the child-
hood obesity prevention program entitled “Let’s Go! 5–2–1-
0”, a program which has been developed and used in the
outpatient clinic and school setting. This program is
designed to help children and families eat healthy and be
active, by recommending the following daily behaviors: five
fruits and vegetables, two hours or less of screen time, one
hour or more of physical activity, and zero sugary drinks
[29, 30]. The HHC intervention will be tailored on current
diet, screen time, and activity levels. If both caregivers are
present, eligible, and wish to receive the intervention, then
the interventionist will provide each caregiver with the inter-
vention. However, only the primary caregiver (designated by
the couple) will be enrolled in the study and assessed for
data collection. The intervention components that will be
provided are:

Advise Caregivers will be advised by the interventionist
about helping their children and families to eat healthily
and be active. He/she will give them recommendations on
daily nutritional and healthy lifestyle guidelines with the 5–
2–1-0 behaviors. MI techniques will be used to increase the
caregiver’s risk perceptions of poor diet and activity choices
and the interventionist will ask about specific barriers and
facilitators to making and adhering to these choices.

Assess The interventionist will assess caregivers’ readi-
ness to make good lifestyle choices by asking which area
of the 5–2–1-0 recommendations they want to improve
in the next 14 days. MI techniques will be used to in-
crease readiness to change habits for caregivers who do
not express an immediate interest, as well as to solidify
and maintain commitment in those ready to proceed.

Assist/Arrange This step will consist of the following
components:
1) Water bottles: All caregivers will be offered a colorful

water bottle to encourage children to drink more water.
2) Immediate connection to 5–2–1-0 resources: All

caregivers will be provided with the option to log onto
and view a website with information and ideas on how

to stay healthy using 5–2–1-0 such as ideas for non-
screen or video game related activities and information
on how to read food labels.
3) Intervention Materials: To supplement the baseline

intervention, the caregiver will be provided with free mate-
rials used in other healthcare settings (e.g., 5–2–1-0 bro-
chures, 5–2–1-0 assessment questionnaires, “Fun ways to
be physically active” pamphlets, and “Nonfood Rewards at
home” pamphlets) which are downloadable from www.lets-
go.org [30]. They will receive a weekly email, mail, or text
message (caregiver’s preference), for 12 weeks, reminding
them of healthy lifestyle behaviors. They will be offered the
option to receive educational information from the SBIRT
intervention at the study’s conclusion.
SBIRT and HHC Interventionist Coverage and Training.
In order to provide coverage for both intervention arms

during study hours (which vary from 9 am to 9 pm week-
days), an equal number of interventionists will be trained
for the SBIRT and for the HHC condition. Interventionists
will all be, at minimum, college graduates with degrees in
either social work, psychology, or education. All interven-
tionists receive formal MI training from a licensed, MI ex-
pert. This full two-day training, followed by an eight-hour
booster session after four months, will teach them how
MI can be used as a collaborative, person-centered form
of guiding to elicit and strengthen motivation for change
and will help them use specific skills related to MI.
The interventionists who deliver the SBIRT will be

trained as Tobacco Treatment Specialists at an accredited
Tobacco Treatment Specialist Training program. This
training will teach them how to deliver an evidence-based,
cognitive behavioral treatment for nicotine dependence.
The PI (MMG) and Co-Investigator (JG) will then provide
them with an “Assisted Referral” training session focused
on study logistics, the delivery of brief cessation and SHSe
reduction counseling, direct connection to the state QL,
demonstration of smokefree.gov, and enrollment in
smokefreeTXT during the PED or UC visit.
The interventionists who deliver the HHC will receive

training from the PI (MMG) and Co-Investigators (JG and
KS) on the rationale and scientific basis for the 5–2–1-0
program [29, 30], information on the purpose and import-
ance of talking to caregivers about healthy habits to im-
prove their child’s health, guidance on engaging and
delivering the intervention to caregivers during the PED
or UC visit; barrier identification and reduction tech-
niques; and realistic simulations of cases and appropriate
intervention delivery.
Additional booster training sessions for all interven-

tionists will be conducted by the Co-Investigator (JG)
and the MI expert as needed to problem solve issues
that come up and to provide refreshers and reminders
about the key elements of the interventions to prevent
drift and maximize consistency.
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Assessment procedures
Measures
Primary and Secondary Outcome Variables Participant
self-report data are collected via electronic survey at base-
line (t0) during the emergency visit; data is sent to a central,
secure, HIPAA-compliant firewalled CCHMC database
using REDCap. All databases are only accessible by the
study team. The primary dependent variable – caregiver
smoking cessation – will be assessed via caregiver-reported
7-day point prevalence, defined as abstinence for the seven
days prior to assessment, and report of prolonged abstin-
ence at the 6-weeks (t1) and 6-months (t2) follow-up assess-
ments; biochemical validation will be via exhaled carbon
monoxide breath testing. Secondary caregiver outcomes
will include cigarettes smoked, quit attempts, readiness to
quit, and use of NRT and cessation resources (QL, smoke-
freeTXT, smokefree.gov). The secondary dependent variable
- child SHSe - will be measured in two ways. First, child
cotinine will be collected in saliva samples taken at t0 and
t1; if the caregiver reports abstinence at t2, child saliva sam-
ples will be collected to verify the presence of home/car
smoking bans. Second, child SHSe will be measured by
caregiver report of the number of smokers and the number
of cigarettes to which the child is exposed each day - in-
door, outdoors, and in the car that the child regularly rides
in - during the seven days prior to all assessment periods
[58, 59]. Additional secondary child SHSe-related outcomes
will be presence or absence of total home/car smoking bans
and number of SHSe-related emergency visits and hospital-
izations at CCHMC. Additionally, caregivers will be asked
about which components of the intervention they received
(e.g., advice to quit smoking) and their satisfaction with the
intervention.

