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Abstract
Children exposed to secondhand smoke (SHS) are at risk of developing ear infections,
asthma, wheezing, bronchitis, as well as retarded lung growth. Indoor smoking is the
main source of children’s exposure to SHS. Despite a downward trend in smoking,
children from low income families, especially African American and Hispanic children,
continue to be exposed to SHS at a higher rate than their wealthier counterparts. This
multiple case study explored the perceptions of 15 parents of 3- to 5-year-old children
currently enrolled in Head Start regarding children’s exposure to SHS. This study relied
on the social ecological model, the theory of reasoned action, and harm reduction for
understanding the views of parents and protective behaviors aimed at eliminating
children’s exposure to SHS in their homes. Data were obtained from semistructured
individual interviews and document reviews. Data were analyzed inductively through
coding to develop themes and thick rich descriptions of each case and a composite of all
cases. Although participants were aware that SHS poses serious threats to the health of
children, overall, they lacked knowledge of SHS exposure. They also exhibited a lack of
awareness of specific illnesses associated with children’s exposure to SHS. Findings from
this study might help improve parents’ understanding of the health risks associated with
exposing children to SHS and possibly help reduce the exposure of Head Start children to

SHS through the use of contextualized interventions within the Head Start community
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Chapter 1: Introduction to the Study
Introduction

Exposure to secondhand smoke (SHS) poses a serious, but preventable, threat to
the health of children (Moody-Thomas, Sparks, Hamasaka, Ross-Viles, & Bullock, 2014;
Ortega et al., (2010); Pisinger, Hammer-Helmich, Andreasen, Jgrgensen, Gliimer, 2012;
U.S. Department of Health and Human Services [USDHHS], 2006 & 2014). SHS
contains more than 7,000 chemicals, 250 of which are toxic, and 70 of which are
classified as chemicals that can cause cancer (Centers for Disease Control [CDC], 2014).
Children exposed to SHS are at an increased risk for various illnesses. The U.S. Surgeon
General’s Report (2014) declared that “middle ear disease, respiratory symptoms,
impaired lung functions, lower respiratory illnesses, and sudden infant death syndrome
(SIDS)” are “causally linked” to exposure to SHS (p. 5). Others have drawn similar
conclusions from their research (Mills et al., 2012; Ortega et al., 2010). In addition, Chen,
Hsiao, Miao, and Chen (2013) noted that exposure to SHS has been implicated in
impaired cognitive function and increased behavioral problems in children (p. 193).

Globally, 603,000 deaths were attributed to exposure to SHS in 2004 and children
younger than 5 years had the greatest burden of upper respiratory infections due to
exposure to SHS (Oberg, Jaakola, Woodward, Peruga, & Pruss-Ustun, 2011).

Despite declines in smoking from 1965 to 2014 (CDC, 2016), indoor smoking
continues to pose a challenge, especially among lower income families (Butz et al., 2011,
p. 466; CDC, 2015). With widespread restrictions on smoking in public places, more

smokers have resorted to smoking indoors in their homes (Abdullah et al., 2011,



Wamboldt et al. 2008; Wang, Phil, Ho, & Lam, 2011). Previous studies on the exposure
of preschool children younger than 6 years to SHS have provided important
advancements in understanding the health effects of exposure to SHS. However,
strategies used by parents to protect their preschool children from exposure to SHS are
not well understood.

The aim of this multiple case study research was to expand on the scholarship on
children’s exposure to SHS by increasing understanding of preventive strategies
employed by parents of Head Start children to reduce or eliminate children’s exposure to
SHS in their homes. The results of this research contextualized the preventive efforts
used by parents of Head Start children to curb children’s exposure to SHS in their homes
and may inform future preventive efforts among smokers within the study population.

Protecting children from exposure to SHS is the primary responsibility of a parent
(Chen et al., 2013, p. 193). When parents smoke around their children, it has social and
health consequences (Ortega et al., 2010). However, as many as 25% to 43% of children
in the United States continue to be exposed to SHS at home (Barnoya & Glantz, 2006;
Butz et al., 2011; Chen et al., 2013; 06; Hawkins & Berkman, 2011). Therefore, this
study was important for understanding the strategies used by the parents of low-income
Head Start children to protect their children from exposure to SHS.

Background

SHS exposure results from passively inhaling smoke expelled by a smoker, and

side stream smoke from a burning cigarette, or thirdhand smoke, which entails coming in

contact with residue deposited on surfaces during smoking (Swindle, Shapley, Kyzer,



Cheerla, & Whiteside-Mansell, 2015). Children are exposed to SHS when their
caregivers smoke or leave them in the care of others who smoke. In fact, the Office on
Smoking and Health (2006) identified parental smoking as posing the most significant
risk for children’s exposure to SHS. Similarly, other researchers have posited that
children whose caregivers are smokers are at increased risk for exposure to SHS and its
concomitant health consequences (Kit, Simon, Brody, & Akinbami, 2013; Ortega et al.,
2010). Therefore, | designed this study to gain perspective on how parents of low-income
Head Start children view protecting their children from exposure to SHS to gain insight
into new avenues for addressing the prevention of exposure to SHS among Head Start
children. I selected participants for this study if they responded yes to the question: Do
you or anyone in your family smoke cigarettes?

SHS exposure is endemic in low-income populations and has been shown to be
specifically more problematic for low-income children whose mothers are smokers
(Jones, Cooper, Lewis, & Coleman, 2014; Jones, Hassanien, Cook, Britton, & Leonardi-
Bee, 2012; Leung, Ho, & Lam, 2004; Orton et al., 2014). Although the health hazards of
exposure to SHS are well understood, approximately 33% of children continue to be
exposed to SHS in their homes (Barnoya & Glantz, 2006; Butz et al., 2011; Hawkins &
Berkman, 2011). The U.S. Surgeon General reported that 88 million people in the United
States are exposed to SHS and, of these, 19 million are children younger than 11 years
(USDHHS, 2014). SHS exposure is especially deleterious to the health of young children
because their lungs continue to develop well into adolescence (USDHHS, 2014). Current

estimates for smoking from the CDC (2014) indicated that 18.1% (42.1 million) of



Americans are smokers. In the United States, a wide disparity exists in smoking and
exposure to SHS among the various ethnoracial groups (Wamboldt et al., 2008). People
of multiple ethnoracial backgrounds have the highest prevalence of smoking at 26.1%.
African Americans account for 18.1% of smokers as compared with 12.5% of Hispanics,
19.7% of White non-Hispanics, and 10.7% of Asians (CDC, 2015). When accounting for
age and gender, those within the age range of 25 to 44 years have the highest prevalence
of smoking at 21.6%; men were more likely than women to smoke at 20.5%, and for
women, the prevalence rate was 15.8% (CDC, 2017). At the prevalence rate of 43%,
adults older than 25 years with a General Education Development (GED) certificate
surpassed all other groups in smoking. Low-income individuals are also more likely to
suffer the health consequences of smoking (CDC, 2017).

Although a limited number of studies have addressed the problem of exposure to
SHS at home, most of the studies have focused on testing biomarkers, particulate matter,
and the disease burden of exposure. Northcross et al. (2012) used biomarkers—such as
levels of cotinine, a metabolite of nicotine, and other particulate matter in the home or in
vehicles that transport children to determine the amounts of contaminants absorbed by a
child during a specified period of time, while Butz et al. (2011) studied the concentration
of such contaminants indoors. In contrast, Brunst et al. (2012) have examined the disease
burdens associated with exposure to SHS. In a Taiwanese study, Chen et al. (2013)
measured parents’ perceptions of smoking around children and its health consequences
using sociodemographic data to predict factors associated with exposure to SHS.

Previous studies have also established that any level of exposure to SHS is unsafe (U.S.



5
Surgeon General, 2014). Aligne, Moss, Auinger, and Weitzman (2003) argued that even

at 0.02 ng/ml of serum cotinine, children were vulnerable to developing dental caries. As
stated by Pisinger et al. (2012), a clearer understanding of specific locations where
household members smoke at home and the number of persons that smoke in a home is
needed (p. 6).

Similarly, Zaloudikova, Hruba, and Samara (2012) asserted that “parental concern
about smoking prevention” (p. 43) deserves further investigation. Results from a study
conducted by Mills et al. (2012) comparing levels of cotinine in a child's saliva and the
level of particulate matter in the home were incongruent with cotinine levels, which
showed that parents underreported children’s exposure to SHS (Max, Sung, Shi, 2012;
Mills et al., 2012). A review of the extant literature shows a dearth of information on
specific research aimed at protecting children from exposure to SHS based on parental
knowledge of the harmful effects of SHS.

Developing protective measures to safeguard children from exposure to SHS may
help improve the health of those that are specifically at risk for exposure, especially
children who are already dealing with respiratory or other illnesses. As stated by Swindle
et al. (2015), exposure to SHS may worsen the health condition of children with chronic
illness. Gaining a clear understanding of factors that drive smoking behavior through the
perspectives of parents may help protect children from SHS exposure. Data obtained
from this study may also provide additional information for use in formulating specific
interventions to protect children from SHS exposure. Current legislation provides some

protections for exposure to SHS in public places (USDHHS, 2014), including schools and



childcare centers (LaVoie, Quick, Riles, & Lambert, 2015). However, researchers have
observed that legislative efforts directed at protecting nonsmokers from exposure to SHS
in specific public areas may also be putting children at a greater risk for exposure to SHS
children in their homes (Abdullah et al., 2012; Shaw et al, 2012). LaVoie et al. (2015)
found that smokers perceived the use of graphic images on cigarette packets as an affront
to their rights. Without specific legal safeguards for protecting children from exposure to
SHS at home, parents, guardians, and caregivers are left to make their own decisions
regarding the best methods for protecting children from SHS exposure. Therefore,
parents’ smoking behavior has health consequences for their children.

