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Abstract

Objective: To identify barriers and motivators

for reducing secondhand smoke exposure

(SHSe) for families of African-American, low-

income, urban children. Method: Audiotaped
intervention sessions of 52 African-American

caregivers of Head Start children who reported

being a smoker and/or had at least one smoker in

the home were randomly sampled from a larger

trial examining the effectiveness of a motiv-

ational-interviewing intervention in reducing

child’s SHSe. Counseling sessions were qualita-

tively coded to identify barriers and motivators
to implementing a home smoking ban or quitting

smoking.

Results: African-American families identified

several themes that were either or both barriers

and motivators for SHSe reduction, including:

asking others not to smoke, other family living

in the home, neighborhood safety, absence of

childcare, cost/availability of cessation tools,
physician support and prevention of health prob-

lems. Discussion: Urban, low-income African-

American families face numerous barriers to

reducing SHSe. Families were able to identify

many motivators for reducing SHSe, suggesting

an awareness of the importance for SHSe reduc-

tion but uncertainty in their confidence to change

behaviors. Counseling should include tailoring to
be most effective in supporting health behavior

change. Greater emphasis on motivators is

needed, such as low-cost/free cessation tools, en-

gagement from physicians and greater involve-
ment of extended family members.

Introduction

Secondhand smoke exposure (SHSe) poses a signifi-

cant health risk for children in the United States.

Pediatric SHSe has been shown to exacerbate

asthma symptoms [1, 2], and is associated with

increased risk of bronchitis, pneumonia and other

respiratory infections [3], sudden infant death syn-

drome [4, 5], middle ear disease [6], atopic derma-

titis [7], attention deficit hyperactivity disorder [8],

externalizing behavior problems [9] and cognitive

development delays [10, 11]. Despite declines in US

smoking prevalence,�50% of US children are rou-

tinely exposed to secondhand smoke [12], and over

30% of US children live in homes where a resident

or visitor smokes [13]. African-American children

living in urban, low-income areas are at particular

risk of SHSe [14]. Estimates have shown that over

50% of inner-city, predominantly African-

American children live with at least one smoker

[15]. Recent data from the National Health and

Nutrition Examination Survey reveal that, during

2011–12, among children aged 3–11 years, 67.9%

of non-Hispanic African Americans were exposed

to SHS compared with 37.2% of non-Hispanic
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whites and 29.9% of Mexican Americans [16].

Young children are especially vulnerable to the

impact of in-home SHSe, due to their inability to

control their exposure levels and their percentage

of time spent inside the home [17].

Given the increased health risks, interventions to

reduce young children’s SHSe are vitally important.

According to Rosen et al.’s [18] recent review, inter-

ventions to promote smoking cessation for parents of

young children are efficacious at encouraging some

parents to quit; however, more than 50% of parents

do not quit smoking even after intervention.

Interventions to reduce SHSe via complete home

smoking bans (HSBs) (i.e. where no smoking is

allowed inside the home or vehicle at any time)

have been found to be an effective alternative to ces-

sation in reducing SHSe for some families [19–22],

including among African Americans [23]. However,

there are still many families who do not implement

HSBs. In order to enhance the efficacy of SHSe re-

duction interventions, it is important to understand

why some families are less likely to have a HSB.

In general, African-American smoking families

are much less likely to implement HSBs. In 2007,

only 32.8% of African-American smoking house-

holds reported having HSBs, as compared with

65% of Hispanic and Asian/Pacific Islander smok-

ing families, and 48.0% of non-Hispanic white

families [24]. Caregivers of low-income and minor-

ity children may experience a unique set of barriers

to reducing smoking due to living in urban areas

[25]. Some previous researchers have quantitatively

explored factors relating to HSB implementation

among African Americans; for example, Warren

and colleagues found African-American light smo-

kers were more likely to place home smoking re-

strictions if they were young, female, reported high

confidence to quit smoking, and lived with a non-

smoker [26]. In another quantitative study, African-

American parents were found to be less likely to

implement home smoking restrictions if they were

living below the poverty line, but more likely to

implement HSBs if they received recommendations

from their child’s healthcare providers [27].

However, it is unknown if there were other barriers

or motivators for implementing HSBs that were not

measured among low-income African-American

families of preschool children.

Some studies have qualitatively explored barriers

and motivators to HSBs among various populations,

including disadvantaged caregivers in the United

Kingdom [28], and rural African-Americans and

White Americans [29]. They have found common

themes regarding protecting children’s health, phys-

ician recommendations to protect children, family

disagreements regarding HSBs, social network/rela-

tionships, and physical appearance of homes.

