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School Absenteeism Among Children Living With
Smokers

WHAT’S KNOWN ON THIS SUBJECT: Tobacco smoke exposure
leads to respiratory illnesses in children. Geographically and
demographically limited studies have suggested a link between
living with a smoker and school absenteeism.

WHAT THIS STUDY ADDS: In a nationally representative sample,
we established that absenteeism among children aged 6 to 11
years living with smokers could be reduced 24% to 34% by
eliminating smoking in their homes. Caregivers’ lost wages/time
due to child absenteeism was valued at $227 million per year.

abstract
OBJECTIVE: Involuntary tobacco smoke exposure causes substantial
morbidity in children. We hypothesized that children exposed to to-
bacco smoke in the home would have increased school absenteeism
with associated costs due to lost caregiver wages/time.

METHODS: We analyzed data on health and absenteeism among
schoolchildren aged 6 to 11 years identified in the 2005 National Health
Interview Survey (NHIS). We used multivariate models to assess the
relationships between adult-reported household smoking and child
health and school absenteeism. Analyses were adjusted for children’s
and parents’ demographic and socioeconomic characteristics. The
value of lost caregiver time was estimated by using self-reported em-
ployment and earnings data in the NHIS and publicly available time-use
data.

RESULTS: Children living with 1 or�2 adults who smoked in the home
had 1.06 (95% confidence interval [CI]: 0.54–1.55) and 1.54 (95% CI:
0.95–2.12) more days absent from school per year, respectively, than
children living with 0 smokers in the home. Living with�2 adults who
smoked in the home was associated with increased reports of having
�3 ear infections in the previous 12 months (adjusted odds ratio
[aOR]: 2.65 [95% CI: 1.36–5.16]) and having a chest cold in the 2 weeks
before interview (aOR: 1.77 [95% CI: 1.03–3.03]) but not with having
vomiting/diarrhea in the previous 2 weeks (aOR: 0.93 [95% CI: 0.45–
1.89]). Caregivers’ time tending children absent from school was val-
ued at $227 million per year.

CONCLUSIONS: Tobacco smoke exposure has significant conse-
quences for children and families above and beyond child morbidity,
including academic disadvantage and financial burden. Pediatrics
2011;128:000
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Involuntary tobacco smoke exposure
(TSE), whether through secondhand
smoke or third-hand smoke, is a com-
mon threat to child health. Thirty-four
percent of children live with a smoker
and at least 56% of children aged 3 to
11 years have detectable levels of se-
rum cotinine, a preferred marker of
TSE.1,2 There is no safe level of TSE.3 TSE
has been linked to a range of adverse
health outcomes in school-aged chil-
dren, particularly respiratory condi-
tions. These include otitis media, bron-
chitis, bronchiolitis, wheeze, cough,
asthma, and pneumonia.3–8 Long-term
adverse outcomes include cognitive
impairment, reduced lung function
and development, and deficits in read-
ing, math, and visiospacial reason-
ing.7,9–13 Often, the conditions caused
by TSE result in the need for medical
care.14–17

School absenteeism may be used as a
general marker of morbidity that is
easily assessed using survey meth-
ods.18 Geographically and demograph-
ically limited studies indicate that TSE
exposure leads to school absenteeism
in young children, and there has been
some investigation of specific mecha-
nisms.19,20 Not only is school absentee-
ism a measure of health, it also has
non-health effects. Children frequently
absent from school because of asthma
or other chronic illnesses have poorer
school performance, as well as poorer
social and intellectual growth.21–23

School absenteeism may also stress
families emotionally and financially
by inducing caregivers’ workplace
absenteeism.

We analyzed federal survey data to
provide the first national estimates as-
sessing the effect of smoking in the
home on school absenteeism, the
mechanism through which TSE in-
duces absenteeism, and the value of
wages lost for caregivers who miss
work to care for children home sick
from school because of TSE. We hy-

pothesized that children exposed to to-
bacco smoke in the home would have
increased school absenteeismwith as-
sociated costs because of lost care-
giver wages/time.

METHODS

Data

We examined data from the 2005 Na-
tional Health Interview Survey (NHIS).
The NHIS is an annual, nationally repre-
sentative in-person survey. In each
sampled household, additional sam-
pling identifies 1 adult and 1 child to
provide detailed health information.
For children, a knowledgeable adult in
the household, usually a parent, an-
swered questions about the child. We
restricted our analysis to children
aged 6 to 11 years who were attending
school. We excluded children aged 12
years and older to reduce the likeli-
hood that tobacco smoke exposure
was due to the child’s own smoking.