Despite dire health warnings on cigarette packets and other health information
regarding the harmful effects of cigarettes, people continue to smoke (USDHHS, 2006).
Generally, the incidence of smoking continues to decline across all racial groups, but
compared with other groups, tobacco consumption has increased among ethnic minorities
while quit attempts have declined (CDC, 2017). With unfettered access to cigarettes and
lack of regulation of indoor smoking in private homes, children whose parents are
smokers continue to bear the risk of exposure to SHS. Evidence suggests that a
dissonance exists between the uptake of available health information and the continued
smoking epidemic, especially among low-income earners (Bobak, Jha, Nguyen, & Jarvis,
2000). For example, the CDC (2017) reported that during 2011 to 2012, 67.9% of African
American children aged 3 to 11 years were exposed to SHS, in contrast with 29.9%
similarly aged Mexican-American children. Exposure of children to SHS is a modifiable

risk that can be avoided altogether if no one smoked around children (CDC, 2017).



Ironically, adults whose duty it is to protect children from exposure to SHS and other
harms continue to expose children to harmful toxins from SHS. In this study, | assessed
parental beliefs regarding the exposure of children to SHS through a social-ecological
lens to gain an understanding of the steep social gradient in SHS exposure among low-
income families. | used the theory of reasoned action (TRA) to explore the self-efficacy
beliefs of parents in protecting children from SHS, and the harm reduction model for
explaining the strategies that parents use for protecting children from harm. A confluence
of the three perspectives was essential in explaining the smoking behavior of adult
caregivers which unintentionally causes harm to children.
Problem Statement

Children’s exposure to SHS is a challenging public health issue. It is even more
concerning because young children cannot procure cigarettes, nor can they direct adults
not smoke around them. However, young children exposed to SHS have increased health
risks that range from asthma to ear infections, breathing impairments (Lin et al., 2010;
Pisinger et al., 2012), deficits in intellectual capacity, and behavioral problems (Pisinger
etal., 2012, p. 2). Approximately one-third of children in the United States live in a
household with a smoker (Hawkins & Berkman, 2011). Ortega et al. (2010) posited that
SHS is the “leading cause of infant mortality in industrialized countries” (p. 2).

The risk of exposure to SHS is higher among children from low-income families
(Jones et al., 2012; Leung et al., 2004; Moody-Thomas et al., 2014; Orton et al., 2014).
Based on a review of the literature on the effects of exposure to SHS on young children

and infants, the U.S. Surgeon General’s Report (USDHHS, 2014), concluded that young



children are at greater risk for adverse health consequences. Previous studies have
quantified levels of cotinine and other particulate matter in the home or in vehicles that
transport children (Butz et al., 2011; Northcross et al, 2012), measured evidence of
children’s exposure to SHS through levels of urine or salivary cotinine (Butz et al., 2011;
Kalkbrenner et al., 2010), or the disease burden of children exposed to SHS (Brunst et al.,
2012). Children are exposed to SHS at home by parents who smoke around them
(American Cancer Society, 2015; Kuntz & Lampert, 2016). However, few studies have
attempted to explore the perspectives of parents and caregivers on how to protect children
from exposure to SHS. | explored the perspectives of Head Start parents on children’s
exposure to SHS relative to the health of their children, as well as strategies that parents
use at home to protect children from exposure to SHS.
Purpose of the Study

In this multiple case study research, I explored the perspectives of Head Start
parents on children’s exposure to SHS and intentional strategies that parents use to
protect children from SHS in their homes. Understanding how parents perceive children’s
exposure to SHS might help Head Start parents to reduce or eliminate SHS in their
homes.
Protective Measures

The only effective means of protecting children from exposure to SHS entails
keeping them away from any source of tobacco smoke (U.S. Surgeon General’s Report,
2014). Several childcare scenarios or living arrangements may prevent families from

attaining this level of protection for their children. For example, the parents or other
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cohabiting relatives or friends might be smokers, or a family may entrust the care of their
children to unlicensed caregivers, including relatives and neighbors who are smokers.
The family may also reside in an apartment complex where smoking is allowed, or live in
an apartment or home previously occupied by a smoker. This type of residence may
already have thirdhand smoke, which has been implicated in triggering asthma and other
respiratory conditions in children (Swindle et al., 2015), even when current occupants do
not engage in indoor smoking.
Strategies for Protecting Children From SHS Exposure

In previous studies, the following strategies were identified for protecting children
from exposure to SHS (CDC, 2016):

1. Smoking outdoors.

2. Opening windows.

3. Smoking in another room.

4. Using a fan to blow out smoke.

5. Using air purifiers and air fresheners.

6. Using a fan to blow away the smoke.

7. Opening windows and doors to increase cross ventilation to clear the air.

8. Washing hands, using mouthwash.

Research Questions
To add to the understanding of how parents protect their children from exposure

to SHS, I recruited parents from a Head Start program. Head Start programs are required

to serve children whose family incomes are at or below the federal poverty level (FPL)
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for their family size (Head Start Program Performance Standards, 2016). Low-income
children are at high risk of exposure to SHS in their homes (CDC, 2016; Jones et al.,
2012; Leung et al. 2004; Moody-Thomas et al., 2014; Orton et al., 2014). This study
focused on parents of Head Start children because they meet the criteria for low-income
families and because they have children younger than 5 years (Head Start Performance
Standards, 2016). Children have higher vulnerability to the health effects of exposure to
SHS (Hwang, Hwang, Moon, Lee, 2012; Rushton, Courage, & Green, 2003) due to their
still-developing organ systems and rapid breathing (U.S. Surgeon General, 2014; Orton et
al., 2014).
For this study, | addressed the following research questions:
RQ1 (Qualitative)
How do parents perceive children’s exposure to SHS in their homes?
Subquestions
1. How do parents describe exposure to SHS in their home?
2. What are parent's perceived barriers to SHS free homes?
3. What are parents’ beliefs about SHS exposure of their children inside their home?
4. How do parents feel about others in their environment smoking around children?
RQ2 (Qualitative)
What specific strategies are parents using to protect their children from SHS
exposure?

Subquestions
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1. How do parents of Head Start children describe their efforts toward protecting children
from SHS inside their home?
2. Are there any motivations for using a specific method to protect children from
exposure to SHS in favor of other methods?
3. Do parents consider specific methods of protecting children from exposure to be more
effective than others?
Theoretical Framework

This study was grounded in three theoretical models: the social ecological model
(SEM), the theory of reasoned action (TRA), and harm reduction (HR). In combination,
these models addressed the power of a child’s immediate environment in shaping his or
her health outcomes, followed by the factors that influence behaviors that produce those
outcomes. The models also provided a lens for evaluating actions that mitigate the health
hazards of exposure to SHS. These theories were also useful for understanding and
explaining the views of parents regarding children’s exposure to SHS and the strategies
that parents employ to safeguard children from SHS.
The Social Ecological Model

Bronfenbrenner (2005) pioneered the ecological model in the 1970s to fill a gap
in developmental science which tended to focus on children’s aberrant behavior. The
author contextualized children’s behavior in the early years on the basis of the influences
of the immediate family. Bronfenbrenner noted that the developing child is socialized
into a “progressively complex reciprocal interaction” within his or her environment,

inclusive of “the persons, objects, and symbols” therein (p. 4). Bronfenbrenner termed the
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confluence of developmental processes and environmental influences the “proximal
process” because they set the stage for how an individual thrives within their
environment and in the larger society (p. 4). Bronfenbrenner also argued that early in the
life of a child, the “form, power, content, and direction” of enduring influences and
conditions within a child’s larger environment interact to determine the specific
developmental outcomes for a child.

Therefore, the SEM posits that behavior is influenced by a multiple of factors, and
that the health of an individual is influenced by their personal attributes and is affected by
a reciprocal relationship to their social group, their environment, and geopolitical forces
(McLeroy, Bibeau, Steckler & Glanz, 1988, p. 355). In addition, the social-ecological
model recognizes how biological, environmental, social groups, and policy issues
influence behavioral and health outcomes on an individual level. Unlike the medical
model, the SEM acknowledges that the dynamic of each social group can interact to
foster or hamper health outcomes for individuals within a social group. This model is
composed of five levels, each representing a contributing factor in the health of an
individual, and it is useful for studying health behavior on the basis of its social
antecedents as well as developing interventions for changing health behaviors (McLeroy
et al., 1988, p. 357). The following levels are based on the work of McLeroy et al. (1988,
p. 355).

Intrapersonal. On the intrapersonal level, a person's characteristics, such as
knowledge, attitudes, behavior, self-efficacy, developmental history all interact with

forces outside of the individual to influence health outcomes. According to Mangrio,
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Hansen, Lindstrom, Kohler, and Rosvall (2011), “It is widely acknowledged that the

social position of the family is closely related to the health risks that small children are
exposed to, and so the environment in which children grow up is closely associated with
their health” (p. 2).

Thus, familial relationships and close friendships such as exists between mother
and child, and family and neighbor may further expose children to SHS. In fact, if the
adults in the relationship smoke around children and if smoking around children is
considered an acceptable norm, then this will also act to increase the risk of exposure to
SHS for children.

Interpersonal processes and primary groups. These include formal and
informal social network and social support systems, including family, work group, and
friendship networks (McLeroy, et al., 1988). Relative to smoking behavior, these
networks can influence children’s exposure to SHS. Individuals who belong to what
Shaw et al. (2012) has termed a smoking island have a core of impoverished support
system and social network, which views smoking as an acceptable pastime (p. 38). The
implication is that a group’s normative practices and activities may supplant any health
messages related to smoking and children’s exposure to SHS.