However, this work has not focused specifically on

urban African-Americans. It is important to identify

barriers and motivators to implementing HSBs

among urban African-American families in order

to tailor interventions to address this unique popu-

lation. This study specifically utilizes qualitative

methods to identify of barriers and motivators to

reducing SHSe among urban, low-income African-

American families.

The purpose of this qualitative study was to iden-

tify barriers and motivators to implementing a com-

plete HSB reported by urban, low-income African-

American families during counseling sessions for

SHSe. The sessions were conducted as part of a ran-

domized-controlled trial [30] that utilized

Motivational Interviewing (MI) to promote second-

hand smoke reduction. The results of the overall

study demonstrated that MI combined with an edu-

cation program was effective in reducing objectively

measured household air nicotine levels, increasing

the proportion of families with complete HSBs, and

helping caregivers quit smoking compared with an

education program alone. However, complete HSBs

were adopted in only 39% of families who partici-

pated in the intervention. Therefore, a better under-

standing of the unique challenges of low-income

urban families is necessary in order to improve the

effectiveness of interventions to reduce SHSe.

Method

Participants

Participants were caregivers of young children (age

6 months to 6 years) enrolled in Head Start programs
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who reported that there was a smoker living in the

home and/or who smoked in Baltimore MD. The

larger clinical trial enrolled 350 out 676 eligible

families. One hundred and sixty families were ran-

domized to the MI condition and were offered 5

sessions of MI combined with a Head-Start based

educational awareness program to reduce children’s

SHSe [30]. Exclusion criteria included inability to

fluently read/speak English and current participation

in another respiratory disease study. A subset of 60

participants (38%) were selected using a random

number generator to be included in this qualitative

analysis; 8 non-African-American participants were

excluded to ensure a homogenous sample, resulting

in a final subsample of 52 participants from the total

sample of n ¼ 160 (33%).

Procedures

All study activities were conducted in compliance

with the rules and regulations set forth by the Johns

Hopkins University Institutional Review Board, and

all participants provided informed consent. MI inter-

vention sessions were conducted by phone or in the

home with participants who were randomized to re-

ceive the counseling intervention. Data were col-

lected between 2009 and 2013. The counseling

sessions were held within the first 3 months after

initial recruitment.

Intervention description

The focus of the sessions was to help caregivers

reduce child SHSe through the implementation of

a HSB; however, many caregivers wanted to discuss

smoking cessation as well. MI intervention sessions

1 and 2 were each 20–30 min and MI sessions 3–5

were each 10 min in duration. Structured MI activ-

ities were conducted including: feedback on

child SHSe using cotinine data, pros and cons re-

garding implementation of HSB, motivation and

confidence to implement HSB, and problem solving

regarding barriers to reducing SHSe. The sessions

concluded with goal setting to reduce SHSe or

quit smoking (if participants were ready) and dis-

cussions regarding what would help them achieve

their goals or barriers to goal achievement. All of

the counseling was done with a structured treatment

manual which served as the interview guide for

these analyses.

Questions regarding barriers and facilitators

Specific questions were asked regarding partici-

pants’ perceived barriers and facilitators to imple-

menting a HSB and reducing their child’s SHSe.

These questions included: ‘What are the good

things about setting up a home or car smoking

ban? Or quitting smoking?’ ‘What are the not so

good things about setting up a HSB? Or quitting

smoking?’ ‘What would help you in setting up a

HSB? Or quitting smoking?’ ‘What would get in

the way of you setting up a HSB? Or quitting smok-

ing?’ ‘What benefits would you see for yourself or

your child if you set up a HSB? Or quitting

smoking?’

Each intervention session was audio-taped and

then randomly selected participant sessions were

transcribed verbatim. A total of 52 participant tran-

scripts were transcribed. Thirteen participants were

each selected from sessions 1 and 2 since they were

longer and contained a greater number of interven-

tion components, and 8–9 participants were selected

from sessions 3–5. The coding of 52 tapes demon-

strated saturation of themes; thus, no other tran-

scripts were coded.

Analyses

Transcripts were independently reviewed by the in-

vestigators for common barriers to reducing SHSe,

motivators to implement a HSB (or maintenance of

HSBs if already implemented), and barriers and fa-

cilitators of smoking cessation. Codes were deter-

mined using an inductive constant comparative

approach, with group consensus determining the

final code book. Using the established code book,

each transcript was coded using nVIVO version 10

software. To determine coding reliability, the

double coded transcripts were compared using per-

cent agreement and kappa coefficient. Since a com-

parison of the double coding by two independent

reviewers showed a mean percent agreement of

99.4% and a kappa of 0.83 ± 0.37, demonstrating
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strong inter-rater reliability, only a subset of tran-

scripts (38%, n¼ 20) were double coded.