Absenteeism was defined as the num-
ber of school days missed because of
illness or injury during the 12 months
preceding the interview. The NHIS does
not contain biological data on TSE,
such as serum cotinine. However, in a
2005 supplement to the NHIS, the sur-
vey asked the sample adult whether
any residents of a household smoked
inside the home, and if so, how many.
Sample children living in a household
with a sample adult who reported that
residents smoked in the home were
considered exposed to TSE. We as-
sessed whether there was a dose
response in our measure of TSE cor-
responding to the number of resi-
dents smoking in the home by defining
exposure as 0 residents smoking in the
home, 1 resident smoking in the home,
or�2 residents smoking in the home.

To help connect school absenteeism
with smoking in the home and to as-
sess the robustness of our exposure
measure, we also looked at specific
health outcomes. Respondents re-

ported on the sample child’s overall
health (fair or poor health versus ex-
cellent, very good, or good health) and
indicated whether the child had �3
ear infections in the previous 12
months, a cold in the past 2 weeks, a
current diagnosis of asthma, and
whether the child had vomiting/diar-
rhea in the past 2 weeks. For children
with asthma, respondents indicated
the number of asthma attacks in the
past year. On the basis of existing epi-
demiology studies, we hypothesized
that the respiratory conditions
(asthma, chest colds, ear infections)
would be related to home smoke expo-
sure, whereas vomiting/diarrhea
would not.3 To further assist in estab-
lishing the relationship between TSE
and school absenteeism, we tested
whether the relationship between the
presence of smokers in the home and
school absenteeism was mediated by
the abovementioned illnesses accord-
ing to the Baron and Kenny frame-
work.24 We controlled for illnesses that
were significantly related to house-
hold smoking in models assessing the
relationship between household smok-
ing and absenteeism. Reductions in
the magnitude of the relationship be-
tween household smoking and absen-
teeism when the illnesses were added
to the regression models were taken
as evidence that the illnesses medi-
ated the relationship between house-
hold smoking and absenteeism.

Our analyses accounted for child, fam-
ily, and geographic characteristics
that might potentially confound the re-
lationship between household smok-
ing and absenteeism.We controlled for
child’s age, gender, race, and Hispanic
ethnicity; census region; family pov-
erty and parent education; and num-
ber of children in the home, family
structure (single mother, other single
parent, or other family structure), and
number of unemployed adults in the
home. We posit that family structure
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and the number of unemployed adults
in the home reflect the availability of
potential caregivers when a child is
sick.

Pearson �2 statistics were used to
compare the characteristics of chil-
dren who lived in homes with and with-
out smoking and to make unadjusted
comparisons of health states across
household smoking values. We esti-
mated multivariate regression models
to assess the relationship between our
outcomes and household smoking,
controlling for child, family, and geo-
graphic characteristics. For our health
outcomes, we estimated adjusted
odds ratios (aORs) using logistic re-
gressionmodels. For number of school
days missed, we estimated general-
ized linear models with a log link and
the Poisson variance function. Confi-
dence intervals (CIs) for regression co-
efficients were based on Wald tests.
The mean number and the percentage
of school days missed because of
household smoking were calculated
among children living in smoking
households using predicted values
from the estimated generalized linear
model regressions. CIs for these sta-
tistics were based on the bootstrap
method.25 All analyses were performed
using Stata 10.1 (Stata Corp, College
Station, TX), accounting for the com-
plex design of the survey.

Children’s school absenteeism also
has an economic cost because of care-
givers’ taking time off from work or
other tasks to care for their children.
Using established cost-of-illness meth-
ods,26–29 we estimated the value of
caregiver time by multiplying the pre-
dicted number of school days missed
for each child in the sample by the
value of a day of that child’s caregiv-
er’s time. For caregivers whowere em-
ployed, we valued time using his or her
daily earnings as self-reported or im-
puted in the NHIS.30 If a caregiver was
unemployed, we assigned a value for