Institutional factors. These include social institutions and organizational
characteristics, and formal rules and regulations for operations (McLeroy et al, 1988).
This level refers to an individual's relationship with the work or school environment, and

in this case, policies banning smoking on Head Start campuses. Included are Head Start
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staff who intervene to provide referrals to families to address concerns about the health of
a child.

Community factors. These include relationships among organizations,
institutions, and formal networks with defined boundaries. These could include retail
operations where cigarettes are sold, parks, playgrounds, and activities that are
considered acceptable in these locations. If smoking is allowed while children are on the
playground, then that raises the possibility that children can be exposed to SHS.

Public policy. At the local, state, and national levels, laws and public policies are
intended to address the general welfare of the populace. McLeroy et al. (1988) stipulated
that community variously defined as mediating structures, which include close personal
relationships with family and friends and the relationship among organizations and
groups; a specified geopolitical boundary has “differing implications for the development
and implementation of health promotion interventions” (p. 363).

Theory of Reasoned Action

The TRA as propounded by Fishbein and Ajzen (1975) served to explain the
smoking behavior of parents, the intentionality of actions taken to protect children from
SHS exposure, the perceived competence of parents in managing the risks associated
with SHS exposure, and how reasoned action guides their intent. The TRA focuses on
three important aspects of an individual’s belief system that drive behavior: (a) A
person’s beliefs which influence attitude toward the health problem and consequent
behavior, (b) subjective norms in the form of social pressure from others within their

social group, and (c) control beliefs which are tied to the self-efficacy and how the
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individual feels they are able to control the behavior (Ajzen & Fishbein, 2008). The

intentionality with which parents act to protect their children from exposure to SHS may
be tied to their attitudes toward smoking, quitting smoking, how the people in their social
group view smoking, and the individual’s perceived ability to control SHS around their
children.
Harm Reduction

Proponents of harm reduction believe that when a behavior poses risk to a person
or others around them, the behavior can either be reduced or extinguished to mitigate
harm toward self or others. With regards to smoking, when a smoker is unwilling or
unable to quit, harm reduction is the only available option for protecting children. As
stated by Leung, et al. (2004), only three out of 10 smokers who attempt to quit smoking
do so successfully despite available aids to support quitting and "psychobehavioral
interventions™ (p.688). Wamboldt et al. (2008) found that banning indoor smoking
reduced the number of cigarettes smoked, but did not completely eliminate children’s
exposure to SHS. Evidence presented in the Surgeon General's Report (2006, 2014)
concluded that no amount of exposure to SHS is safe. Similarly, a prospective study to
examine the effects of SHS on the health of infants whose parents used harm reduction
measures to reduce their exposure to SHS found that hospital admissions were higher for
infants whose parents smoked "with poor smoking hygiene™ by an odds ratio of 1.28
compared to those with better "smoking hygiene"” with an odds ratio of 1.00 at 95%
confidence interval (Leung et al., 2004, p.687). Good smoking hygiene requires smoking

away from a child’s immediate environment while poor smoking hygiene refers to
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smoking from a distance of at least 3 meters proximal to the child (p.687). This research
examined these theories as applied to parents’ perception of SHS exposure relative to the
health of the children, their relationships with their familial and social groups, and how
these translate to behaviors and practices that help or hinder children’s exposure to SHS.
Nature of the Study

This study used qualitative methods, specifically the multiple case study to
explore the views of Head Start parents and the strategies they utilize at home to
safeguard children from exposure to SHS. | chose the multiple case study design because
it allows for obtaining data from multiple cases and data sources to gain insight into a
specific problem (Creswell, 2007, 2009). The qualitative approach helped to discover
how parents attempt to mitigate harm by exploring strategies used to reduce children’s
exposure to SHS, which is a primary focus of this dissertation. This study also used the
social-ecological model to understand and explain how parents perceive SHS exposure,
and parents’ protective health behaviors. Additionally, the theory of reasoned action was
useful for explaining how parental beliefs either facilitates the exposure of children to
SHS or helps to protect children from exposure to SHS. To understand how parents
protect children from SHS is congruent with the concept of harm reduction which was
useful for understanding the actions of parents toward maximizing opportunities to
protect children from SHS exposure. Currently, evidence suggests that parents lack the
confidence to implement smoke-free households which reduces the amount of cotinine

exposure of children (Mills et al., 2012).
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Participants consisted of 15 parents of Head Start children recruited from 4 of 13
program locations in the Northwest of Houston, Texas. Each participant was the parent or
legal guardian of a currently enrolled Head Start child ages 3 to 5 years old. The
inclusion of a parent in the study was based on a positive response to the question: Do
you or anyone in your household smoke cigarettes? Parents who agreed to participate in
the study were recruited and were included in the study. The Head Start campus and the
participants were selected using purposive sampling.

Definitions
The following definitions are intended to disambiguate words or clauses
used in this study and promote uniform understanding:

Biomarkers: Biomarkers or biological markers are “objective indications of
medical state observed from outside the patient — which can be measured accurately and
reproducibly” (Strimbu & Tavel, 2010), for example, amount of hair or salivary cotinine.

Carcinogen: Substances that can trigger cellular changes in the DNA and
potentially cause cancer (American Cancer Society, 2015).

Cotinine: Cotinine is a metabolite of nicotine (Hwang et al., 2012). The Centers
for Disease Control and Prevention (2013) defines cotinine as a product of nicotine found
in the body of people exposed to SHS or other tobacco product.

Secondhand smoke (SHS): Exposure to SHS is the involuntary inhalation of
smoke from the burning cigarette—side stream and expelled smoke from a smoker

(Orton et al., 2014; CDC, 2014).
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Thirdhand smoke (THS): THS exposure entails contact with deposits from
cigarette smoke that have settled on indoor surfaces including furniture, walls, carpeting,
and clothing (Ciaccio & Gentile 2013; Martins-Green et al, 2014; Winnikoff, Friebely,
Tanski, Sherrod, Hovell, & McMillen, 2009).

Risk Factors: Specific determinants of health or disease. Some risk factors can be
modified and others cannot. Modifiable risk refers to actions or behaviors that can be
changed, eliminated, or modified to prevent illness. For example, quitting smoking to
reduce the risk of children’s exposure to SHS and its associated health problems is one
way of attenuating the risk of exposure to SHS.

Harm Reduction: Action(s) taken to mitigate, change, or decrease the harm
associated with exposure to any harmful substance which does not present the threat of
imminent danger, but for which long-term consequences are not desirable (Canadian
Paediatric Association, 2010).

Protective Behavior: In the context of this research, protective behavior includes
all behaviors intended to separate children from the source of SHS to reduce children’s
exposure to SHS.

Intentionality—According to Siewert (2006) “Intentionality is the aboutness or
directedness or reference of mind (or states of mind) to things, objects, states of affairs,
events.” For the purpose of this study, intentionality refers to thoughtful, deliberate
actions taken to prevent the exposure of children to SHS prior to lighting a cigarette, or

when a parent encounters someone who is smoking in the presence of their children.
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Assumptions

It was assumed that participants would provide honest answers to the questions
related to their children's exposure to SHS, as this will enhance understanding of their
perspective on protecting children from exposure to SHS. It was also assumed that
parents are inherently protective of their children’s well-being, and thus will be willing to
cooperate with a researcher if they believe that their participation will be beneficial to
their children. Additionally, it was assumed that parents would be willing to discuss their
perceptions in furtherance of understanding how to protect children from SHS exposure.
Also, | assumed that the parents would be amenable to sharing their perceptions since
they were fully informed of their rights to anonymity, respect, and the choice to terminate
and/or withdraw their consent to participate in this study.

Scope
This study focused on the perspectives of Head Start parents on children’s
exposure to SHS and intentional strategies used by parents to protect children from SHS.
The participants were drawn from four of 13 Head Start sites located in Houston, Texas.
Although a plethora of information exists on children's exposure to SHS, these studies
have focused largely on collecting data on the levels of exposure.
Delimitations
In line with the purpose of this study which was to explore how Head Start

parents protect their children from exposure to SHS, only parents of Head Start children
that self-identify as smokers or reside with a smoker or smokers could participate in this

study. For the purpose of this study, a Head Start parent was defined as the parent or



20

guardian on record with the Head Start agency. Participation in the study was open to
mothers, fathers, or both parents, and court-appointed guardians. Each participant was
interviewed separately. This research was focused on the strategies used by Head Start
parents in Houston, a large metropolitan area, to protect their children from exposure to
SHS within their home environment. | conducted the study during the spring of 2016-
2017 Head Start program year.
Limitations of the Study

The results of this study may not be generalizable to other populations due to the
specific questions addressed by the study and the sample size. Generalizations to other
Head Start participants or persons of low socioeconomic status will require a large-scale
study using additional metrics such as age, gender, ethnicity, educational attainments and
other factors known to impact health behavior. The results obtained from this study
reflect the responses given by 15 low-income Head Start parents who participated in this
study, and should be applied with caution as their perceptions may not be shared by Head
Start parents in other regions of the country. Also, the results obtained from this research
may only be useful in explaining the protective behaviors of Head Start parents in the
Head Start campuses from which participants were recruited.

Significance of the Study

This study highlighted the need to focus more effort on research that reduces the
exposure of young children to SHS. Data obtained from this research is intended to
increase understanding of child exposure to SHS and strategies used by parents to prevent

children’s exposure to SHS at home. It is anticipated that insight from this data will also
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help Head Start providers in developing training programs that will improve the air
quality for children by eliminating children’s exposure to SHS at home and supporting
children’s healthy development. One of the primary goals of Head Start is to promote the
overall health and development of children and their caregivers through education (Head
Start Performance Standards, 2016).