Results

Participant demographic characteristics are pre-

sented in Table I. Similar to the full sample of the

randomized controlled trial [30], intervention ses-

sions were most often conducted with the mother

(n¼ 35; 67%). The median interview length was

15.53 min (M¼ 20.34, SD¼ 15.11, range 2.98–

74.50). Approximately 71% of caregivers were smo-

kers themselves and 54% had more than one smoker

living in the home. Given that families were identi-

fied from Head Start programs, the majority of

families were low-income and living in Baltimore

City, MD. Baltimore frequently leads the nation in

homicide and violent crime rates compared with

other urban areas [31, 32].

Qualitative themes

Analyses identified several themes from partici-

pants’ stated barriers and motivators to reducing

their child’s SHSe. Some themes were identified

as helpful for some participants and hindering for

others, i.e. they were identified as both motivators

and barriers depending on the individual participant.

Coders divided themes into two activities

related to SHSe reduction: HSBs and smoking

cessation. Table II displays themes that were

described as barriers for HSB implementation,

while Table III displays themes that were described

barriers for cessation. Table IV displays themes

that were seen as motivators for implementation of

HSB, and Table V displays motivators for smoking

cessation.

Themes reported as barriers to HSB
implementation

Asking others not to smoke in the home

Participants were mixed about their ability to ask

other people to not smoke in their home; some par-

ticipants did not feel confident in their abilities to ask

others not to smoke and perceived asking others to

not smoke as a barrier to implementing HSBs. Many

cited concerns over disregarding others’ personal

agency. Participants believed they could not tell

others what to do, or that it would be discourteous

to tell a guest to smoke outside.

Extended family living in the home

Many participants indicated that family members

who smoked were barriers to implementing HSBs.

Participants expressed concerns about asking ex-

tended family members to not smoke indoors, par-

ticularly individuals from older generations, such as

parents or aunts/uncles. Participants felt they had

less power to convince older generations to

change, especially if these family members owned

the home.

Table I. Demographic and Baseline SHSe variables (n¼ 52)

Characteristics
Overall

n (%)

Child characteristics

Age, mean (SD) 4.3 (0.7)

African-American 52 (100.0)

Female 20 (38.5)

Diagnosis of asthma 19 (36.5)

Caregiver characteristics

Age, mean (SD) 35.4 (9.4)

African-American 52 (100.0)

Relationship to child

Mother 35 (67.3)

Father 7 (13.5)

Grandmother 7 (13.5)

Other 3 (5.8)

Caregiver Education

Did not complete high school 14 (26.9)

High school 20 (38.5)

Some college or trade school 16 (30.8)

Missing 2 (3.8)

Household income

<$10 000/y 14 (26.9)

10–20 k 18 (34.6)

20–30 k 6 (11.5)

>30 k 14 (26.9)

Smoking characteristics

More than 1 smoker in the home 28 (53.8)

Caregiver is a smoker 37 (71.2)

Household smoking ban at baseline 9 (17.6)
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Table II. Barriers for implementing a HSB

Theme Exemplar quotations

Age and relation

to child Frequencya

Asking others not to

smoke in the home

How do you bring company to your house and then tell

them that they can’t smoke in the house?

26; Birth mother 20

I really don’t have no powers, She’s my mother, and

can’t tell her nothing, so let her do what she wants.

33; Birth mother A

My mother smokes in her room, and this is her house.

I ain’t gonna throw my mother out.

33; Birth mother B

Extended family

living in home

It’s three smokers [in the house]: my brother, my boy-

friend, my father and me.

41; Birth mother 19

My dad is a smoker. It’s pissing me off because I don’t

smoke, but yet I’m not home and he’s [the child]

still being exposed to it.

24; Birth mother

I wished my uncle would [stop] but I know that’s not

the case. I still smell smoke coming out of his room.

41; Birth father

Social network When I have company over, there is probably going to

be smoker because I have quite a few people that I

know that smoke.

30; Birth mother 15

I’m trying to do so much now. I don’t have family

members around [to help].

39; Birth mother

Weather I’m talking snow all over the place where they can’t go

outside and really smoke.

39; Birth mother 13

It’s getting colder so we do more smoking in the house

just because of the weather.