Covariates, Mediators, and Moderators
Three variables will be measured as potential covariates
and possible moderators of intervention effects: 1) nico-
tine dependence to be measured using two items in the
Heavy Smoking Index [60, 61] and prior quit attempts,
2) financial strain (three items measured on 5-point
Likert scales and averaged to create a financial strain
score (α = .802; higher scores will reflect more financial
strain) [62], and 3) number of household smokers.
Sociodemographics and smoking history variables will
be assessed for possible association with outcomes. We
will adapt the following measures to assess potential
mediators of the intervention: perceived child vulnerabil-
ity (five items rated on a 4-point scale, α = .86. Higher
scores indicate higher perceived vulnerability), child
precaution effectiveness (five items rated on a 4-point
scale; α = .94. Higher scores indicate higher perceived
benefit) [63–65]; and motivation to quit smoking using
the Contemplation Ladder and stages of change to quit
smoking [34, 66].

Follow-up assessments
Outcome assessments will not be blinded if done during
home visits since assessors have to be prepared to give
SBIRT participants additional NRT, if eligible. At t1, we will
conduct home visits to: 1) complete assessment of out-
comes. Participants who have not completed the assess-
ment via phone or email complete it electronically during
the visit; those who have completed it verify the validity of
their answers and make any changes, if necessary; 2) verify
abstinence on 100% of caregivers who report that they have
not smoked in the past seven days via exhaled carbon mon-
oxide testing; 3) obtain a follow-up salivary cotinine level
on 100% of children to assess SHSe and to validate total
home/car smoking bans in children of caregivers who re-
port abstinence; and 4) determine if SBIRT participants
who received NRT at baseline are interested in receiving
more. If so, an eligibility checklist is completed on partici-
pants who used, at minimum, approximately 80% of the
baseline supply. The completed checklist is either electron-
ically sent or read to a study physician to verify eligibility. If
eligible, an additional 6-week supply is given to participant.
Follow-up home visits at t2 will only be conducted if the
caregiver reports that they have not smoked in the past
seven days via phone or email survey.

Saliva Sample Collection
All children will have saliva collected at t0 and t1; saliva
will be collected at t2 during home visits if caregivers
report that they have not smoked in the past seven days.
Cotinine is generally accepted to be the best of the avail-
able biomarkers, with over 95% specificity and sensitivity,
it is noninvasive, and easily obtained in young children
[67, 68]. A standard protocol will be used to collect saliva
samples using an oral swab from each child and adult;
cotinine analyses will be performed with Enzyme Im-
munoassay techniques by Salimetrics LLC, State College,
PA [69]. In the child samples, the lower limit of cotinine
detection is 0.15 ng/ml (range of detection: 0.05–200 ng/
ml); children will be classified as exposed to tobacco
smoke if their cotinine level is >0.15 ng/ml [69].

Retention Strategies
Multiple strategies will be used to retain the sample in-
cluding: 1) Generous incentives: Participants will be paid
with increasing compensation of $30 at baseline, $50 at 6-
weeks ($20 for the questionnaire, $30 for the home visit),
and $65 at 6-months ($30 for the questionnaire, $35 for
the home visit), plus a bonus $10 if they complete both of
the follow-up assessments; 2) Conducting home visits on
all caregivers and children at the 6-week follow-up to as-
sess outcomes and giving caregivers in the SBIRT group
an additional 6-week supply of NRT; 3) Hiring and train-
ing CRCs to carefully track participants, make home visits,
and obtain follow-up data by making as many follow-up
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attempts as is necessary to locate participants; 4) Sending
caregivers: weekly email/mail/text booster messages with
cessation or healthy habits tips for 12 weeks, and re-
minders of upcoming assessments. We will ask order of
preference of type of reminders and follow-up; however if
one technique is unsuccessful, the second and finally third
choice will be used; 5): mailing postcards: immediately
after the baseline visit to thank them for participation; and
at four weeks and five months to remind them of upcom-
ing study visits. They will be emailed the 6-week and 6-
month assessments one month and 5.5 months after the
baseline visit, respectively.

Process and treatment Fidelity assessments
In order to promote fidelity and uniform implementation
of the SBIRT and HHC interventions, the interventionists
will complete a fidelity checklist after each session. Separ-
ate checklists for each condition will include key prescrip-
tive and proscriptive elements for each condition. Sample
prescriptive elements for the SBIRT include recommend-
ing total home/car bans, asking visitors to smoke outside,
using NRT and other cessation resources to quit; sample
proscriptive elements are the presentation of the effects of
SHSe on children, brief statistics on SHSe and child health
outcomes, and the beneficial effects of quitting on chil-
dren. Sample prescriptive elements for the HHC include
recommending five fruits and vegetables each day, grad-
ually decreasing screen time, and getting kids active with
fun options; sample proscriptive elements are the presen-
tation of the health effects of poor diet and inactivity.
In addition, every SBIRT and HHC intervention will be

audio recorded. Interventionists will be trained in MI
strategies and techniques to criterion, and a random selec-
tion of 5% of each of the interventionists’ audio-recorded
sessions will be independently rated for adherence using
the Motivational Interviewing Treatment Integrity system
by our MI expert, who will provide individualized written
and verbal feedback to each interventionist [70]. These re-
corded sessions will be collected in an ongoing basis to fa-
cilitate fidelity to MI. MI approaches have been
successfully applied in the emergency setting for a variety
of issues, including alcohol and smoking [71]. Independ-
ent of these ratings, 10% of the audio-recordings will be
randomly selected and regularly reviewed by the PI to
oversee the interventionists to ensure the consistent im-
plementation of the two conditions; interventionists will
receive direct feedback from the PI on these reviews.

Data quality control
The PI or lead CRC will coordinate and monitor all re-
cruitment and assessment procedures. All study data of
screened and enrolled participants will be identified by
study ID numbers to protect the confidentiality of partici-
pants. The PI, CRCs, and investigators will have monthly

meetings to review the study progress and procedures and
to discuss any adverse events or dropouts; the PI and
CRCs will have at least weekly meetings to discuss study
procedures. A data monitoring plan, including stopping
guidelines is in place. A data monitoring committee con-
sisting of a non-study and non-sponsor related epidemi-
ologist, environmental health researcher, and substance
abuse researcher will meet annually; there is no planned
interim analysis. The data collection, management, ana-
lysis, interpretation and production of publications will be
independent from the funding bodies and other compet-
ing interests. The trial results will be disseminated via
journal publication and conference presentation, without
exposing the identity of the trial subjects.