his or her time based on lost house-
hold production (ie, cooking, cleaning,
household management) as valued in
the American Time Use Survey and the
Occupational Employment Statistics
program, and synthesized in the 2005
edition of The Dollar Value of a Day:
2005 Dollar Valuation.31 Household
production was valued according to
what it would cost to hire someone
else to complete the foregone house-
hold tasks. If time to care for a sick
child came from a caregiver’s leisure
time rather than his or her household
production time, we will have underes-
timated the economic cost of caring
for the sick child because leisure time
is valued slightly higher than house-
hold production time. The caregiver
was defined as the mother or female
guardian, if one was present, or the
father/male guardian if there was no
mother/female guardian in the home.
This use yields a conservative estimate
because women on average earn less
than men,32 and if a man was the care-
taker for the child, the cost would be
higher. Our estimates will also be
somewhat conservative because we
do not account for days of work
missed to care for sick children during
school vacations.

RESULTS

More than 14% of children in our sam-
ple, representing 2.6 million children
in the United States, lived in a house-
hold in which at least 1 resident
smoked inside the home; 8% had 1
household member who smoked in the
home, and 6% had �2 household
members who smoked in the home.
Demographic distinctions between
households with and without inside
smoking were similar to those found
when comparing smokers with non-
smokers (Table 1). Households with no
indoor smoking tended to be more ed-
ucated, have a higher income, and
more likely to be Hispanic (all P �
.001). They were also less likely to have

been in the south and more likely to
have been in the west (P� .001). Com-
pared with households with 1 person
smoking indoors, those with �2 peo-
ple smoking indoors had higher in-
comes and were more likely to be
white (P � .001 and P � .02, respec-
tively, P values not shown in Table 1).

Living with a smoker was associated
with both of our measures of school
absenteeism (Table 2). The likelihood
of missing any school was higher for
those living in homes in which there
was 1 person who smoked in the home
(aOR: 1.68 [95% CI: 1.20–2.34]) than in
homes where no one smoked indoors.
The number of days a child was absent
from school was significantly higher
for those living in homes in which
smoking took place than for those liv-
ing in smoke-free homes, and greater
numbers of household smokers led to
increased absenteeism. Children living
with exactly 1 person smoking in the
home missed 1.06 (95%: CI 0.54–1.55)
additional school days per year, and
those living with �2 smokers missed
1.54 (95% CI: 0.95–2.12) more days of
school per year than they would have if
they lived in smoke-free homes. Among
children living with exactly 1 or with at
least 2 smokers, 24% (95% CI: 14–32)
and 34% (95% CI: 24–43), respectively,
of school days missed were attribut-
able to residents’ smoking.

In Table 3, we provide evidence that in-
creased absenteeism among children
living in homes in which smoking takes
place is due in part to TSE-induced ill-
nesses assessed in the NHIS. Living
with a smoker was associated with
both of our measures of respiratory
infection, and there was modest evi-
dence of a dose-response or threshold
effect. The likelihood that a child had
�3 ear infections in the previous 12
months increased with the number of
residents smoking in the household,
and was significantly higher among
children with at least 2 people who
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smoked in the home (aOR: 2.65 [95% CI:
1.36–5.16]). Reports of a chest infec-
tion in the 2weeks before the interview
were similar for children with 0 or 1
residents smoking in the home but
were significantly elevated among chil-

dren living with at least 2 people who
smoked in the home (aOR: 1.77 [95% CI:
1.03–3.03]). An apparent relationship
between living with 1 person smoking
in the home and fair or poor self-
reported health status was not statis-

tically significant at the P � .05 level
(aOR: 2.11 [95% CI: 0.93–4.79]). We
were unable to detect any relationship
between household smoking and prev-
alent asthma or asthma attacks
among children with asthma. As hy-
pothesized, we found no association
between household smoking and
whether the child had an episode of
vomiting/diarrhea in the 2 weeks be-
fore the interview.

Evidence that the effect of household
smoking on school absenteeism was
partially mediated by respiratory tract
infections is presented in Table 4. For
models of any days of school missed or
number of days of school missed as a
function of household smoking, we
added control variables for respira-
tory tract infections (�3 ear infections
in the past 12 months, a chest cold in
the past 2 weeks, each of which had
significant relationships with house-
hold smoking) to themodels estimated
in Table 2. These conditions were cho-
sen on the basis of the significant rela-
tionships identified in Table 3. For the
regression modeling of the relation-
ship between any days of school
missed and household smoking, the
coefficient on having 1 household
smoker increased 1.1%, but the coeffi-
cient on having at least 2 smokers in
the home decreased by 23.2%when re-
spiratory tract infections were in-
cluded in the model. Similarly, for the
regression modeling the number of
days a child was absent from school as
a function of household smoking, the
coefficient on having 1 household
smoker increased 1.9% when respira-
tory tract infections were included in
the model, but the coefficient on �2
household smokers decreased by
16.7%.