In addition, it is important to focus more effort on research that reduces the
exposure of young children to SHS. As suggested by LaVoie et al. (2015), successful
smoking interventions should account for the perspectives of the target population in its
design. Otherwise, resources may be wasted on interventions to which these groups
cannot relate. SHS is a byproduct of lifestyle choices of parents and caregivers (American
Cancer Society, 2015). As postulated by Shaw et al. (2012) due to stigmatization, the
home is becoming the only place where smokers can exercise their freedom to smoke
(para 3). By the same token, Graham cited by Bobak et al. (2000), also noted that
smoking was probably one of the few things that a poor person can do of their own
volition (Bobak et al., 2000). Also, eliminating smoking indoors may help improve
children’s healthy development and reduce the risk of morbidity and mortality associated
with exposure to SHS (Lopez, Collishaw, & Piha, 1994).

By answering the research questions, | sought to engender more discourse on the
smoking behavior of parents and any intentional actions taken by parents to protect their
children from exposure to SHS. This may increase understanding of how parents perceive
exposure to SHS with regard to the health of their children, and provide more useful

knowledge on how to develop future intervention programs aimed at eliminating SHS.



22

Prevention of exposure to second-hand smoke is an important public health goal, and
eliminating children’s exposure to SHS in their homes is necessary for preventing
immediate as well as long-term health consequences (Max et al., 2012). Failed prevention
efforts indicate that a different approach is necessary.
Social Change Implication

Prevention of second-hand smoke exposure is an important public health goal.
Because children come in contact with SHS in different ways, identifying how parents
view children’s exposure to SHS and how they protect children from exposure may help
to increase understanding of children's exposure; and inform the focus of future
intervention efforts with parents to reduce exposure. In addition, the Office of Head Start
might also use information obtained from this study to expand its parent and community
engagement policies to educate Head Start parents on how to protect children from
exposure to SHS.

Summary of Chapter 1

SHS exposure poses a serious threat to the health of young children. Despite clear
indications that SHS is responsible for many childhood illnesses and premature death in
the pediatric population, the prevalence of smoking, especially among the poor, remains
high. Regulations designed to preserve the rights of nonsmokers have helped to decrease
exposure to SHS in many public venues. However, the same policies may stigmatize
smoking by making indoor smoking the favored choice for many smokers. Evidence
indicates that most children are exposed to SHS inside their homes or vehicles. Research

has also shown that levels of the biomarker, cotinine are highest for children whose
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parents smoke, apartment dwellers, and low-income families. Children from low-income
families who are on the steep end of the socioeconomic gradient continue to bear the
highest burden of exposure to SHS (Orton et al., 2014). The information provided in this
chapter established that children from low-income families continue to be exposed to
SHS at home and that more attention needs to be directed toward research on how parents
view children’s exposure to SHS, and how to protect children from the health risks
associated with SHS. Hence, | designed this study to add to the knowledge. In chapter 2, |
presented further evidence in support of the research and discussed literature review

strategies and the theoretical framework for the study.
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Chapter 2: Literature Review
Introduction

SHS exposure is a preventable health hazard (Pisinger et al., 2012; Rosen, Noach,
Winickoff, & Hovell, 2012; World Health Organization [WHQ], 2017). Children exposed
to SHS are at increased risk of respiratory problems, asthma, sudden infant death
syndrome (SIDS), asthma flare-ups, frequent hospital emergency room visits, and other
health issues (USDHHS, 2014). However, the WHO (2017) estimated that 890,000
premature deaths occur each year as a result of exposure to SHS with children accounting
for 28% of these deaths in 2004. In the United States, 40% of children reside in homes
where they are exposed to SHS (USDHHS, 2014). Previous studies have assessed the
levels of biomarkers in the blood (Butz et al., 2011) or used a combination of biomarker
testing and “self-reports” (Max et al., 2012) to assess children’s exposure to SHS and
disease burden (Brunst et al., 2012). However, few studies have attempted to explore the
perspectives of parents and caregivers on how to protect children from SHS exposure. |
attempted to fill that gap by exploring the perspectives of parents of Head Start children
on intentional strategies that parents use at home to protect children from SHS exposure.
| designed this study with the specific objectives of exploring (a) the parents’ perceptions
of children’s exposure to SHS, and (b) the measures used by Head Start parents to protect
children from exposure to SHS.

In this chapter, | addressed current evidence on children’s exposure to SHS with a
specific focus on factors that influence the exposure of children to SHS, especially

preschool children aged 3 to 5 years or younger. This review of literature also spanned
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the mortality and morbidity, specifically of illnesses attributable to SHS exposure,
smoking behavior of caregivers, and the role of caregivers in preventing the exposure of
children to SHS. In addition, I reviewed current preventive efforts by caregivers/parents
and pediatricians in preventing children’s exposure to SHS.

| present a literature review strategy to aid future retrieval of articles associated
with this study. | used keyword searches that were relevant to the research questions to
retrieve related articles on Walden University’s online library, local libraries, and the
worldwide web. The focused search included the following keywords: children and SHS
exposure, SHS exposure and preschool children, SHS exposure and Head Start children,
SHS exposure of preschoolers, and SHS and poverty. These served to identify articles
related to young children and exposure to SHS. Information obtained from the review
elucidated the effect of the continued exposure of children to SHS, and the trajectory of
current studies and interventions which, may contribute to shaping future conversations
and interventions on children’s exposure to SHS.

Four important clarifications are necessary for understanding the focus and target
population for the study: First, Head Start children range in age between 3 to 5 years.
Second, caregiver refers to both parents, legal guardians, and other relatives or friends
who care for the child in their home or the home of the child’s home. Third, it is helpful
to distinguish between the study population and parents whose children attend paid child
development centers, public school pre-kindergarten, and those that attend childcare
centers sponsored through child welfare back to work programs. Head Start serves

children whose family incomes are at or below the federal poverty level (FPL) for their
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family size (Head Start Program Performance Standards, 2016). Unlike parents whose
children attend other child development programs, Head Start parents play an important
role in a tripartite governance of Head Start agencies as mandated by law (Head Start
Program Performance Standards, 2016). Head Start parents are the only group with the
privilege to act as important decision-makers in the care and education of their children,
beyond the parent-teacher conferences afforded parents in public schools and other child
development settings. In addition, Head Start programs are required to follow a
comprehensive child development plan individualized to the child and family to prepare
children for entry into kindergarten. Federal regulations mandate that Head Start
programs collaborate with parents to address children’s health and safety needs (Head
Start Performance Standards, 2016). With this unique offering comes a variety of
opportunities for parents to engage with staff in activities geared toward preparing their
children for kindergarten and improving their health.
Literature Search Strategy

| conducted the research for this study using Walden University’s online library,
including, EBSCO, CINAHL Plus, ProQuest Central/Dissertations, Thoreau Multi-
databases, and Academic Search Complete. | also conducted additional searches through
PubMed Central, Google Scholar, Directory of Open Access Journals (DOAJ), and
various reputable peer-reviewed online journals, including Thorax, CHEST, Circulation,
Tobacco Control, and Pediatrics. For this review, | only selected literature relevant to
smoking indoors and the exposure of children to SHS. Additional selections included

articles that helped shed more light on children’s exposure to SHS, especially among
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low-income families. I only reviewed articles published in English since 2006. Two
articles were related to parents’ attitudes toward protecting children from SHS.
Theoretical Framework for the Study

The undergirding framework of the SEM recognizes that personal attributes,
reciprocal relationship to a social group, the environment, and geopolitical forces work in
concert to exert a positive or negative influence on health outcomes through behavioral
contingencies (McLeroy et al., 1988, p. 356). Smoking behavior is one such behavior that
is influenced by permissibility in social circles and one’s innate ability to resist peer
pressure to smoke (Pampel, 2005). Succumbing to social pressure to smoke exposes
others to SHS.

In addition, the supporting TRA expounds on the smoking behavior of parents,
the intentionality of actions taken to protect children from SHS exposure, and the
perceived competence of parents in managing the risks associated with exposure.
However, to understand harm as a concept, | relied on Mill’s Harm Principle (2004) to
shed some light on what constitutes harm with regards to polity, legal, and moral
arguments on the rights of caregivers to smoke in their own home.

Finally, I grounded the study in harm reduction, which posits that reducing or
eliminating harm in one’s environment without necessarily extinguishing a harmful
behavior can help reduce harm to oneself or others (Canadian Pediatric Society, 2008).
This theoretical framework addresses how to reduce the harm caused by the use of
addictive, recreational substances when the chance for abstinence is limited. In the

context of harm reduction, SHS exposure of children is not an independent phenomenon;
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it is the direct result of the smoking behavior of others around the children. Hovell and
Hughes (2009) asserted that smoking and its health consequences, including exposure to
SHS, are byproducts of behavior that is reinforced by a complexity of physical, social,
and financial contingencies, which may include relief from nicotine withdrawal, helping
one another light a cigarette, buying someone a drink, or establishing sexual relationships
down the line. Others have advanced equally powerful negative contingencies such as
low socioeconomic status and lack of knowledge about health consequences as catalysts
to smoking and exposure to SHS (Orton et al., 2014). These contingencies reinforce and
sustain the smoking behavior or attract others to engage in the smoking behavior, but
policies such as those that ban smoking in public places could change the way people
view smoking and may help extinguish the behavior (Kuntz & Lampert, 2016, p. 2).
Previous considerations for safeguarding the rights of others have been in the
form of legislation banning smoking in public buildings and workplaces; and as of
December 2010, 26 states have adopted laws to limit non-smokers’ exposure to SHS
(CDC, 2011). Worldwide, 109 countries have also implemented laws banning smoking in
public places by 2012 (Orton et al., 2014). Specific laws protecting children have been
circumspect in avoiding the violations of individual rights to exercise their freedom of
choice in their homes. Therefore, only suggestions and guidelines for avoiding children’s
exposure to SHS are available to parents and caregivers (Centers for Disease Control and
Prevention, 2014). However, Guindon and Boisclair (2003) and the WHO (2017)
suggested that the most effective way to curb the use of tobacco is to increase taxes

which will in turn force poor people and younger people who are equally poor to quit
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smoking. Few studies have attempted to explore parents' and caregiver perspectives on
how to protect children from SHS exposure.
Review of Literature

SHS exposure is a well-known public health issue whose ill effects are widely
documented in the seminal literature. Researchers have noted that the incidence of
smoking has continued to fall since the first Surgeon General’s report in 1964 (Ciaccio
and Gentile, 2013, USDHHS, 2014). Ciaccio and Gentile, (2013) and Homa et al., (2015,
p.1), reported that even with over 50% decline in exposure to SHS during 2011-2012,
approximately 58 million people in the United States, including 15.1million children
aged 3-11 years continue to be exposed to SHS (Homa et al., 2015 p.103). Worldwide,
the number of children exposed to SHS stands at 40% (Rosen et al., 2014) and
domestically, an estimated 33% of children are exposed to SHS in their homes (Hawkins,
Chandra, & Berkman, 2012). As noted by Homa et al. (2012), the risk is even greater for
low-income children ages 3 tol11, with non-Hispanic black children bearing the highest
risk of exposure to SHS at 67.9%, compared to non-Hispanic whites at 37.2% risk of
exposure, and Hispanic children at 29% (Homa et al, 2015, p. 105).