Data analyses
Power Analysis Based on the recommendations of
Hughes et al. [72, 73], we will use two criteria for abstin-
ence: 6-month point prevalence (defined as 7-days of ab-
stinence), and prolonged abstinence at 6-months. Based on
our prior dental health study, we expect that 6-month point
prevalence in the HHC condition will be 6.3%, and pro-
longed abstinence rate of 2.1% in the HHC group [56]. We
are basing our estimate of 6-month point prevalence of the
SBIRT group on the odds ratio derived from meta-analyses
assessing the effectiveness of NRT vs. a control, ranging
from 1.4–4.6 [56], to give a cessation rate of 10–12% in the
SBIRT group. However, since an interventionist will be
conducting the intervention, we expect high compliance in
implementation. Thus, we are estimating a cessation
rate of 12% in the SBIRT group. Similarly, for pro-
longed abstinence, we are assuming a rate of 7% in
the SBIRT group.
Power analyses are based on estimates of differences in

both 6-month point prevalence and 6-month prolonged ab-
stinence between groups. With 300 subjects in each group,
we would have 80% power to detect an increase of 6.4% in
cessation rate. However, assuming a multiple imputation
approach, we would be able to detect a 5.5% increase in
cessation rate. For 6-month abstinence, we can detect an
increase of 4.5% with 300 subjects per group and 4.2% with
the multiple imputation assumption. These estimates are
consistent with the predicted cessation rates shown above
and published rates [56, 74, 75]. For analyses based on re-
gression techniques, using hierarchical linear modeling,
sample sizes will be more than sufficient. The effect sizes of
interest for these analyses are the correlation coefficients
and squared, semi-partial correlations (squared = incremen-
tal R2). To predict caregiver level variables (Primary Aim 1),
with a sample size of 750 and 20% lost to follow-up, we will
have >80% power to detect a correlation of 0.11
(r2 = 0.013). For examination of smoking bans (Primary
Aim 2), these samples sizes would allow us to detect a
difference of 12% with 80% power with 300 per group
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assuming a rate of between 50% and 65% in the HHC
group. Using multiple imputation and 375 per group, we
could detect a difference of 11% with 80% power.

Primary Analyses
This is a two-group RCT, wherein caregivers are randomly
assigned to the SBIRT Condition vs. HHC Condition. The
appropriate statistical models for analyses of data for in-
clusion of time dependent outcomes are General Linear
Mixed Models (GLMM) for data either with a Gaussian/
normal distribution or with a binomial or Poisson distri-
bution, using the appropriate link function, invoking
Generalized Estimating Equations (GEE) to account for
the longitudinal aspect of the data [76].
We will use GLMM to evaluate the relative effectiveness

of the SBIRT versus HHC Condition on our primary out-
comes: point prevalence and prolonged abstinence at 6-
months. The analysis will be repeated with caregiver level
differences between groups included as covariates. We will
use mixed model analysis of covariance, with repeated
measures to assess change (controlling for baseline differ-
ences between groups) to assess the effect of the SBIRT
on secondary outcomes including reduction in use, num-
ber of quit attempts, and changes in readiness to quit.
Kappa statistic will be used to assess agreement between
the caregiver’s self-report and the assessment of tobacco
use based on salivary cotinine level at 6 months. It is pos-
sible that use of and adherence to the NRT will influence
outcomes in the intervention group. In addition, some of
the participants in the control condition may obtain NRT
during the study interval. We will examine NRT use or
dose, defined as self-reported adherence, as a covariate, in
order to control for this possible relationship.

Primary Aim 1, Hypothesis 1 We hypothesize that
SBIRT participants will have higher prolonged abstinence
and point prevalence cessation rates compared to those in
the HHC group. As stated above, our primary approach to
the analysis is using multiple imputation, with the inter-
ventionist included in the model. We shall then use ana-
lysis of covariance, to control for any baseline differences
of caregivers between conditions. In addition, we will also
control for motivation to quit, considered a priori as a
potential covariate, using the score on the contemplation
ladder. As we are stratifying on motivation to quit and
caregiver sex, we will initially enter this into the model as
an interaction. To address child cotinine as the 6-month
outcome, we will use a t-test and then an analysis of
covariance to incorporate the variables different at base-
line. Incorporating the 6-week outcome values, we will
use GLMM invoking GEE for the repeated measures and
a model including covariates. This approach will be used
to assess the intervention’s effect on abstinence and point
prevalence and child cotinine.

Primary Aim 2, Hypothesis 2 We will evaluate the ef-
fectiveness of the SBIRT on total home/car smoking bans
and on child SHSe which will be measured by both care-
giver report and child salivary cotinine, as recommended
by Halterman et al. [77]. The reliability of caregiver’s re-
ports will be examined by looking at the association be-
tween amount of smoking and SHSe levels reported at 6-
months using Pearson’s correlations. For validation, we
will compare the child’s salivary cotinine concentrations
for those reporting total home/car smoking bans and
those not, we shall also examine the change in cotinine
levels from baseline for those initiating bans vs. not. The
computational procedure will use data from the two
measurement points, controlling for the within-subject
correlation of measures repeated over time [78, 79]. The
main analysis will use GLMM, first to assess the interven-
tion effect alone and then including covariates. First, we
will investigate immediate intervention effects based on
change from baseline to 6-weeks post-intervention. Next,
we will investigate change from 6-weeks to 6-months to
examine maintenance effects. To examine overall change,
we will use GEE, examining linear and quadratic terms for
time, group, and group × time interactions as explanatory
variables [80]. Use of NRT, described above, may be of
particular interest as a covariate for this analysis.

Primary Aim 3, Hypothesis 3 We hypothesize that the
SBIRT intervention effect on prolonged abstinence and
point prevalence cessation rates will be mediated by the
caregiver’s perception of the risk of smoking on their child’s
health, or on their readiness to quit over time [35, 81–85].
Bivariate analyses will be used to initially examine if the var-
iables measuring this phenomena, susceptibility and bene-
fits of quitting are associated with cessation at each time
point and if there are any changes in perceived health risk
from baseline to 6-months in the SBIRT versus HHC
groups. We will build on the models from our primary aim
to determine the association of these potential mediators.
Analysis assessing these effects will be conducted using ab-
stinence at each follow-up point as the dependent variable
and testing for interactions between treatment (i.e., inter-
vention) and the potential mediator. Additionally, we will
examine the main effects of the intervention within each
level of the mediator to establish whether the intervention
is effective in each subgroup, acknowledging that we may
be underpowered for some subgroups.