29; Birth mother

Childcare I’m still smoking in the house. . .I don’t have anybody

to watch her so I can go outside.

39; Birth mother 8

When I’m standing outside [to smoke] she’ll come out

there at the door.

43; Birth mother

If my dad goes out to smoke then (the child) is right

there next to him and he’s probably inhaling all of

that.

24; Birth mother

Neighbor-hood safety I prefer not to be outside. Whatever they doing I just

don’t want to be a part of it. I just don’t like to see

all what’s going on out there.

41; Birth mother 4

I’m trying to find a job, so I can move, so I can have

a safe home for her.

43; Birth mother

The people next door sit out there and roll joints and

smoke [marijuana] all day. When I have company,

you can’t sit out front because they’re smoking at the

next stoop.

49; Grandmother

Police Involve-ment I see the police riding, they’ll come walk their beat, ask

questions, I don’t want to get involved so I just ba-

sically stay in the house.

41; Birth mother 2

When I bring my company here we stay inside because

where I live, if the police see a lot of people in the

front, then they bother us, so I’d rather keep my

company inside where they won’t have to be

harassed.

26; Birth mother

aIndicates number of participants who endorsed this theme (n¼ 52).
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Social network

Another common theme was the participant’s social

network; several identified a lack of social support

from their network as a barrier to implementing

smoking changes at home. Some participants felt

too stressed by their lack of support to make

changes. Some also believed that friends and cow-

orkers who smoked would expect to smoke when

visiting the home.

Weather

Cold weather was frequently cited as a barrier to

smoking outside, since participants were reluctant

to go outside in the cold. They also voiced concerns

about asking others to smoke outside in cold

weather.

Childcare

Concerns regarding childcare were a particular bar-

rier for participants who tried to implement a HSB.

Participants who smoked described feeling like they

were unable to leave their young child in the home

alone to smoke outside, because they did not want to

leave their child unattended. For participants who

did go outside to smoke, the child would sometimes

follow them, thus negating the intent of the HSB to

limit child SHSe. Even participants who did not

smoke expressed concerns about other caretakers

who smoked in the presence of the child. They

described feeling limited about affordable op-

tions for childcare; they felt leaving their child

with a caretaker who smoked was the only feasible

option.

Table III. Barriers for smoking cessation

Theme Exemplar quotations

Age and relation

to child Frequencya

Social network If a person smokes they get a lot of atten-

tion and love. And if a person don’t

smoke it be like this person don’t like to

have fun.

26; Step-father 11

I want to quit, [but] it’s just so hard to sit

down with my uncle and family and say,

‘I need your support’.

25; Birth mother A

The majority of my workers smoke. . .out

of 11 of us, it’s only about 3 that don’t.

41 Birth mother

Cessation treatment options I didn’t like the way the pills made me

feel. . ..the pills made me jittery.

41; Birth mother 11

If I had the money I would try to see if I

could get that patch.

25; Step-father

I wonder what the side effects of this stuff.

I wonder does it really work.

19; Birth mother

My mom tried a gum before when she was

trying to stop. She said that it was nasty.

34; Step-mother

Money I’ve been under a lot of stress trying to

keep up with my bills. . .it’s been very

stressful.

49; Grand-mother 7

Medical assistance don’t cover [cessation

tools]?

25; Birth mother

The patches are high. . .with cigarettes, you

don’t pay for them all at one time.

41; Birth mother A

aIndicates number of participants who endorsed this theme (n¼ 52).
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Neighborhood safety and police involvement/
harassment

A few participants did not feel comfortable smoking

outside due to concerns about safety in their neigh-

borhood. Participants stated they ‘didn’t want to be a

part of’ whatever was happening outside their home.

Some indicated concerns for themselves—i.e. they

did not want to be perceived as being a part of il-

legal/suspicious activities. Others did not want to

expose their guests to unsafe neighborhood activ-

ities by asking them to smoke outside.

Two participants described fears about potential

negative interactions with police as a barrier to spend-

ing time outdoors. One indicated that she noticed

police consistently walking or driving through her

neighborhood and asking questions; ‘I don’t want

to get involved so I basically just stay in the house’.

Another indicated that, in her neighborhood, police

unnecessarily ‘bother’ large groups of people stand-

ing outside their homes, so she would avoid going

outside to smoke for fear of police harassment.

Themes reported as barriers to smoking
cessation

Social network

Like HSBs, social network was frequently cited as

either a motivator or barrier to smoking cessation.