SHS is composed of a mixture of a smoker's exhaled smoke and smoke from
burning cigarette (Hwang, et al., 2012; Ortega, et al., 2010). This mixture contains over
4,000 chemicals; 43 of which are considered carcinogens (American Academy of
Otolaryngology-Head and Neck Surgery, 2010; USDHHS, 2014). Current evidence is
inconclusive on the amount of exposure necessary to induce health problems in children

(Wilkinson, Arheart, & Lee, 2005). As noted by Pawson, Wong, and Owen (2011), eating
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certain foods, such as potatoes or tomatoes may temporarily increase cotinine levels.
However, researchers agree that no amount of exposure to SHS is safe (Pawson, Wong,
& Owen, 2011, USDHHS, 2014).

Although inroads have been made in understanding how exposure to SHS affects
the health of children (USDHHS, 2014), the literature on parent’s perception of
children’s exposure to SHS and intentional efforts of parents to prevent exposure among
children aged 0-5 years is limited.

As stated by Pisinger et al. (2012), a clearer understanding of specific locations
where household members smoke at home and the number of persons that smoke in a
home is needed (p.6). Similarly, Zaloudikova, Hruba, and Samara (2012) identified
“parental concern about smoking prevention” (p. 43) as deserving of further
investigation. Orton et al., (2014) concluded that current evidence is inconclusive as to
the efficacy of existing interventions, and as such, future studies need to consider the
“context in which smokers live and smokers’ environment” (p.3). LaVoie et al., (2015)
have also concluded that more parental involvement in the research of issues related to
their children’s health is needed because parents understand the needs of their children
more than anyone else.

Although a limited number of studies have addressed the problem of children’s
exposure to SHS at home, most of the studies have quantified levels of cotinine and other
particulate matter in the home or in vehicles that transport children (Butz et al., 2011;
Hwang et al., 2012; Mills et al., 2012; Northcross et al, 2012; Wilson et al., 2013) or have

focused on determining evidence of children’s exposure to SHS through levels of urine or
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salivary cotinine (Butz et al. 2011), or the disease burden of children exposed to SHS
(Brunst et al., 2012). As observed by Zaloudikova et al., (2012) most studies regarding
children’s exposure to SHS have focused on children in middle or high school. Orton et
al. (2014) found similar results in their analysis of predictors of children’s exposure to
SHS. Protecting children from exposure in the home environment is essential for
preserving the health of children, but the evidence on intentional strategies employed by
parents of Head Start children to protect their children from SHS is sparse.
Sociocultural Determinants of SHS Exposure

Smoking has long been glamorized in movies. The CDC (2014), observed that in
2014 movies directed at youth had the highest incidences of smoking since 2002, and PG
13 movies made between 2010 and 2014 have maintained almost the same level of
smoking or showed actors using other forms of tobacco (CDC, 2014). It has been over 50
years since the U.S. Surgeon General’s first report that warned that smoking causes
serious health problems (USDHHS, 2006). Since then, the federal government, states,
and other local jurisdictions have enacted laws to protect nonsmokers from exposure to
SHS thereby reducing the number of places where smoking is accepted and providing
many options for supporting those who want to give up smoking (CDC, 2014). Despite
all these developments, many individuals continue to smoke.

Determinants of children’s exposure to SHS include socio-demographic factors
such as education, employment, income, lifestyle, race, and ethnicity. As observed by
Skeer, George, and Siegel (2004), 4 states and 950 cities have enacted laws and policies

establishing smoke-free zones or preventing smoking in restaurants. However, these laws
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may be creating the opposite effect of increasing health disparities among lower income
groups. Skeer et al. (2004) noted that these health disparities may be increasing partly
because wealthier and better-educated towns have proven to be more successful in
enacting and enforcing smoke-free legislation, despite a lack of uniform legislation
governing smoke-free laws in the U.S. Further, there are cultural differences in smoking
behavior (Shiva & Padyab, 2008). Whereas adults can immediately remove themselves
from SHS exposure, children often have to stay with the adult smoker because they are
family members or caregivers (Levy, Rigotti, & Winickoff, 2011; Shaw et al., 2012).
Hwang et al. (2012), cited several disadvantages that place children at increased risk of
harm from SHS, including a) Compared to adults, children have higher respiratory rates
and consume more food and drinks than adults relative to their size, b) due to their
smaller size, children stay close to the ground where they are exposed to more toxins, ¢) a
child’s immune system is still developing, and d) children spend time sitting close to their
parents or adult caregivers (p.36 ). However, even when caregivers understand the
dangers of exposing children to SHS, Robinson and Kirkcaldy (2007) found that parents
preferred to blame their children's health problems on 'genetics' and 'pollution.’ In
contrast, Wilson et al., (2013), showed that mothers were motivated to protect their
children from exposure to SHS when they became aware of the harm associated with
exposure to SHS.
Socioeconomic Status and the Exposure of Children to SHS

Children, especially those from low socioeconomic backgrounds continue to be

exposed to SHS in their homes (Hwang et al., 2012; Levy et al., 2011). A disparity exists
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in children’s exposure to SHS and this is manifested in higher rates of children’s
exposure to SHS and higher disease burden among those in the lowest rungs of the
socioeconomic strata (Ortega et al., 2010; Pisinger et al., 2012). In fact, the Centers for
Disease Control and Prevention (CDC, 2010) found that during 2007-2008, exposure to
SHS as measured by levels of "serum cotinine" declined from 52.5% to 40.1%. However,
during the four-year period from 1999-2002, when the greatest declines were observed;
the prevalence of exposure to SHS remained highest among low-income non-Hispanic
blacks and low-income children ages 3-11 years and 12-19 years (CDC, 2010). This
argument was buttressed by Max et al. (2012) who stated that blacks and Hispanics had
higher exposure rates and associated disease burdens (Max et al., 2012). In addition,
Bobak et al. (2000) asserted that poor people consume more tobacco products and are
also more at risk for diseases associated with SHS exposure. Similarly, Pampel, Kruger,
and Denny (2010) observed that low socioeconomic status (SES) groups tended to
engage in unhealthy behavior such as smoking regardless of cost, and not health
promoting behavior such as walking, which has little-associated cost.
Health Consequences of SHS Exposure of Children

SHS exposure poses serious health threats to nonsmokers (Hwang et al., 2012;
Kuntz & Lampert, 2016; Orton et al., 2014). Exposure to SHS causes illnesses and
premature death (USDHHS, 2014). Also, exposure to SHS cost 10.9 million DALY lost
in 2004 with children bearing 61% of the disease burden through “lower respiratory

infections” (Oberg, Jaakkola, Woodward, Peruga, Priiss-Ustiin, 2010 p.1& 5). In 2004,



34

approximately 40% of children lived in households where they were exposed to SHS
(Oberg et al., 2010).

Evidence shows that the children whose parents or caregivers smoke are at higher
risk of exposure to SHS and its associated health consequences (Rosen et al., 2014,
Kalkbrenner et al., 2010; Orton, et al., 2014). Oberg, Jaakkola, Woodward, Peruga, and
PrissUstun (2011), estimated that SHS exposure accounts for an estimated 603,000
deaths and 28% of those affected worldwide are children. In the US, 776 infants died
from maternal exposure to SHS in utero during 2006-2010 (Max et al., 2012). Mills et al.
(2014) conducted a study that examined factors influencing exposure to SHs among
Scottish children aged 1-5 years and found that children whose parents, especially
mothers, smoked were at considerably high risk of exposure. Other studies support this
assertion (Jones et al., 2012; Leung et al. 2004; Moody-Thomas et al., 2014; Orton et al.,
2014). In a systematic review, Cook and Strachan (1999) concluded that the odds ratio of
children exposed to SHS experiencing respiratory illnesses and symptoms of middle ear
disease were between 1.2-1.6 with preschool aged children at the highest risk. Similarly,
the U.S. Surgeon General’s Report (USDHHS, 2014), asserted that exposure to SHS
adversely affected the respiratory health of children.
Risk Factors Associated with SHS Exposure
Asthma

Asthma is a respiratory illness which causes coughing, wheezing, shortness of
breath, and chest pain (CDC, 2016). Although asthma is not directly caused by exposure

to SHS (USDHHS, 2014), evidence shows that exposure to SHS can exacerbate the
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symptoms of asthma (Kit et al., 2013). Children whose parents smoke have a higher risk
of upper respiratory illness, including asthma flare ups (USDHHS, 2014). In a cross-
sectional study using National Health and Nutrition Survey (NHANES) data for youth
aged 4 to 19 years, Kit et al., (2013) found that 1 in 6 youth with asthma continue to be
exposed to SHS at home despite a continued decline in the incidence of smoking (Kit et
al., 2013; USDHHS, 2014).
Inner Ear Infections