Mediation analysis To assess whether our intervention
improved cessation via the proposed mediators, we will
perform mediation analyses using both the criteria of Baron
and Kenny [86] and Holmbeck [87]. As our outcome vari-
ables are dichotomous, we will apply the method of Huang
et al. [88], which involves a system of logistic regression
models and the Monte Carlo method to assess posterior
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distributions of the direct, indirect, and relative indirect ef-
fects. Three sets of logistic regression analyses will be per-
formed, as the variables of interest; outcome, intervention
and mediator are mainly categorical. The first two steps are
to assess the intervention effects on the outcome and the
mediator. In the third step, we will assess the relationship
between each of the proposed mediators and the study out-
come at each follow-up. The same three steps will be re-
peated with adjustment for potential confounders and/or
moderators as determined from analysis for Hypothesis 3.
The mediating variables that will be considered are: percep-
tion of child’s risk from SHSe and the benefits to the child
of quitting, motivation to quit, and self-efficacy. Moderating
variables are household smokers, financial strain, nicotine
dependence, and prior quit attempts.
In the final analysis, the entire theoretical model to predict

outcome will be examined using structural equation model-
ing (SEM). The strength of SEM in examining the entire
model is that this method allows for the analysis of a hy-
pothesized pattern of directional and non-directional linear
relationships among a set of latent variables (e.g., caregiver
beliefs about their child’s SHSe risk) and measured variables
(e.g., point prevalence) [89]. This approach will allow us to
examine the effect of perceived risk of SHSe and perceived
child benefits of quitting; we will incorporate the former as
latent variables over the study period. We will also be able
to examine the relative relationship of caregiver’s beliefs and
readiness to quit with the outcome of cessation.

Secondary Analysis
Secondary Aim 1 We will collect the cost data needed to
conduct a cost analysis of the SBIRT intervention. The cost
inventory will include data collected from CRCs and inter-
ventionists in both conditions about cessation-related activ-
ities and expenses, self-reported abstinence, and use of all
tobacco products at each follow-up. Cost inputs will include
staff time for tobacco screening, chart flagging, cessation
counseling, giving informational materials and NRT, and re-
ferral to the QL, smokefree.gov, or smokefreeTXT. To deter-
mine costs of SHSe-related PED visits and hospitalizations at
CCHMC, data will be collected from hospital records for the
6-month period before and after baseline for SHSe-related
illnesses such as asthma, and compiling the associated costs.
We anticipate that the main cost component for interven-

tion delivery will be the minutes the interventionist spends
in counseling. Although the intervention will occur during
the time the patient is waiting for care, the time the inter-
ventionist spends represents an opportunity cost of other al-
ternative ways of spending this time with caregivers and
should be tracked for inclusion in the cost-effectiveness ana-
lysis. Because the intervention will be delivered during visits
of normal length, we do not anticipate that PEDs or UCs
will incur any other overhead costs (e.g., facilities) due to
adoption of the intervention.

Discussion
This is the first RCT to test the effectiveness of an emer-
gency setting-based intervention on child SHSe reduction
and caregiver smoking cessation intervention compared to
an active control condition. This intervention has the po-
tential to improve the health and reduce tobacco-related
morbidity of both caregivers and children. Building upon
and expanding prior successful intervention approaches
from the adult emergency setting [26, 28], we will integrate
personalized behavioral and pharmacologic strategies with
free, disseminable cessation resources to improve cessation
rates in caregivers. Since the proposed SBIRT intervention
includes multilevel and synergistic cessation components, a
state-of-the-art RCT design with an active attention control
group, and the biochemical validation of self-report
assessments, it will provide robust unbiased evidence to
objectively evaluate the effects of the intervention. The
proposed model is consistent with the NIH roadmap to
advance the science of behavior change by testing multi-
level interventions [90]. Furthermore, the proposed project
also represents a transformation in the use of the pediatric
emergency visit to conduct theoretically-grounded research
in this unique setting that can be used to target and
improve the health of both adult smokers and children.
The results of this study will improve our understanding of
how to conduct and interpret the results of adult tobacco
cessation research in the pediatric emergency setting. The
knowledge gained may have applications in other adult
behavioral interventions in this setting. The results may be
applicable to other interventions (e.g., alcohol and drug use,
domestic violence, and HIV testing and treatment) in which
adults who bring their children to the emergency setting
are screened and counseled [91, 92].
If effective and routinely used, the SBIRT model could

reach at least one million smokers a year in the U.S.,
resulting in significant reductions in caregivers’ tobacco
use, SHSe-related pediatric illness, and healthcare costs in
this population. If successful, we will create a comprehen-
sive package of implementation materials, and disseminate
the intervention throughout child emergency and urgent
care settings nationwide.

Additional file

Additional file 1: SPIRIT 2013 Checklist: Recommended items to address
in a clinical trial protocoland related documents. (DOC 122 kb)

Abbreviations
CCHMC: Cincinnati Children’s Hospital Medical Center; CRC: clinical research
coordinator; ED: emergency department; HHC: Healthy Habit Control;
MI: Motivational Interviewing; NRT: nicotine replacement therapy;
PED: pediatric emergency department; PI: Principal Investigator; QL: Quitline;
RCT: randomized controlled trial; SBIRT: Screening, Brief Intervention, and
Referral to Treatment; SHSe: secondhand smoke exposure; UC: urgent care

Mahabee-Gittens et al. BMC Public Health  (2017) 17:374 Page 10 of 13

http://smokefree.gov
dx.doi.org/10.1186/s12889-017-4278-8


Acknowledgements
Not applicable.

Funding
This study was funded by the National Institutes of Health, National Institute for
Child Health and Human Development, Grant #R01HD083354. The funder had no
role in the design or conduct of the study; collection, management, analysis, and
interpretation of the data; or preparation, review, and approval of the manuscript.