Participants who perceived their social network as a

Table IV. Motivators for implementing a HSB

Theme Exemplar quotations

Age and relation

to child Frequencya

Health I didn’t know that the cigarettes really made [the kids]

sick. That’s my motivation.

31; Birth mother 42

Better health for my son is most definitely worth it. 28; Birth mother

Social Network Hopefully if people don’t see me smoking in the house,

they wouldn’t come over and smoke in the house.

19; Birth mother 22

We’e smoking outside. I got everybody used to the idea

and everybody knows they smoke outside now.

49; Grand-mother

Asking others not to

smoke in the home

I think that’s just a common courtesy thing for anyone’s

home. . .gotta respect their space.

39; Birth mother 19

It’s just a habit now; everybody comes in, [and if] they

smoke they have to go out.

60; Great grand-mother

Cleanliness of

home or car

[After HSB] The walls are not yellowish looking. When I

wipe the mirrors, they’re not getting that yellow or

brown looking soot off of it

49; Grandmother 13

You don’t have to worry about washing down walls, be-

cause I can tell a difference. Even her toys [before the

HSB] would be full of smoke.

41; Birth mother

Extended Family

living in home

Me and my uncle and my grandfather come together and

make an agreement to not to smoke in the house.

25; Birth mother 11

Everybody in the house smokes outside most days. We

made an agreement because [the child] wound up

going to the hospital.

34; Step-mother

Weather I go outside more and smoke because the weather is

warm.

36; Birth mother 5

It’s starting to get warm so people don’t want to be in

the house anyway

36; Birth mother B

aIndicates number of participants who endorsed this theme (n¼ 52).
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barrier described having multiple people in their

social circles who smoke, and reported that smoking

imparts an elevated social status. They described

others’ attitudes regarding smoking as fatalistic

(‘most people said you going to die when you’re

supposed to die so it don’t matter’). Some also felt

uncomfortable asking others to provide support for

cessation.

Cessation treatment options

Participants were also mixed in their perception of

smoking cessation treatment options (e.g. nicotine

replacement therapy, medications, counseling).

Some cessation aids were cited as barriers because

some participants had unsuccessfully tried them in

the past or heard from friends or family about un-

successful quit attempts using aids. Others ex-

pressed concerns about cost of cessation treatment

options. Some participants were not aware of avail-

able low-cost aids (free patches, counseling sessions

etc.), and others did not know how to access cessa-

tion aids.

Money

Some participants cited monetary concerns as a bar-

rier to cessation. Some indicated that financial

Table V. Motivators for smoking cessation

Theme Exemplar quotations

Age and relation

to child Frequencya

Cessation treatment

options

If I talked to a counselor, it [would] make me feel good

talking to somebody to see where I go here from here.

25; Birth mother 16

It feels good because you got a lot of product out here that

can help you stop smoking.

26; Birth mother

I would definitely need some sort of aid to help me along. 39; Birth father

Social network It will be better off if you stop because a lot of people say

it’s good if a person don’t smoke. People say you can be

happy without smoking

25; Birth mother 13

I have a sponsor and I have to go to NA and, I have my

church. I don’t have to go through what I go through

alone.

48; Birth father

My aunt said she wants to stop smoking too, so I said

maybe we can do it together.

41; Birth mother

Money I save more money and that money can go to other things

than what I spent on cigarettes.

41; Birth mother B 12

I’ve been spending money on the kids more, so I haven’t

had money to buy cigarettes.

26; Birth mother

Physician support I’m talking to my doctor now, we in the process [of get-

ting] my weight and health to a point where I can start

the weaning [off cigarettes]

41; Birth mother 7

My doctor put me on the patch [. . .] I couldn’t do this

without the patch and I was a nonsmoker for 3 years.

41; Grandmother

Do not want my

child to smoke

He’s better off for me to try to stop [smoking] right now

so he don’t see Daddy give ‘the okay’, like [smoking] is

cool.

26; Stepfather 7

I don’t want my kids to grow up to smoke because I know

it’s not good. . .I feel like whatever they see me do, they

gonna do.

26; Birth mother

aIndicates number of participants who endorsed this theme (n¼ 52).
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stressors (such as bills) made it difficult for partici-

pants to focus on smoking cessation. Others cited

concerns regarding the cost of cessation aids. Some

participants perceived aids to be more expensive

than cigarettes because cessation tools need to be

purchased all at once; these participants engaged

in ‘loosie’ purchase behavior (i.e. buying only a

few cigarettes per day from another individual or

neighborhood store). Thus they perceived their

smoking habit to be less expensive than purchasing

cessation aids.