For the economic analysis, we esti-
mated that 69% of the caregivers were
employed. The mean annual earnings
of the employed caregivers was
$20 087. In a year with 250 working

TABLE 1 Characteristics of the Study Population

Characteristic Residents Smoking in the Home Pa

0 (n� 2685 [86%]) 1 (n� 237 [8%]) �2 (n� 165 [6%])

Highest parent education �.001
Less than high school 11 17 17
High school 18 32 42
Some post–high school 31 36 31
College or more 40 16 9
Household poverty status �.001

�125% FPL 16 33 23
126%–200% FPL 14 16 22
201%–400% FPL 27 24 34
�401% FPL 25 12 6
Unknown 17 16 14
Child ethnicity
Hispanic 21 9 9 �.001
Non-Hispanic 79 92 91
Race
White 78 76 87
Black 14 17 10
Other 8 7 3
Region �.001
Northeast 17 18 13
South 33 49 44
Midwest 25 27 32
West 25 6 10
No. of children in household .78
1 15 18 15
2 42 43 46
3 28 25 23
�4 15 14 16
Parent/guardian �.001
Single mother 16 30 3
Other single parent 2 4 0
Not single parent 81 66 97
Unemployed adults in the home .001
0 5 11 6
1 40 47 32
�2 55 52 63

All percentages in the table account for survey weights. FPL indicates federal poverty level.
a P values reflect a test of the hypothesis that the distribution of values for a characteristic was equal across all 3 smoking
categories.

TABLE 2 Adjusted Relationships Between Household Smoking and Absenteeism

No. of Residents
Who Smoke in
the Home

Any Days Missed,
No Injury/Poison,
aOR (95% CI)a

TSE-Attributable Days Missed
Among Children in Smoking
Households, d (95% CI)

TSE-Attributable Percentage of Days
(95% CI) Missed Among Children in

Smoking Households

1 1.68 (1.20–2.34)b 1.06 (0.54–1.55)b 24 (14–32)b

�2 0.94 (0.89–1.00) 1.54 (0.95–2.12)b 34 (24–43)b

Values were adjusted for parent education, income, number of children in the home, single mother, other single parent,
child race/ethnicity, child age, and census region.
a The reference is 0 residents.
b P� .05.
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days, this represents �$80 per day.
Assuming caregivers missed work
each time a child stayed home from
school because of TSE, we estimate the
value of this lost work time was $176
million in 2005. The mean value of
household production for unemployed
caregivers was $51 per day.31 The
value of household production that
would be missed to care for children
sick because of TSE is estimated at $51
million for 2005.

DISCUSSION

Using national data, we present esti-
mates of the relationship between
household smoking and school absen-
teeism among children. Household
smoking was associated with in-
creased absenteeism overall, and as
the number of residents smoking in
the house increased, so did the num-
ber of school days missed by the chil-
dren. We estimate that one-quarter to
one-third of school days missed
among children living with smokers
are due to residents’ smoking. We es-
tablished a relationship between

household smoking and 2 respiratory
illnesses known to be associated with
TSE exposure, and we identified mod-
est evidence that these outcomes in-
creased as the number of residents
smoking in the home increased. At the
same time, we found no relationship
between household smoking and
health problems unrelated to TSE ex-
posure. The relationship between
household smoking and absenteeism
diminished when ear infections and
chest colds were added to the model,
suggesting the link between TSE and
absenteeism is in part mediated by
these 2 illnesses when there are 2 res-
idents smoking in the home.