Availability of data and materials
The de-identified datasets generated and/or obtained from the current study
will be available from the corresponding author on reasonable request.

Authors’ contributions
MMG wrote the first draft of the paper and coordinated contributions from
other co-authors. MMG, RA, and JG conceived the study, developed the overall
study aims and the study design, and developed the interventions. JK wrote
the statistical analysis plan. LA wrote the cost analysis plan. KS developed the
content and training for the HHC condition. LS, GM, JW, TM, BB, and AM
contributed to developing all study procedures, data collection assessments
and procedures, study and home visit protocols, NRT protocols and checklists,
and they are all researchers on the study. All authors made critical comments
on drafts of the paper. All authors read and approved the final manuscript.

Competing interests
This study was funded by the National Institutes of Health, National Institute
for Child Health and Human Development, Grant #R01HD083354.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study design is guided by SPIRIT criteria [93] and is approved by the
Institutional Review Board at Cincinnati Children’s Hospital Medical Center
protocol number 2015–1914). All the participants will sign a written,
informed consent form.

Author details
1Cincinnati Children’s Hospital Medical Center and Department of Pediatrics,
University of Cincinnati, 3333 Burnet Avenue, Cincinnati, OH 45229-3039,
USA. 2Division of Pediatric Emergency Medicine, Cincinnati, Ohio, USA.
3Division of Behavioral Medicine & Clinical Psychology, Cincinnati, Ohio, USA.
4Division of Biostatistics and Epidemiology, Cincinnati, Ohio, USA. 5School of
Human Services, University of Cincinnati, PO Box 210002, Cincinnati, OH
45221, USA. 6Pediatric Residency Training Program, Cincinnati, Ohio, USA.
7Center for Better Health and Nutrition (HealthWorks!), Cincinnati, Ohio, USA.
8Oregon Research Institute, 1776 Millrace Drive, Eugene, Oregon 97403, USA.
9College of Nursing University of Arizona, 1305 N. Martin Avenue, Tucson, AZ
85721, USA.

Received: 31 January 2017 Accepted: 21 April 2017

References
1. Office on Smoking and Health (US). The Health Consequences of

Involuntary Exposure to Tobacco Smoke: A Report of the Surgeon General.
2006. www.ncbi.nlm.nih.gov/books/NBK44324/. Accessed 9 Jan 2017.

2. U.S. Department of Health and Human Services. The Health Consequences of
Smoking: 50 Years of Progress. A Report of the Surgeon General. Atlanta, GA:
U.S. Department of Health and Human Services, Centers for Disease Control
and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health; 2014. http://www.surgeongeneral.
gov/library/reports/50-years-of-progress/full-report.pdf . Accessed 9 Jan 2017.

3. Xu X, Bishop EE, Kennedy SM, Simpson SA, Pechacek TF. Annual healthcare
spending attributable to cigarette smoking: an update. Am J Prev Med.
2015;48:326–33.

4. Mahabee-Gittens EM, Gordon JS. Missed opportunities to intervene with
caregivers of young children highly exposed to secondhand tobacco
smoke. Prev Med. 2014;69:304–5.

5. Mahabee-Gittens EM, Khoury JC, Ho M, Stone L, Gordon JS. A smoking
cessation intervention for low-income smokers in the ED. Am J Emerg Med.
2015;33:1056–61.

6. Asplin BR. Tying a knot in the unraveling health care safety net. Acad Emerg
Med. 2001;8:1075–9.

7. Mahabee-Gittens EM, Stone L, Gordon JS. Pediatric emergency department
is a promising venue for adult tobacco cessation interventions. Nicotine
Tob Res. 2013;15:1792–3.

8. Mahabee-Gittens M. Smoking in parents of children with asthma and
bronchiolitis in a pediatric emergency department. Pediatr Emerg Care.
2002;18:4–7.

9. Richardson LD, Hwang U. America's health care safety net: intact or
unraveling? Acad Emerg Med. 2001;8:1056–63.

10. National Center for Health Statistics Emergency department visits within the
past 12 months among children under 18 years of age, by selected
characteristics: United States, selected years 1997–2010. In: Health, United
States, 2011: With Special Feature on Socioeconomic Status and Health.
Hyattsville: U.S. Department of Health and Human Services; 2012. p. 305–309.

11. Rui P KK, Albert M. National Hospital Ambulatory Medical Care Survey: 2013
Emergency Department Summary Tables; 2013. http://www.cdc.gov/nchs/data/
ahcd/nhamcs_emergency/2013_ed_web_tables.pdf. Accessed 24 Jan 2017.

12. Fagan P, Moolchan ET, Lawrence D, Fernander A, Ponder PK. Identifying health
disparities across the tobacco continuum. Addiction. 2007;102(Suppl 2):5–29.

13. Fagan P, Augustson E, Backinger CL, O'Connell ME, Vollinger RE Jr, Kaufman
A, Gibson JT. Quit attempts and intention to quit cigarette smoking among
young adults in the United States. Am J Public Health. 2007;97:1412–20.

14. Fagan P, Shavers V, Lawrence D, Gibson JT, Ponder P. Cigarette smoking
and quitting behaviors among unemployed adults in the United States.
Nicotine Tob Res. 2007;9:241–8.

15. Fagan P, Shavers VL, Lawrence D, Gibson JT, O'Connell ME. Employment
characteristics and socioeconomic factors associated with disparities in
smoking abstinence and former smoking among U.S. workers. J Health Care
Poor Underserved. 2007;18:52–72.

16. Moolchan ET, Fagan P, Fernander AF, Velicer WF, Hayward MD, King G,
Clayton RR. Addressing tobacco-related health disparities. Addiction. 2007;
102(Suppl 2):30–42.

17. Mahabee-Gittens EM, Gordon J. Acceptability of tobacco cessation
interventions in the pediatric emergency department. Pediatr Emerg Care.
2008;24:214–6.

18. Mahabee-Gittens EM, Gordon JS, Krugh ME, Henry B, Leonard AC. A smoking
cessation intervention plus proactive quitline referral in the pediatric
emergency department: a pilot study. Nicotine Tob Res. 2008;10:1745–51.