Themes reported as motivators to HSB
implementation

Health

When asked why participants were motivated to

reduce their child’s SHSe, their most common mo-

tivator was the health of their child and other family

members. Participants who implemented HSBs

often cited their child’s health as their main

reason; ‘that’s the motivation right there’, one

parent stated, ‘any parent wants their child to be

healthy’. They also identified their own health

(ether specific or general health concerns) as a

unique motivator. They frequently mentioned how

reducing SHSe would improve not only their child’s

and their own health, but also the health of other

family members.

Social network

The next most commonly cited motivator for HSBs

was the participant’s social network, with many par-

ticipants indicating that their social network pro-

vided support for the HSB. These participants

often described other environments (church, work)

or homes that were smoke-free, which increased

caregiver confidence to implement a HSB.

Asking others not to smoke in the home

Although some participants perceived asking others

to smoke outside as a barrier, other participants ex-

pressed confidence in their abilities to ask others to

not smoke in the home. Some stated that it was their

right as the homeowner to dictate rules, and

indicated visitors would become accustomed to

these rules.

Cleanliness of home/car

Participants also cited appearance of homes and cars

as common motivators to implementing HSBs.

Some participants noticed their homes were cleaner

and smelled better once they implemented HSBs.

These participants talked about the newfound clean-

liness of their homes and car, stating that they no

longer had to clean as much or their curtains did not

smell.

Extended family living in the home

Extended family members who smoked were some-

times cited as facilitators to implementing HSBs.

These participants described how relatives who

smoked outside encouraged the participant to also

smoke outside. Some participants indicated that they

were able to make an agreement with other resident

smokers to always smoke outside.

Weather

Warm weather was cited as a facilitator to HSBs,

since participants and their friends/family were al-

ready more likely to be outside. One participant

noted that cold weather facilitated decreased smok-

ing, because she did not want to go outside.

Themes reported as motivators to smoking
cessation

Cessation treatment options

Although some participants viewed aids as unhelp-

ful in cessation attempts, others viewed aids more

positively. Participants described feelings of encour-

agement and optimism due to the availability of

multiple cessation aids. Others expressed beliefs

they could not quit without the help of aids.

Social network

Like HSBs, some participants indicated that

their social network was a source of support for ces-

sation. They described family members or friends

who were also trying to quit and how individuals or
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community groups could provide support for

cessation.

Money

Several participants mentioned the monetary bene-

fits of cessation as a motivator. Some participants

looked forward to spending the money saved from

not smoking on other priorities, and others indicated

that they had reduced smoking due to lack of funds.

Physician support

Another motivator for smoking cessation was phys-

ician support. Some stated they could not quit cig-

arettes on their own, and felt it was necessary to seek

their doctor’s opinion before initiating cessation.

Others indicated that they felt motivated to stop

smoking because their doctors had already spoken

to them or other family members who smoked (‘And

then my doctor’s on my back’; ‘Her doctor told her

she has to stop [smoking]’). Some cited supportive

physicians as a primary reason for feeling ready to

quit.

Do not want my child to smoke

Another motivator was the potential influence of

their smoking behaviors on their children, explicitly

stating that they did not want their children to

smoke. Some emphasized their child’s lack of

agency, and some voiced fears that they were mod-

eling smoking behaviors as acceptable for their

children.

Discussion

The purpose of this qualitative study was to identify

barriers and motivators to implementing a HSB and

reducing SHSe in urban, low-income African-

American families of Head Start children. Despite

the increased risk of SHSe, African-American

families are less likely to adopt HSBs [24]. Many

themes were identified as both barriers and motiv-

ators, including asking others not to smoke in the

home, extended family members living in the home,

the caregiver’s social network, weather, cessation

tools, and money. Additional barriers included

neighborhood safety and childcare restrictions; add-

itional motivators included prevention of health

problems, physician support, cleanliness, and pre-

vention of child smoking.