Our results largely confirm the find-
ings of earlier regional studies. One,
focused on children in southern Cali-
fornia in 1996,20 tracked school ab-
sences among fourth-graders to deter-
mine if they were due to respiratory
illness, gastrointestinal illness, or
other causes, and household smoking
status was assessed by questionnaire
in the sameway it was assessed on the

NHIS. The authors found that children
living in households with smokers
were at greater risk for absences due
to respiratory illness but found no as-
sociation between TSE exposure and
nonillness absences. A second study,
conducted amongmostly Hispanic pre-
school through fifth grade students in
Passaic, New Jersey, from 1997 to
2001, tracked the relationship be-
tween household asthma triggers and
both asthma and absenteeism.19 Using
TSE and outcome measures similar to
ours, the authors found the relative
risk of absenteeism was higher for
children with TSE. However, aside from
race/ethnicity, there were no sociode-
mographic controls used in this study.
Our study has strengths beyond these
studies by using a national sample, a
wider age range of children than the
California study, and a more thorough
range of sociodemographic control
variables than the New Jersey study.
Furthermore, we report differences in
the number of absences due to illness
for exposed and unexposed children,

TABLE 3 Relationship Between Household Smoking and Child Health

Illness Unadjusted % With Outcome aOR (95% CI)a

Residents Smoking in the Home Pb Residents Smoking in the Homec

0 1 �2 1 �2

�3 ear infections previous 12 mo 4.4d 6.2d 10.3d .006d 1.47 (0.81–2.70) 2.65 (1.36–5.16)d

Chest cold previous 2 wk 16.7 15.3 25.9 .05 0.84 (0.55–1.30) 1.77 (1.03–3.03)d

Current asthma 10.4 11.9 9.8 .78 1.18 (0.69–2.03) 1.07 (0.61–1.88)
Asthma attack in previous 12 mo (among
children with asthma)

62.2 46.9 67.7 .30 0.65 (0.31–1.37) 1.70 (0.65–4.44)

Self-reported health is fair/poor 1.6d 5.0d 3.8d .06 2.11 (0.93–4.79) 1.95 (0.47–8.12)
Vomiting/diarrhea previous 2 wk 5.5 6.1 5.7 .91 1.05 (0.60–1.86) 0.93 (0.45–1.89)
a Values are adjusted for parent education, income, number of children in the home, single mother, other single parent, child race/ethnicity, child age, and census region.
b P values reflect comparisons across all 3 smoking categories.
c The reference is 0 residents.
d P� .05.

TABLE 4 Changes in Exposure Coefficients With Addition of Respiratory Illness to Main Outcome Models

Exposure Measure Any Days of School Missed No. of Days of School Missed

Respiratory
Illnesses
Excluded

Respiratory
Illnesses
Included

% Change in
Coefficient

Respiratory
Illnesses
Excluded

Respiratory
Illnesses
Included

% Change in
Coefficient

1 resident smokes in the house 0.638 0.645 1.1 0.274 0.279 1.9
�2 residents smoke in the house 0.366 0.281 �23.2 0.420 0.350 �16.7

Values adjusted for parent education, income, number of children in the home, single mother, other single parent, child race/ethnicity, child age, and census region.
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establishing the magnitude of the
problem, whereas the other studies
reported only relative risks.

In our study, we did not find a signifi-
cant association between household
smoking and asthma prevalence or at-
tacks. The California study did find an
association between household smok-
ing and lower respiratory tract illness
with wheeze, but they did not report
whether the relationship was statisti-
cally significant. The New Jersey study
found a significant relationship be-
tween household smoking and
asthma, but they focused on a high-
risk asthma population. Our finding
contrasts with the Surgeon General’s
2006 meta-analysis linking parent
smoking to asthma prevalence.3 How-
ever, most individual studies included
in the Surgeon General’s analysis did
not find statistically significant rela-
tionships between parent smoking
and asthma prevalence; it was only in
the pooled analysis that a significant
finding emerged. Research on children
with asthma has found that children
with asthma-relatedmorbidity have in-
creased school absenteeism,29,33–36 al-
though there is mixed evidence on
whether school outcomes are ad-
versely affected.33–35 Nevertheless, ad-
ditional research is necessary to de-
termine the extent to which the
relationship between TSE and school
absenteeism is mediated by asthma.