19. Mahabee-Gittens EM, Huang B. ED environmental tobacco smoke
counseling. Am J Emerg Med. 2005;23:916–8.

20. Halterman JS, Borrelli B, Conn KM, Tremblay P, Blaakman S. Motivation to
quit smoking among parents of urban children with asthma. Patient Educ
Couns. 2010;79:152–5.

21. Winickoff JP, Hibberd PL, Case B, Sinha P, Rigotti NA. Child hospitalization: an
opportunity for parental smoking intervention. Am J Prev Med. 2001;21:218–20.

22. Winickoff JP, Hillis VJ, Palfrey JS, Perrin JM, Rigotti NA. A smoking cessation
intervention for parents of children who are hospitalized for respiratory
illness: the stop tobacco outreach program. Pediatrics. 2003;111:140–5.

23. Kuppermann N, Holmes JF, Dayan PS, Hoyle JD Jr, Atabaki SM, Holubkov R,
Nadel FM, Monroe D, Stanley RM, Borgialli DA, et al. Identification of
children at very low risk of clinically-important brain injuries after head
trauma: a prospective cohort study. Lancet. 2009;374:1160–70.

24. Chamberlain JM, Okada P, Holsti M, Mahajan P, Brown KM, Vance C,
Gonzalez V, Lichenstein R, Stanley R, Brousseau DC, et al. Lorazepam vs
diazepam for pediatric status epilepticus: a randomized clinical trial. JAMA.
2014;311:1652–60.

25. Holmes JF, Lillis K, Monroe D, Borgialli D, Kerrey BT, Mahajan P, Adelgais K, Ellison
AM, Yen K, Atabaki S, et al. Identifying children at very low risk of clinically
important blunt abdominal injuries. Ann Emerg Med. 2013;62:107–16. e102

26. Bernstein SL, Bijur P, Cooperman N, Jearld S, Arnsten JH, Moadel A,
Gallagher EJ. A randomized trial of a multicomponent cessation strategy for
emergency department smokers. Acad Emerg Med. 2011;18:575–83.

27. Bernstein SL, Boudreaux ED, Cydulka RK, Rhodes KV, Lettman NA, Almeida
SL, McCullough LB. Mizouni S, Kellermann AL, American College of
Emergency Physicians task force on smoking C. Tobacco control
interventions in the emergency department: a joint statement of
emergency medicine organizations. Ann Emerg Med. 2006;48:e417–26.

Mahabee-Gittens et al. BMC Public Health  (2017) 17:374 Page 11 of 13

http://www.ncbi.nlm.nih.gov/books/NBK44324
http://www.surgeongeneral.gov/library/reports/50-years-of-progress/full-report.pdf
http://www.surgeongeneral.gov/library/reports/50-years-of-progress/full-report.pdf
http://www.cdc.gov/nchs/data/ahcd/nhamcs_emergency/2013_ed_web_tables.pdf
http://www.cdc.gov/nchs/data/ahcd/nhamcs_emergency/2013_ed_web_tables.pdf


28. Rabe GL, Wellmann J, Bagos P, Busch MA, Hense HW, Spies C, Weiss-
Gerlach E, McCarthy W, Gareca Arizaga MJ, Neuner B. Efficacy of
emergency department-initiated tobacco control–systematic review and
meta-analysis of randomized controlled trials. Nicotine Tob Res.
2013;15:643–55.

29. Rogers VW, Hart PH, Motyka E, Rines EN, Vine J, Deatrick DA. Impact of Let's
go! 5-2-1-0: a community-based, multisetting childhood obesity prevention
program. J Pediatr Psychol. 2013;38:1010–20.

30. Let's Go Webpage. 2016. http://www.letsgo.org/. Accessed 23 Jan 2017.
31. Fiore MC, Jaén CR, Baker TB, Bailey WC, Benowitz NL, Curry SJ, Dorfman SF,

Froelicher ES, Goldstein MG, Healton CG. Treating tobacco use and
dependence: 2008 update. Clinical Practice guideline. Rockville, MD: U.S.
Department of Human Services. Public Health Service; 2008.

32. Chan AW, Tetzlaff JM, Altman DG, Dickersin K, Moher D. SPIRIT 2013: new
guidance for content of clinical trial protocols. Lancet. 2013;381:91–2.

33. Chan AW, Tetzlaff JM, Gotzsche PC, Altman DG, Mann H, Berlin JA, Dickersin K,
Hrobjartsson A, Schulz KF, Parulekar WR, et al. SPIRIT 2013 explanation and
elaboration: guidance for protocols of clinical trials. BMJ. 2013;346:e7586.

34. Biener L, Abrams DB. The contemplation ladder: validation of a measure of
readiness to consider smoking cessation. Health Psychol. 1991;10:360–5.

35. Prochaska JO, Velicer WF. The transtheoretical model of health behavior
change. Am J Health Promot. 1997;12:38–48.

36. Prochaska JO, DiClemente CC, Norcross JC. In search of how people
change. Applications to addictive behaviors. Am Psychol. 1992;47:1102–14.

37. Prochaska JO, Velicer WF, DiClemente CC, Fava J. Measuring processes of
change: applications to the cessation of smoking. J Consult Clin Psychol.
1988;56:520–8.

38. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research
electronic data capture (REDCap)–a metadata-driven methodology and
workflow process for providing translational research informatics support. J
Biomed Inform. 2009;42:377–81.

39. Borrelli B, McQuaid EL, Tooley EM, Busch AM, Hammond SK, Becker B,
Dunsiger S. Motivating parents of kids with asthma to quit smoking: the
effect of the teachable moment and increasing intervention intensity using
a longitudinal randomized trial design. Addiction. 2016;111:1646–55.

40. Baxi R, Sharma M, Roseby R, Polnay A, Priest N, Waters E, Spencer N,
Webster P. Family and carer smoking control programmes for reducing
children's exposure to environmental tobacco smoke. Cochrane Database
Syst Rev. 2014; doi:10.1002/14651858.CD001746.pub3:Cd001746.

41. Mahabee-Gittens EM, Collins BN, Murphy S, Woo H, Chang Y, Dempsey J,
Weiley V, Winickoff JP. The parent-child dyad and risk perceptions among
parents who quit smoking. Am J Prev Med. 2014;47:596–603.