Moreno, Furtner, and Rivara (2012) in their advice to parents who want to quit
smoking reported that 292,950 children have ear infections each year; and any family
member who smokes “raised the risk of ear infections for their children” (para. 4). Ninety
percent of children will experience inner ear infections before the age of 6 months and 4
years. However, Moreno et al. (2012) asserted that frequent ear infections, defined as
three or more in the past year, were a result of children’s exposure to parental smoking.
Behavioral Problems

Other Health issues for children include behavioral problems. In a cross-sectional
survey aimed at examining the potential association between confirmed exposure to SHS
and specific mental health disorders among children and youth, Bandiera et al. (2011),
found that children exposed to SHS showed symptoms of major depressive disorder,
generalized anxiety disorder, attention deficit and hyperactivity disorder, and conduct

disorder (p.5).
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Cardiovascular Disease & Other Health Effects

In conducting a systematic review of cardiovascular disease in children, Metsios,
Flouris, Angioi, and Koutedakis (2011) found conclusive evidence for deteriorating lipid
profiles and vascular function in children exposed to SHS. In a recent study, Joehanes et
al. (2016) examined the long term effects of smoking on 16 cohorts of 2433 current
smokers, 6518 formers smokers, and 6956 never smokers, and found that smoking causes
epigenetic change by methylation — chemical changes in gene functions that do not
necessarily lead to changes in DNA sequence. The researchers also noted that most of the
changes disappeared after 5 years of quitting smoking, but some of the changes persisted
for 30 or more years and could serve as sensitive biomarkers for lifetime exposure to
SHS. Separating children from sources of exposure to SHS is necessary to reduce harm to
their developing bodies (Joehanes et al., 2016).
Social Modeling

Lessov-Schlaggar et al. (2011) concluded that exposure to SHS at home increases
children’s susceptibility to adopting smoking later in life; a stance shared by others
(Kuntz & Lampert, 2016; Shiva & Padyab, 2008; Zaloudikova et al., 2012). As stated by
Faletau, Glover, Nosa, and Pienaar (2013), a child’s future health behavior will be
predicated on the examples that are currently being set by parents. Moreover, the CDC
stated that over 80% of adult smokers tried their first cigarette prior to the reaching the
age of 18 years (p.1139). Not only did blacks retain higher levels of cotinine in their

body, they also tended to smoke more cigarettes (Faletau et al., 2013).
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Lung Disease

The U.S. Surgeon General’s report (CDC, 2014), showed that exposure to SHS
stalls the normal growth of the lungs in children and increases the incidence of severe
asthma attacks. Stocks and Dezateaux cited by Hwang et al., (2012) conducted a review
of literature related to children’s lung health and found that children exposed to parental
SHS “demonstrated a reduction in forced expiratory flows” (p. 36). Through a review of
literature, Stead and Lancaster (2007) found that reducing the number of cigarettes
smoked and smoking less toxic alternatives helped improve quit rates among smokers;
however, they did not find any conclusive evidence that reducing the number of
cigarettes smoked or switching to less toxic alternatives had any long-term health benefits
for smokers and those exposed to SHS. Additionally, the best protection from smoking
related illnesses is abstinence from smoking (CDC, 2014).
SHS at Home

Preventing exposure to SHS at home is a difficult task. Researchers have
suggested that voluntary smoking bans at home and in cars will protect children from
exposure to SHS (CDC, 2014; Homa et al., 2015; Orton et al., 2014). In a Swedish study,
Zaloudikova et al. (2012), interviewed 766 children ages 6 tol1 years old to determine
their level of exposure to SHS in their homes. These authors found that parents’
educational attainment and type of family composition significantly affected-children’s
exposure to SHS, especially for children whose mothers or step-mothers had low
educational status (p.40). In addition, the authors noted that only 36.3% of the children

dared to ask adults not to smoke near them, but adults granted their requests only 17% of
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the time (p.40). Biological evidence of exposure to SHS is higher for children whose
parents are smokers (Johansson, Hermansson, & Ludvigsson, (2004). Even so, Mills et al.
(2012) compared levels of air impurities with parental reports of children's exposure to
SHS in their homes and found that in contrast with cotinine levels, exposure to SHS was
under reported by parents (Mills et al., 2012). Max et al. (2012) drew similar conclusions
from their study of economic implications of exposure to SHS. However, using a
combination of parent questionnaires and the analysis of cotinine levels in the urine of
children 2.5 to 3 years old, Johansson, Hermanson, Ludvigsson (2004) found that
smoking outside with the doors closed was the best available method but not necessarily
the most effective in protecting children from SHS exposure.

According to Ciaccio and Gentile (2013), researchers investigated the effects of
smoking outdoors versus indoors and found that smoking outdoors did not completely
alleviate problems presented by exposure to SHS when children’s symptoms persisted
despite a disruption from indoor smoking. National Academies Press (2007) reported that
children have a higher likelihood of exposure to SHS at home due to the amount of time
they spend at home. In addition, Levy et al. (2011) asserted that “the impact of exposure
to SHS is concentrated” among the population of low-income since these children are the
most likely to reside with a smoker (p. 1). Bobak et al. (2000) found that poor people
smoke more, and compared to whites, blacks tend to retain higher levels of the serum
cotinine—the chemical metabolite that shows how much nicotine the body has absorbed,

and how it influences disease.


http://www.ncbi.nlm.nih.gov/pubmed/?term=Ludvigsson%20J%5BAuthor%5D&cauthor=true&cauthor_uid=15060255
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Although some researchers have argued that legislation banning smoking in
public places has been responsible for driving smokers indoors, others have ascribed this
act to self-sustaining social and cultural contingencies which continue to support indoor
smoking (Hovell & Hughes, 2009). Based on a review of available evidence, the U.S.
Surgeon General concluded that there is no safe level of exposure to SHS (CDC, 2006;
Wilson, Klein, Blumkin, Gottlieb, & Winickoff, 2010). From the foregoing, any level of
exposure to SHS has short or long-term implications for lung and heart health. It appears
that many obstacles interfere with establishing a smoke-free environment. First and
foremost are the rights of the individual smoker versus the rights of non-smokers, and
more specifically, the rights of children; and secondarily, the continued exposure of
children to SHS despite available smoking cessation and other available interventions.

Thirdhand smoke refers to remnants of SHS left on surfaces inside a home or
other enclosed structures where people smoke or used to smoke (Ciaccio & Gentile,
2013, p.2). It appears that long after a smoker vacates an apartment, remnants of SHS that
settled on surfaces throughout the unit continues to affect the health of new tenants.
Thirdhand smoke presents additional exposure issues, especially in multi-units where
smoking is permissible (Ciaccio & Gentile 2013; Martins-Green et al., 2014; Winnikoff,
Friebely, Tanski, Sherrod, Hovell, & McMillen, 2009).

Financial Burden of Children’s Exposure to SHS

SHS exposure imposes serious health and financial consequences on the

economy. Globally, an estimated 40% of children are exposed to SHS; and in 2004, there

were 603,000 premature deaths attributable to SHS exposure, 28% of whom were
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children (Oberg et al 2010, p. 5). According to the CDC, despite the decrease in smoking,

an estimated 88 million people in the US are exposed to SHS. Of those, 54% are children
between the ages of 3-11 years (CDC 2017). Domestically, the cost of treatment for SHS
related illnesses between 2000 and 2012 was $133 billion, and the amount rose to $289
billion when lost productivity was taken into account (American Cancer Society, 2015)
this number has since risen to $300 billion dollars, according to the (CDC, 2017). Based
on the number deaths from exposure to SHS, the U.S. incurs 600,000 years of potential
life lost and $6.6 billion in lost productivity annually (Shi, Sung, & Shi, 2011, p. 2176).
This number remains unchanged in 2015 (CDC, 2017). In a U.S. study involving children
who lived with adult smokers, Levy et al., (2011) found that although children with
Medicaid expenditures had almost twice the likelihood of living with a smoker, the
overall amount spent on their health care visits was not significantly higher than for
children living with non-smokers. However, when explored by emergency room visits,
and prescription drug expenditures, the results were statistically significant for children
living with smokers (p.4).

Evidence suggests that a dissonance exists between the uptake of available health
information and the continued smoking epidemic (Lopez et al., 1994), especially among
people of low socioeconomic status. Each year in the U.S., an estimated 443, 000 people
die from tobacco related illnesses while medical expenses for illnesses related to
exposure to SHS and lost productivity top $193 billion annually (USDHHS, 2014). On an
individual level, a smoker spends about $1,640.00 to $3,810.00 a year on a “pack a day

habit” (Tobaccofreekids.org, 2017, para. 1), thereby, reducing the disposable assets
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available to the family by up to 10% (WHO, 2017). Also, medical emergency room visits

and time spent tending to a sick child may affect the family’s income. The Surgeon

General’s Report of 2006 (cited in USDHHS, 2014) stated that 60% or 22 million U.S.

children ages 3-11 years were still being exposed to SHS at home (CDC, 2014).
Summary

In this chapter, | provided a detailed review of current literature pertaining to
children’s exposure to SHS. | also offered information on the literature search. In
addition, I explained the basis and theoretical underpinnings for this research on
children’s exposure to SHS, the health effect of children’s exposure to SHS, the the
socioeconomic consequence of SHS on children; and illuminated the reasons for
additional understanding of parent’s perspectives on preventing children’s exposure to
SHS.