We did confirm predicted relation-
ships between smoking in the home
and respiratory tract infections as
measured by frequent ear infections
and recent chest colds. These mea-
sures only partially mediated the rela-
tionship between TSE and absentee-
ism. Absenteeism is thus a useful, if
imperfect, proxy for a broader range
of specific health conditions, and it
provides a highly tangible measure of
TSE-induced functional limitation.18

Although it is clear that the prevention
of illness itself is reason enough to

push further expansion of home-
smoking bans, establishing the effects
of TSE exposure on school absentee-
ism also highlights other preventable
consequences of the smoking epi-
demic. There is some evidence that
chronic absenteeism due to illness
is associated with poorer school
achievement,34 although additional re-
search is necessary to determine the
extent to which the numbers of excess
absences observed in the present
study will lead to poor educational out-
comes. Our finding that 24% to 34% of
school absenteeism due to illness
among children living in homes in
which residents smoke is associated
with TSE suggests that reductions in
household smoking and overall smok-
ing rates will greatly reduce the
illness-related attendance problems of
these exposed children.

Beyond its impact on individual chil-
dren, absenteeism has consequences
for families and society.29,36 When
young children are home from school,
parentsmaymiss time at work or have
to find alternative sources of child
care. Such a burden will be especially
acute for low-income parents (nearly
half of the smoking households in our
population had family incomes�200%
of the federal poverty level) and single
parents (22% of the smoking house-
holds in our population were headed
by single parents). Parents working
low-paying jobs at small business may
even be vulnerable to job loss. We con-
servatively estimated that $227 million
worth of work/household production
time may have been missed in 2005 to
care for TSE-induced school absentee-
ism. In the event that parental circum-
stances prevent a sick child from stay-
ing home, illnesses may unnecessarily
spread to the index child’s classmates
as well.

Our study is subject to several limita-
tions. As is to be expected in a large
national survey that was not designed

with TSE inmind, ourmeasure of TSE is
imprecise. We do not have direct data
on children’s personal TSE as mea-
sured by cotinine levels, for example,
and we could not assess exposure that
may have taken place outside the
home. Nevertheless, as the reported
number of people who smoked in the
home increased, so did the number of
school days missed, even after ac-
counting for factors affecting the avail-
ability of caregivers. Together with the
mediation analysis and the absence of
a relationship between TSE and non-
respiratory illnesses, this suggests
that family members’ self-reports of
smoking in the home are a reasonably
proxy for TSE. As with any observa-
tional study, theremay be confounding
factors that were not measured and
not included in the analysis.

CONCLUSIONS

In this first national study, household
smoking is significantly associated with
school absenteeism among children, a
broad measure of children’s health sta-
tus and a direct assessment of func-
tional limitation. These absencesmay re-
sult in costly missed work/household
time for parents in families, many of
whomare low income, are already finan-
cially burdened by the daily cost of ciga-
rettes. Overall, these results illustrate
the extent of tobacco’s impact on child
and family well-being, highlighting aca-
demic disadvantage and financial bur-
den in families in which parents smoke.

ACKNOWLEDGMENTS
Dr Levy was funded by the Flight Atten-
dant Medical Research Institute. Dr Win-
ickoff was supported by the Julius B.
Richmond Center of Excellence of
the American Academy of Pediatrics
through a grant from the Flight At-
tendant Medical Research Institute.
Dr Rigotti was supported by National
Heart Lung and Blood Institute grant
K24-HL0440.

6 LEVY et al
 by guest on September 6, 2011pediatrics.aappublications.orgDownloaded from 

http://pediatrics.aappublications.org/


REFERENCES

1. Kaufmann R, Babb S, O’Halloran A, et al. Vital
signs: nonsmokers’ exposure to second-
hand smoke—United States, 1999–2008.
MMWR Morb Mortal Wkly Rep. 2010;59(35):
1141–1146

2. King K, Martynenko M, Bergman MH, Liu YH,
Winickoff JP, Weitzman M. Family composi-
tion and children’s exposure to adult smok-
ers in their homes. Pediatrics. 2009;123(4).
Available at: www.pediatrics.org/cgi/
content/full/123/4/e559

3. USDHHS. The Health Consequences of Invol-
untary Exposure to Tobacco Smoke: A Re-
port of the Surgeon General. Rockville, MD:
US Department of Health and Human Ser-
vices, Public Health Service, Centers for Dis-
ease Control and Prevention, National Cen-
ter for Chronic Disease Prevention and
Health Promotion, Office on Smoking and
Health; 2006

4. DiFranza JR, Aligne CA, Weitzman M. Prena-
tal and postnatal environmental tobacco
smoke exposure and children’s health. Pe-
diatrics. 2004;113(4 suppl):1007–1015