42. Blaakman SW, Borrelli B, Wiesenthal EN, Fagnano M, Tremblay PJ, Stevens
TP, Halterman JS. Secondhand smoke exposure reduction after NICU
discharge: results of a randomized trial. Acad Pediatr. 2015;15:605–12.

43. Bandura A. Social foundations of thought and action: a social cognitive
theory. Englewood Cliffs: Prentice-Hall; 1986.

44. Bandura A. Social learning theory. Englewood Cliff: Prentice-Hall; 1977.
45. Bandura A. Social cognitive theory for personal and social change by enabling

media. In: Schmuck P, Schultz W, editors. The psychology of sustainable
Developement. Dordrecht, The Netherlands: Kluwer; 2002. p. 209–38.

46. Weinstein ND. The precaution adoption process. Health Psychol. 1988;7:355–86.
47. Weinstein ND, Lyon JE, Sandman PM, Cuite CL. Experimental evidence for

stages of health behavior change: the precaution adoption process model
applied to home radon testing. Health Psychol. 1998;17:445–53.

48. Weinstein ND, Sandman PM. The precaution adoption process model and
its application. San Francisco: Jossey-Bass; 2002.

49. Massey SH, Neiderhiser JM, Shaw DS, Leve LD, Ganiban JM, Reiss D.
Maternal self concept as a provider and cessation of substance use during
pregnancy. Addict Behav. 2012;37:956–61.

50. Massey SH, Compton MT. Psychological differences between smokers who
spontaneously quit during pregnancy and those who do not: a review of
observational studies and directions for future research. Nicotine Tob Res.
2013;15:307–19.

51. Friebely J, Rigotti NA, Chang Y, Hall N, Weiley V, Dempsey J, Hipple B, Nabi-
Burza E, Murphy S, Woo H, et al. Parent smoker role conflict and planning
to quit smoking: a cross-sectional study. BMC Public Health. 2013;13:164.

52. Mattick RP, Baillie A, Digiusto E, Gourlay S, Richmond R, Stanton HJ. A
summary of the recommendations for smoking cessation interventions: the
quality assurance in the treatment of drug dependence project. Drug
Alcohol Rev. 1994;13:171–7.

53. Stotts AL, Klawans MR, Northrup TF, Villarreal Y, Hovell MF. Understanding
motivation to implement smoking bans among mothers with a hospitalized
infant. Addict Behav. 2016;58:60–7.

54. Nicholson JS, McDermott MJ, Huang Q, Zhang H, Tyc VL. Full and home
smoking ban adoption after a randomized controlled trial targeting
secondhand smoke exposure reduction. Nicotine Tob Res. 2015;17:612–6.

55. Ohio Tobacco Program Quit Line. 2017. https://ohio.quitlogix.org/en-US/.
Accessed 23 Jan 2017.

56. Gordon JS, Andrews JA, Albert DA, Crews KM, Payne TJ, Severson HH.
Tobacco cessation via public dental clinics: results of a randomized trial. Am
J Public Health. 2010;100:1307–12.

57. Winickoff JP, Park ER, Hipple BJ, Berkowitz A, Vieira C, Friebely J, Healey EA,
Rigotti NA. Clinical effort against secondhand smoke exposure:
development of framework and intervention. Pediatrics. 2008;122:e363–75.

58. 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;19:232–41.

59. Wakefield M, Banham D, Martin J, Ruffin R, McCaul K, Badcock N. Restrictions
on smoking at home and urinary cotinine levels among children with
asthma. Am J Prev Med. 2000;19:188–92.

60. Perez-Rios M, Santiago-Perez MI, Alonso B, Malvar A, Hervada X, de Leon J.
Fagerstrom test for nicotine dependence vs heavy smoking index in a
general population survey. BMC Public Health. 2009;9:493.

61. Chabrol H, Niezborala M, Chastan E, de Leon J. Comparison of the heavy
smoking index and of the Fagerstrom test for nicotine dependence in a
sample of 749 cigarette smokers. Addict Behav. 2005;30:1474–7.

62. Vinokur AD, Price RH, Caplan RD. Hard times and hurtful partners: how
financial strain affects depression and relationship satisfaction of
unemployed persons and their spouses. J Pers Soc Psychol. 1996;71:166–79.

63. Hayes RB, Borrelli B. Differences between Latino daily light and heavier
smokers in smoking attitudes, risk perceptions, and smoking cessation
outcome. Nicotine Tob Res. 2013;15:103–11.

64. Wagener TL, Gregor KL, Busch AM, McQuaid EL, Borrelli B. Risk perception in
smokers with children with asthma. J Consult Clin Psychol. 2010;78:980–5.

65. Borrelli B, Hayes RB, Dunsiger S, Fava JL. Risk perception and smoking
behavior in medically ill smokers: a prospective study. Addiction. 2010;
105:1100–8.

66. Boudreaux ED, Hunter GC, Bos K, Clark S, Camargo CA Jr. Predicting
smoking stage of change among emergency department patients and
visitors. Acad Emerg Med. 2006;13:39–47.

67. Jarvis MJ, Fidler J, Mindell J, Feyerabend C, West R. Assessing smoking status
in children, adolescents and adults: cotinine cut-points revisited. Addiction.
2008;103:1553–61.

68. Bernert JT Jr, McGuffey JE, Morrison MA, Pirkle JL. Comparison of serum and
salivary cotinine measurements by a sensitive high-performance liquid
chromatography-tandem mass spectrometry method as an indicator of
exposure to tobacco smoke among smokers and nonsmokers. J Anal
Toxicol. 2000;24:333–9.

69. Salimetrics LLC. High Sensitivity Salivary Cotinine Quantitative Enzyme
Immunoasssay Kit [Assay Kit Insert]. 101 Innovation Blvd, Suite 302 State
College, PA 16803 USA. 2006.

70. Moyers TB, Martin T, Manuel JK, Hendrickson SM, Miller WR. Assessing
competence in the use of motivational interviewing. J Subst Abus Treat.
2005;28:19–26.

71. Gwaltney CJ, Magill M, Barnett NP, Apodaca TR, Colby SM, Monti PM. Using
daily drinking data to characterize the effects of a brief alcohol intervention
in an emergency room. Addict Behav. 2011;36:248–50.