Gaining the perspective of parents on how to protect children from SHS may help
to further advancements in planning for cessation interventions and lend new avenues for
working with parents to safeguard the health of children by eliminating exposure to SHS
in their homes. The next chapter contains details on the research methodology and why it

was chosen for this particular study.
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Chapter 3: Research Method

Introduction

In this chapter, I provide information on the multiple case study approach and its
relevance to the research topic and questions. In addition, | expound on the suitability of
the case study as the qualitative research design of choice for this study, and | discuss the
rationale for choosing the Head Start population for the study. Further, | address the
recruitment strategies, data collection, management, and analysis. In addition, I cover the
role of the researcher and issues related to bias. | also discuss the credibility,
dependability, confirmability, and transferability as important elements of trustworthiness
in research.

The purpose of this multiple case study was to explore the perspectives of low-
income Head Start parents on children’s exposure to SHS inside their homes and to
discover preventive strategies they employ at home to protect children from exposure to
SHS. According to the CDC (2014), the only effective measure for protecting children
from the harmful effects of SHS is to avoid smoking and ban smoking around children.
Despite the Surgeon General’s warnings regarding the consequences of smoking (CDC,
2014), children continue to experience a high rate of exposure to SHS in their homes.
Evidence suggests that children from low-income families face the greatest risk of
exposure to SHS (Kit et al., 2013). Although previous studies have documented the level
of exposure to SHS in children and the health consequences of such exposure (Metsios et
al., 2011), little is known about intentional strategies employed by Head Start parents to

protect children from exposure to SHS for preventive health. As advances continue to be
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made in understanding the pathways through which exposure to SHS hampers the health
of children (CDC, 2014), involving parents in prevention efforts is essential for more
attainable outcomes (Canadian Paediatric Society, 2008).
Research Design and Rationale
In this section, | introduce the research design and discuss its relevance to the
research questions. In this study, | intended to increase understanding of how parents
perceive children’s exposure to SHS and how parents protect children from exposure to
SHS. | addressed two main questions, each with subquestions aimed at obtaining in-depth
understanding of parents’ perception of children’s exposure to SHS and intentional
strategies they employ to protect children from exposure.
RQ1 (Qualitative)
How do parents perceive children’s exposure to SHS in their homes?
Subquestions
1. How do parents describe exposure to SHS in their home?
2. What are parent's perceived barriers to SHS free homes?
3. What are parents’ beliefs about SHS exposure of their children in inside their home?
4. How do parents feel about others in their environment smoking around children?
RQ2 (Qualitative)
What specific strategies are parents using to protect their children from SHS

exposure?
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Subquestions

1. How do parents of Head Start children describe their efforts toward protecting children
from SHS inside their home?

2. Are there any motivations for using a specific method to protect children from
exposure to SHS in favor of other methods?

3. Do parents consider specific methods of protecting children from exposure to be more
effective than others?

Various studies have examined the effects of exposure to SHS on children’s
health, how parents manage the frequent emergency room visits for children with asthma,
and the economic cost to the individual and family, as well as the economic cost to
society for children that are ill due to asthma and upper respiratory infections. Protecting
children from exposure to SHS is important for safeguarding the health of children and
preventing future health problems for those not already impacted by the problem.

The qualitative paradigm provides an avenue for exploring a phenomenon using
various methods that draw on personal contact with the study participants (Creswell,
2009; McLeod, 2008). It uses various methods of inquiry which include observations,
indepth interviews with a single participant or groups, or specific social groups using the
“idiographic approach” (McLeod, 2008). The qualitative method allows a researcher to
gain in-depth knowledge of a particular issue or topic as opposed to quantitative methods
which focus on causation and how variables influence one another to produce an outcome
(Creswell, 2009). The quantitative method, therefore, is not suitable for my research

question which will explore the perspectives of parents to gain an understanding of how
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they protect children from SHS exposure. Understanding the perspectives of parents will
require indepth interviews aimed at answering the research questions (Creswell, 2009).
Further, qualitative researchers also share other characteristics such as viewing their role
in research as that of a participant observer. They adopt a theoretical lens for their
research, collect data in natural settings, engage in direct interaction with individual
participants, and rely on a variety of data sources and data collection methods for their
studies (Creswell, 2009; Yin, 2014). The qualitative researcher employs an interpretive
approach and inductive reasoning for data analysis (Creswell, 2009). In addition, the
qualitative researcher looks at multiple factors to provide a holistic account or a “larger
picture” that emerges from the analysis of the study without relying on “tightly
prescribed” research plans (Creswell, 2009, p. 176).

Creswell (2007, 2009) detailed several qualitative approaches chief among which
are the narrative approach, phenomenology, grounded theory, and ethnography. In
contrast to my research which is concerned with gaining the perspectives of low income
Head Start parents on children’s exposure to SHS, the narrative approach focuses on the
life story of an individual as told by that individual which is then “restoried” by the
researcher with the goal of developing a narrative about the individual (Creswell 2007, p.
54). The narrative approach is most suited to biographies and stories about an
organization with an advocacy lens (p. 55).

Phenomenology
On the other hand, researchers choose phenomenology when the goal of the

research is to focus on understanding the essence of a lived experience (Creswell, 2007)
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The lived experiences of the Head Start parents is not the focus of my study, therefore,
the phenomenological approach will not be suitable for exploring the perspectives of the
participants (Creswell, 2007).
Grounded Theory

Grounded theory as the name implies is used for developing theories based on
data from the field of sociology. It studies a process, action or interaction, none of which
are the bases for my study of HS parent’s perspectives on the exposure of children to
SHS.
Ethnography

The ethnographic approach requires a long time for data collection. Ethnographic
researchers need to be grounded in cultural anthropology, a field that is not familiar to
this researcher. It relies on describing and interpreting shared patterns of the culture of a
group. Ethnography studies similar cultures with the aim of describing the culture and
themes about the group and the functioning of the culture-sharing groups (Creswell,
2007).
Case Study

Yin (2014) posited that the case study method is suitable for understanding the
occurrence of a phenomenon (Head Start parent perceptions of child exposure to SHS)
and intentional strategies which parents use to protect children from exposure within the
context of participation in Head Start program (context). As stated by Creswell (2009), a
qualitative approach is suitable when a tangible lack of theory from previous research is

evident on the subject. According to Creswell (2009), data obtained from a qualitative
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study is not intended for use in supporting or refuting a hypothesis, and the intent of my
study is not to support or refute any existing theories, but to explore the views of parents
on how to protect children from SHS exposure, and obtain information which might help
in designing future intervention programs to curtail Head Start children’s exposure to
SHS. The qualitative method is suitable for obtaining a complete picture of each
participant using a variety of methods (Keele, 2011; Creswell, 2009; Yin, 2014). The
case study method is suitable for exploring, explaining, or describing a person, an event,
process, or groups (Yin, 2014, Creswell, 2007, 2009).

Although all qualitative methods share many attributes, they each have some
unique features which make them suitable for specific types of studies. Creswell (2007).
The case study is well suited to studies in multiple disciplines and the choice of
qualitative approach depends on the research questions to be answered (Creswell, 2009;
Keele, 2011; Stake, 1995). The case study is multidisciplinary and can be used to study a
phenomenon within its natural or real-life context (Creswell, 2009). Creswell (2007) and
Stake (1995) identified three kinds of case study: The intrinsic, the instrumental, and the
collective. The intrinsic case report is undertaken to learn about a unique phenomenon,
the instrumental case study uses a particular case for indepth exploration of a specific
issue, and the collective case study examines multiple cases simultaneously to gain an
understanding of a “particular issue” (Crowe et al, 2011, p.2). Stake (1995) stated that in
the collective case study, the instrumental case study is “extended to several cases”

(p.123). | chose the multiple case study method because it allows for studying individual
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cases sequentially to gain a broader perspective on how parents protect children from
exposure to SHS.

Fifteen low-income parents of currently enrolled Head Start children participated
in this study. The goal of this research was to explore strategies used by parents to protect
children from exposure to SHS in their home. This research is important for the Head
Start community due to the program’s focus on preventive and ongoing healthcare for
children and their families (Head Start Performance Standards, 2016). | interviewed 15
parents of Head Start children who self-identified as smokers or live with other
household members who are smokers. | chose to limit my studies to Head Start families
because as a group, they meet specific requirements as mandated by law (Head Start
Program Performance Standards, 2016). To qualify for Head Start services, families must
reside within a specified service area, meet income requirements, and have children
between the ages of 3-5 years (Head Start Program Performance Standards, 2016). Head
Start programs are mandated to provide comprehensive Head Start services to 3-5-year
old children from low socioeconomic backgrounds (Head Start Program Performance
Standards, 2016).