Some of the above barriers and motivators named

are often identified in other populations, and some

seem more unique to an urban, low-income popula-

tion. For example, a study of barriers to HSBs for

rural White and African-American adults found

similar emphasis on social network and other smo-

kers inside the home [29]. Social network and fi-

nances have also been previously cited as both

barriers and motivators for cessation among urban

smokers in New Haven, Connecticut [33], and con-

cerns regarding the physical appearance of homes

have been cited as a potential motivator for HSBs in

disadvantaged caregivers in the United Kingdom

[28]. Health has also been highlighted; in a study

of barriers to cessation in mostly White adult smo-

kers in Tennessee, the most commonly identified

motivator of cessation was the improvement of the

smoker’s general health [34]. However, some of the

identified barriers and motivators seem to be more

common to an urban population of African-

American caregivers of young children (though

this conclusion must be tempered because we did

not conduct a qualitative analysis of non-urban smo-

kers as a comparison). Caregivers in the current

study described childcare concerns as a common

barrier, particularly for HSB implementation; care-

givers did not feel safe leaving young children alone

in the home while they smoked outside, and many

did not have the resources to find nonsmoking baby-

sitters. Obtaining affordable, smoke-free childcare

was particularly challenging for low-income care-

givers whose social network was mostly made up of

individuals who also smoked. Caregivers also re-

ported concerns about neighborhood safety,

making it more difficult for these caregivers to ask

visitors to smoke outside. This lack of resources for

childcare aligns with previous findings that African-

Americans are less likely to implement a HSB if

they are living below the poverty line [29]. These

families may not perceive themselves to have
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adequate financial resources to support a HSB while

maintaining childcare and other needs.

The smoker’s social network has been cited as an

important barrier/motivator in other studies [26, 29,

33], and several caregivers in this study also cited

their social network as a barrier. Some caregivers

indicated that smoking was common in their social

circle, which made it challenging to reduce SHSe;

this aligns with previous research that African-

American smokers perceive smoking as normative

among other African-Americans [35]. Caregivers

struggled with asking other people not to smoke in

their home, particularly older family members living

in the home. There was a high frequency of cohabit-

ation with adult family members. This presented

some unique barriers for participants living with

members of older generations who smoked in the

home; many participants were unwilling or unable

to ask older family members to change their smok-

ing behaviors. This finding also aligns with previous

research regarding the importance of extended kin

relationships in African-American families;

African-American families frequently include a

single parent and at least one non-marital ‘coparent’

who is the child’s grandmother or another extended

family member [36–40]. These families often em-

phasize shared childrearing responsibility and inter-

generational support, which may impact parents’

ability to ask for change in their coparents’ smoking

behavior [36, 38, 40, 41]. Given previous findings

that African-American caregivers are less likely to

have adopted HSBs if they are older [26], these older

generations may be an especial target for interven-

tions. Future interventions could be targeted to be

more family-based and inclusive of caregivers’

larger social circle. In addition, social network inter-

ventions have been effective in substance use [42],

HIV prevention [43] and other health interventions

[44] and may also be appropriate for tobacco cessa-

tion for this population.

The cost of cessation is also a particularly import-

ant consideration. Many of the families reported

positive outcome expectancies for cessation treat-

ment options, but did not have direct experience

with them. This could lead to increased barriers if

they have difficulty accessing aids or are not

successful with them when they do try them.

Many participants also believed that the price of

aids would be higher than maintaining their smoking

habit. Though this barrier has been found in other

populations [34], it is particularly salient for urban,

low-income populations. Buying ‘loosies’ (i.e.

single cigarettes) is common among low-income

urban populations [45–49] even though it is illegal.

Many individuals believe they are able to spend sig-

nificantly less money per day maintaining their habit

when compared with the cost of purchasing cessa-

tion aids, because of the perceived large sum of

money needed all at once to pay for these aids

[49]. This poses a significant barrier to cessation

initiation and SHSe reduction and needs to be ad-

dressed as a public policy level to increase access to

low cost cessation aids [48, 49]. There are several

free cessation treatment options available, including

free quit hotlines, but most participants were un-

aware of them; public awareness needs to be

raised regarding the availability of these options.

Of particular interest is the finding that physician

support is perceived as particularly effective as a

facilitator to quit smoking. Several participants ex-

pressed the need to speak with their physician to

obtain low cost cessation aids or prescriptions as a

necessary initial step prior to cessation. Previous

research has shown that the more the physicians dis-

cuss smoking cessation, the more likely the patient

will quit smoking [50–52], which influenced the de-

velopment and dissemination of the 5 A’s to prompt

physicians to counsel patients about smoking [53].

However, there is less focus on the importance of

physician counseling to reduce SHSe, especially in

the pediatric setting [54–56]. Previous research has

found that pediatric physician recommendations

have been associated with increased HSB imple-

mentation among African-Americans [27]. This

study supports the importance of physician support

in reducing SHSe, and highlights the need for

increased engagement by pediatric healthcare pro-

viders to assess and counsel patients about the im-

portance of SHSe reduction in the home.