72. Hughes JR, Keely JP, Niaura RS, Ossip-Klein DJ, Richmond RL, Swan GE.
Measures of abstinence in clinical trials: issues and recommendations.
Nicotine Tob Res. 2003;5:13–25.

73. Hughes JR, Keely J, Naud S. Shape of the relapse curve and long-term
abstinence among untreated smokers. Addiction. 2004;99:29–38.

74. Stead LF, Perera R, Bullen C, Mant D, Hartmann-Boyce J, Cahill K, Lancaster
T. Nicotine replacement therapy for smoking cessation. Cochrane Database
Syst Rev. 2012;11:CD000146.

75. Cahill K, Stevens S, Perera R, Lancaster T. Pharmacological interventions
for smoking cessation: an overview and network meta-analysis.
Cochrane Database Syst Rev. 2013; doi:10.1002/14651858.CD009329.
pub2:Cd009329.

76. Zeger SL, Liang KY. Longitudinal data analysis for discrete and continuous
outcomes. Biometrics. 1986;42:121–30.

Mahabee-Gittens et al. BMC Public Health  (2017) 17:374 Page 12 of 13

http://www.letsgo.org/
http://dx.doi.org/10.1002/14651858.CD001746.pub3:Cd001746
https://ohio.quitlogix.org/en-US/
http://dx.doi.org/10.1002/14651858.CD009329.pub2:Cd009329
http://dx.doi.org/10.1002/14651858.CD009329.pub2:Cd009329


77. Halterman JS, Borrelli B, Tremblay P, Conn KM, Fagnano M, Montes G,
Hernandez T. Screening for environmental tobacco smoke exposure among
inner-city children with asthma. Pediatrics. 2008;122:1277–83.

78. Bland JM, Altman DG. Multiple significance tests: the Bonferroni method.
BMJ. 1995;310:170.

79. Bland JM, Altman DG. Calculating correlation coefficients with repeated
observations: part 1–correlation within subjects. BMJ. 1995;310:446.

80. Hovell MF, Zakarian JM, Matt GE, Liles S, Jones JA, Hofstetter CR, Larson SN,
Benowitz NL. Counseling to reduce children's secondhand smoke exposure and
help parents quit smoking: a controlled trial. Nicotine Tob Res. 2009;11:1383–94.

81. Carlson LE, Taenzer P, Koopmans J, Casebeer A. Predictive value of aspects
of the Transtheoretical model on smoking cessation in a community-based,
large-group cognitive behavioral program. Addict Behav. 2003;28:725–40.

82. Ferguson JA, Patten CA, Schroeder DR, Offord KP, Eberman KM, Hurt RD.
Predictors of 6-month tobacco abstinence among 1224 cigarette smokers
treated for nicotine dependence. Addict Behav. 2003;28:1203–18.

83. Hymowitz N, Sexton M, Ockene J, Grandits G. Baseline factors associated
with smoking cessation and relapse. MRFIT Research Group Prev Med. 1991;
20:590–601.

84. Matheny KB, Weatherman KE. Predictors of smoking cessation and
maintenance. J Clin Psychol. 1998;54:223–35.

85. Nides MA, Rakos RF, Gonzales D, Murray RP, Tashkin DP, Bjornson-Benson
WM, Lindgren P, Connett JE. Predictors of initial smoking cessation and
relapse through the first 2 years of the lung health study. J Consult Clin
Psychol. 1995;63:60–9.

86. Baron RM, Kenny DA. The moderator-mediator variable distinction in social
psychological research: conceptual, strategic, and statistical considerations. J
Pers Soc Psychol. 1986;51:1173–82.

87. Holmbeck GN. Toward terminological, conceptual, and statistical clarity in the
study of mediators and moderators: examples from the child-clinical and
pediatric psychology literatures. J Consult Clin Psychol. 1997;65:599–610.

88. Huang B, Sivaganesan S, Succop P, Goodman E. Statistical assessment of
mediational effects for logistic mediational models. Stat Med. 2004;23:2713–28.

89. MacCallum RC, Austin JT. Applications of structural equation modeling in
psychological research. Annu Rev Psychol. 2000;51:201–26.

90. National Institutes of Health. NIH Science of Behavior Change Meeting
Report, June 15–16, 2009. https://commonfund.nih.gov/behaviorchange/
meetings/sobc061509/report. Published 15 Sept 2009. Accessed 9 Jan 2017.

91. Boudreaux ED, Cydulka R, Bock B, Borrelli B, Bernstein SL. Conceptual
models of health behavior: research in the emergency care settings. Acad
Emerg Med. 2009;16:1120–3.

92. Woolard R, Degutis LC, Mello M, Rothman R, Cherpitel CJ, Post LA, Hirshon
JM, Haukoos JS, Hungerford DW. Public health in the emergency
department: surveillance, screening, and intervention–funding and
sustainability. Acad Emerg Med. 2009;16:1138–42.

93. Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gotzsche PC, Krleza-Jeric K,
Hrobjartsson A, Mann H, Dickersin K, Berlin JA, et al. SPIRIT 2013 statement:
defining standard protocol items for clinical trials. Ann Intern Med. 2013;158:200–7.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Mahabee-Gittens et al. BMC Public Health  (2017) 17:374 Page 13 of 13

https://commonfund.nih.gov/behaviorchange/meetings/sobc061509/report
https://commonfund.nih.gov/behaviorchange/meetings/sobc061509/report

	Abstract
	Background
	Methods/design
	Discussion
	Trial registration

	Background
	Aims and hypotheses

	Methods/design
	Overview of study design
	Participant inclusion/exclusion criteria
	Study procedures
	Setting
	Recruitment and study flow
	Randomization

	Treatment conditions
	Screening, intervention, referral to treatment (SBIRT) condition
	Components of the SBIRT Condition

	Assessment procedures
	Measures
	Covariates, Mediators, and Moderators
	Follow-up assessments
	Saliva Sample Collection
	Retention Strategies
	Process and treatment Fidelity assessments
	Data quality control
	Data analyses
	Primary Analyses
	Secondary Analysis


	Discussion
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