The Role of the Researcher

My role was to understand how parents protect their children from exposure to
SHS based on intentional strategies they employ in doing so. To accomplish this goal, |
interviewed 15 Head Start parents who self-identified as smokers or lived with a smoker.
| clarified and set aside my biases and my understanding of children’s exposure to SHS,

and became an instrument through which participants could express their views on
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children’s exposure to SHS (Creswell, 2009). | also explored how participants protect
children from exposure to SHS to prevent long-term health problems. I collected data by
utilizing open-ended questions which | developed to collect data through in-depth
interviews with each participant. | also reviewed agency records provided by the research
partner for additional data. Silverman (2000) described the interview with open-ended
questions as the gold standard for qualitative research; while Roulston, deMarrais, and
Lewis (2003), demonstrated that the interview setting can produce undesirable outcomes
for the novice researcher (p.649). To ensure that | was prepared to effectively address
each interview situation, | presented the interview questions for review by one doctoral
level researcher, a Master’s level researcher, and three Head Start parents to address any
‘item difficulty’ and ‘internal consistency’ (Johanson & Brooks, 2010). In addition, |
honed my interview skills by practicing with colleagues to ensure that-participants could
fully express their views on protecting children from exposure to SHS. I utilized a tape
recorder, with permission from each participant to record their words verbatim for
increased rigor.
Selection Criteria

Participants included Head Start parents whose children are enrolled in four of the
13 Head Start sites in Northwest Houston, Texas. For the purpose of this study, low
income refers to families whose incomes were at or below the federal poverty level. Also,
for clarity Head Start students were considered at risk if they lived with a smoker,
regardless of familial relationship. Hence, to participate in this study, a parent had to self-

identify as a smoker or identify as residing with a smoker. To qualify for Head Start, a
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child has to be three years of age at the time of enrollment and the child’s birthday must
fall within the acceptable cut off birth date for school enrollment as observed by their
school district (Head Start Program Performance Standards, 2016). The child’s family
income also has to fall within 100-135% federal poverty level (FPL) or below for their
family size. The family must also reside within a specified zip code as defined by the
Office of Head Start and assigned to the grantee Head Start Program (Head Start Program
Performance Standards, 2016).
Obtaining Consent From a Head Start Program

| obtained written authorization from the Head Start program prior to recruiting
participants. The Head Start Program has an established protocol for approving
researchers to conduct studies with participants in any of their campuses. According to
the partner agency’s policy document, the agency’s Institutional Review Policy
Committee (IRPC) meets, as needed, to review requests for recruitment of parents and
staff for research, observation of enrolled children, or any other data collection activity
involving children, including any requests for archival program data protected by
confidentiality laws. The IRPC only grants permission to researchers who provide the
following evidence: Copy of an IRB approval from an accredited university, or a copy of
a detailed proposal, or grant application. According to this policy document, the
individual researcher must also provide proof that the proposed study meets all
requirements of the Office for Human Research Protections (OHRP) of the USDHHS.
Information in the procedure also indicates that members of the IRPC are also required to

complete Module 2, “Investigator Responsibilities and Informed Consent.” The course,
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composed of three training modules, is offered on the OHRP website (The Office of
Human Research [OHRP], n.d.). Once the required information is presented to the
agency, the IRPC has two weeks to review the information and determine its compliance
with agency research policy. The researcher is then given a go-ahead for recruitment and
or data collection. | provided the partner agency with my IRB approval (IRB approval
#2017.05.0518:07:59-05°00") and supporting documents once | received approval. Upon
receipt of the documents, the partner agency’s executive director issued a letter of
authorization with approved locations for data collection.
Sampling Strategy/Participant Selection Logic

| utilized purposive sampling, more specifically, criterion sampling for my
research. Criterion sampling allows a researcher to select cases based on desired
characteristics needed for the study (Noble & Smith, 2015; Palys, 2008). By selecting
Head Start parents who smoke or reside with smokers for this research, | was able to
conduct this study with low-income families on their Head Start campuses.
Sample Size

| recruited 15 participants using a convenience sample of Head Start parents who
met criteria for the study. This study was open to one or both parents, and if both
participated, they were each treated as an individual participant. | conducted indepth
interviews with 15 parents of Head Start children who self-identified as smokers or
reported living with a smoker. Moody-Thomas et al., (2014) used 15 participants in their
Head Start intervention study. Although Creswell (2007) recommends 4-5 participants as

typical for case studies, he also stated that the researcher should decide on a number that
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works for their particular study (p. 76). Obtaining information from various sources adds
to triangulation and increases the rigor of qualitative studies (Creswell, 2007). In this
case, | gained a broader perspective from members of the Head Start community by
interviewing 15 participants.
Recruitment

| posted recruitment flyers (see Appendix C) at the four selected sites, once |
received IRB approval for my study. The flyers contained a brief summary of the study, a
short description of potential participants, and the contact information of the researcher
and Walden University.

Data Collection and Management

Data were derived from individual interviews with 15 low-income Head Start
parents and from a review of the research partner’s company documents. For the
interviews, | used a semi structured format with open-ended questions. Open-ended
questions are the gold standard for face to face interviews (Silverman, 2000). The open-
ended questions were structured to reflect the research questions. As part of the
interview, | discussed demographic information, including the age of the participant,
educational and employment status, type of residence, number of smokers and number of
residents within each household. I also reviewed documents for trends in smoking,
asthma, and absenteeism for Head Start parents involved in the study to gain a deeper
understanding of parents’ perspectives on children’s exposure to SHS and strategies on
which parents rely to protect children from exposure to SHS. Socioeconomic factors play

a major role in initiating exposure to SHS (CDC, 2014/2015). Data from this study are
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intended to deepen understanding of the family household dynamics by contextualizing
the responses of each participant. | tape recorded the interviews and personally
transcribed them to ensure fidelity and confidentiality. The interview questions are in
Appendix A.
Data Analysis Plan

| analyzed the data based on the four cognitive processes of data analysis as
identified by Morse (1994): comprehending, synthesizing, theorizing, and re-
contextualizing. The steps included coding of data. Comprehending the perspectives held
by Head Start parents on exposure to SHS and how it affects the health of children was
enhanced by coding and identifying “beliefs and values in the data” (Morse, 1994, p.38),
and linking them to existing theories. | also employed coding and content analysis to
extract significant themes that were found to be common among the responses given by
the participants with regards to my research questions (Creswell, 2007). Next, | merged
the patterns that developed into theories that coalesced the responses of the various
respondents and linked them to existing theory (Morse, 1994, p.33) to aid understanding
of the data. As stated by Morse, synthesis is complete and saturation is achieved when the
pooled data can no longer yield additional information upon further analysis (p.38). Re-
contextualization involved reviewing the theory to see how it fits with the research
questions and forming explanatory or hypothetical statements based on the themes that
emerged from the data analysis. The degree of abstraction obtained from the re-
contextualization helped to determine the generalizability of the theory (Morse, 1994).

Morse’s methods are similar to those advanced by Creswell (2009) and Guba (1981) for
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ensuring trustworthiness: Credibility, dependability, confirmability, and transferability.
For each of these elements, | utilized the analytic techniques advanced by Yin (2014):
pattern matching, explanation building, and cross-case synthesis. These steps
complemented Morse’s analytical approach and served to confirm the identified themes.
Data Storage Procedures

| transcribed all audio recorded data into a Microsoft Word® document and
secured the transcripts in a password-protected personal computer. | have also secured a
copy of the printed transcripts and field notes in a locked cabinet in my home. | will
remain the only one with access to these documents. | destroyed the tape recordings at the
completion of member checking. I will discard the rest of the data at the end of five years
in compliance with Walden IRB recommendations.

Trustworthiness

In qualitative research, the goal of the researcher is to develop meaning that is
anchored in the research questions and design (Roulston et al., 2003). Therefore, |
ensured that procedures for data collection were appropriately tailored to the research
questions to increase credibility (Creswell, 2009). I also used a semi-structured interview
guide to ensure consistency across cases. Noble and Smith (2015) suggested that adding a
different source of data helps bring different perspectives to the data. In this case study, |
used individual interviews and document review as the primary tools for data collection
(Noble & Smith, 2015). To achieve rigor in research, a researcher must demonstrate that
the study has credibility, dependability, confirmability, and transferability (Lincoln and

Guba, 1985). However, the interview process by its very nature is conversational and
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might generate other questions and probes that might help in understanding the
perspectives of the participants (Roulston et al., 2003). Therefore, | remained open to
other interpretations that emerged from the research data.
Credibility
The qualitative approach embraces the existence of multiple realities (Creswell,
2009). Therefore, | acknowledged and clarified my own thoughts and experiences
regarding children’s exposure to SHS to prevent bias in how I developed my research
questions. | also applied the same consideration in choosing the research participants, and
in analyzing, and interpreting data obtained from the study (Carcary, 2009, Creswell,
2009; Noble & Smith, 2015; Roulston et al., 2003). | had to keep in mind that | was an
instrument through which the perspectives of the participants were being conveyed
(Creswell, 2009). I used several sources of information, such as data from partner agency
documents, individual interviews, and literature review. | also used theoretical
triangulation to present a holistic view of factors that perpetuate or protect children from
exposure to SHS (Denzin, 2006). Credibility also relates to how well a chosen design will
aid in accurately describing the perspectives of the participants. Therefore, I utilized
audio tapes for recording the interviews to ensure that data were fully captured from each
participant. In addition, | debriefed with peers to help “uncover” and address any biases
and faulty assumptions (Noble & Smith, 2015, p. 35).
Transferability
In qualitative research, the generalization of findings is not the focal point

(Creswell, 2009). However, information obtained from a research study is intended to
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benefit specific interests. By providing thick rich descriptions and verbatim transcriptions
of the interview data, interested parties can determine the relevance of the results for their
particular purpose (Noble & Smith, 2015).
Dependability

The audit trail includes all decisions made relative to the research design and data
collection (Carcary, 2009). To increase dependability, I utilized an audit trail and
reflexive journaling, prior to and during data collection to clarify my own biases. | used
audio recordings for the interviews, took notes during interviews, and once the interviews
were completed for each person, I transcribed the audio recordings into Word®
documents which I shared with participants for verification. Finally, I conducted member
checking to ensure that each participant had a chance to review their own transcripts and
provide additional feedback. As suggested by Carcary (2009), | engaged in peer
debriefing for feedback on how well I accounted for bias and faulty assumptions in
design, data collection, and analysis. | presented all data objectively and as stated in the
words of the participants.

Confirmability

The confirmability of any study depends on “the truth value, consistency, and
applicability” (Noble & Smith, p.34). I clearly presented the views of the participants and
utilized an audit trail and member checking to increase trust in the data I collected. In
addition, I was open about my experiences as a child who was exposed to SHS during the
first 18 months of my life. I also acknowledged my personal biases while remaining open

to gaining the perspectives of individual participants (Noble & Smith, 2015).
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Ethical Considerations

Researchers face many ethical challenges which may in