Previous research has shown that MI is effective

in promoting health behavior change in minority

populations [57–61]. The results from the larger
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randomized trial indicate that MI was effective in

reducing SHSe [30]. However, our findings also

highlight the need for additional tailoring of inter-

ventions targeted toward unique cultural groups and

settings. Some research has shown that interventions

can be successfully tailored to promote greater ac-

ceptability among ethnic minority groups [62–68],

including interventions targeting smoking behaviors

among African-American and other minority popu-

lations [63–65], and MI interventions [67, 68]. For

example, Orleans and colleagues [64] tailored a

SHSe reduction intervention for African-American

smokers by including information about specific

obstacles more often faced by African-American

smokers, including stronger smoking norms,

higher rates of stress, lack of information about

harmful effects of smoking, and low daily rate of

smoking; the tailored intervention was associated

with more quit attempts than standard counseling.

There is evidence that tailored cessations interven-

tions are more preferred and appealing to African-

American smokers [66] and more successful than

standard practice at increasing short-term likelihood

of cessation [65]. Additional tailoring to address

unique challenges could also improve the overall

efficacy of HSB interventions. This study’s MI

intervention was tailored for an urban, low-income

population, but further tailoring—such as greater

emphasis on shared childrearing, intergenerational

households, and the cost/availability of cessation

aids—could improve interventions for this popula-

tion. These findings also support the need for multi-

level interventions to reduce SHSe. Given the im-

portant influence of interpersonal factors (i.e. care-

giver’s social network, advice from physicians and

medical providers) and policy (i.e. availability and

access to cessation supports) on caregiver’s abilities

to reduce SHSe, multi-level interventions seem vital

to reducing disparities in SHSe. Ultimately, im-

proved interventions can be used to reduce dispari-

ties between low-income urban populations and

other groups regarding children’s exposure to sec-

ondhand smoke.

This study has some limitations that should be

noted, the majority of which are inherent to qualita-

tive research studies. One limitation is that the

current study was conducted within the context of

manualized intervention sessions. Thus, the sessions

have ecological validity, but because they were not

designed to fully describe all possible barriers/mo-

tivators, some barriers/motivators may be under-

identified. Also, since the primary target of the inter-

vention was to reduce children’s SHSe through

encouraging a smoking ban in the home, barriers

to smoking cessation may not be as deeply articu-

lated as those for HSB implementation. Second, all

participants were low-income, African-American,

and living in a single urban city, so findings may

not generalize to other settings. However, this may

be a study strength since the population is a particu-

larly vulnerable to risk of SHSe and may benefit

from more targeted interventions and research to

address health inequalities. Despite these limita-

tions, qualitative research offers the opportunity to

identify novel information that may not be captured

by traditional research methodologies, particularly

on the difficulty of SHSe reduction among urban

low-income populations. Future research should

focus on the impact these barriers and facilitators

have on treatment efficacy as well as differences

between smoker and non-smoker families in larger

samples.

Conclusions

This study highlights barriers and motivators to

SHSe reduction, which can then inform the devel-

opment or refinement of counseling interventions to

reduce SHSe in an urban population. When design-

ing counseling interventions, interventionists should

be informed by the target population’s culture and

environment. This intervention was designed based

on principles of MI, which is typically patient-cen-

tered. However, more tailored training is still needed

for expected responses within that specific cultural

framework and setting. Tailored interventions could

help African-American caregivers better navigate

unique barriers which may help increase engage-

ment and efficacy.

This study’s findings highlight a need for

increased availability, dissemination and
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awareness-building of low-cost or free cessation

aids, such as free ‘quitlines’ (i.e. free hotlines that

provide support for cessation). Similarly, engaging

health care providers to assess and counsel care-

givers about SHSe reduction is important since

they are seen as a major source of support for care-

givers in making health behavior change. The results

also highlight the importance of considering the

child’s developmental stage when providing mes-

sages to parents who smoke. Parents of preschoolers

face particular challenges with regard to childcare

when attempting to implement a HSB, since they are

unable to leave their child unattended in the home to

smoke outside, and are limited in options for low-

cost, high-quality childcare. Quitting smoking may

be a better option for these parents. In general, prac-

titioners should take care to tailor counseling inter-

ventions based on the target population’s culture and

environment. This research contributes to the public

health importance of reducing disparities in SHSe

by highlighting the particular challenges and facil-

itating factors that urban, low-income, predomin-

antly African-American caregivers can face when

attempting to reduce their child’s SHSe.
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