5. Bek K, Tomac N, Delibas A, Tuna F, Tezic HT,
Sungur M. The effect of passive smoking on
pulmonary function during childhood. Post-
grad Med J Jun. 1999;75(884):339–341

6. Cunningham J, O’Connor GT, Dockery DW,
Speizer FE. Environmental tobacco smoke,
wheezing, and asthma in children in 24
communities. Am J Respir Crit Care Med.
1996;153(1):218–224

7. DiFranza JR, Lew RA. Morbidity and mortal-
ity in children associated with the use of
tobacco products by other people. Pediat-
rics. 1996;97(4):560–568

8. Gold DR, Wang X, Wypij D, Speizer FE, Ware
JH, Dockery DW. Effects of cigarette smok-
ing on lung function in adolescent boys and
girls. N Engl J Med. 1996;335(13):931–937

9. American Academy of Pediatrics, Commit-
tee on Environmental Hazards. Involuntary
smoking: a hazard to children. Pediatrics.
1986;77(5):755–757

10. Etzel RA. Active and passive smoking: haz-
ards for children. Cent Eur J Public Health.
1997;5(2):54–56

11. Gortmaker SL, Walker DK, Jacobs FH, Ruch-
Ross H. Parental smoking and the risk of
childhood asthma. Am J Public Health. 1982;
72(6):574–579

12. Mannino DM, Siegel M, Husten C, Rose D,
Etzel R. Environmental tobacco smoke expo-
sure and health effects in children: results
from the 1991 National Health Interview
Survey. Tob Control. 1996;5(1):13–18

13. Yolton K, Dietrich K, Auinger P, Lanphear BP,
Hornung R. Exposure to environmental to-
bacco smoke and cognitive abilities among
U.S. children and adolescents. Environ
Health Perspect. 2005;113(1):98–103

14. Aligne CA, Stoddard JJ. Tobacco and chil-
dren. An economic evaluation of the medi-
cal effects of parental smoking. Arch Pedi-
atr Adolesc Med. 1997;151(7):648–653

15. Stoddard JJ, Gray B. Maternal smoking and
medical expenditures for childhood respi-
ratory illness. Am J Public Health. 1997;
87(2):205–209

16. Hill SC, Liang L. Smoking in the home and
children’s health. Tob Control. 2008;17(1):
32–37

17. Florence CS, Adams EK, Ayadi MF. Pediatric
health care costs attributable to exposure
to second-hand smoke: an exploratory anal-
ysis. J Health Care Finance. 2007;34(1):
36–43

18. Weitzman M. School absence rates as out-
come measures in studies of children with
chronic illness. J Chronic Dis. 1986;39(10):
799–808

19. Freeman NC, Schneider D, McGarvey P.
Household exposure factors, asthma, and
school absenteeism in a predominantly His-
panic community. J Expo Anal Environ Epi-
demiol. 2003;13(3):169–176

20. Gilliland FD, Berhane K, Islam T, et al. Envi-
ronmental tobacco smoke and absentee-
ism related to respiratory illness in school-
children. Am J Epidemiol. 2003;157(10):
861–869

21. Gutstadt L, Gillette J, Mrazek D, Fukuhara J,
LaBrecque J, Strunk R. Determinants of
school performance in children with
chronic asthma. Am J Dis Child. 1989;143(4):
471–475

22. Ohlund LS, Ericsson KB. Elementary school
achievement and absence due to illness. J
Genet Psychol. 1994;155(4):409–421

23. Richards W. Allergy, asthma, and school
problems. J Sch Health. 1986;56(4):151–152

24. Baron R, Kenny D. The moderator-mediator
variable distinction in social psychological

research: Conceptual, strategic and statis-
tical considerations. J Personality Social
Psychol. 1986;51:1173–1182

25. Rao J, Wu C. Resampling inference with
complex survey data. J AmStatistical Assoc.
1988;83(401):231–241

26. Max W, Rice DP, MacKenzie EJ. The lifetime
cost of injury. Inquiry. 1990;27(4):332–343

27. Rice DP. Estimating the Cost of Illness. Vol 6.
Washington, DC: US Department of Health,
Education, and Welfare; 1966. Publication
947-6

28. Rice DP, Hodgson TA, Sinsheimer P,
Browner W, Kopstein AN. The economic
costs of the health effects of smoking, 1984.
Milbank Q. 1986;64(4):489–547

29. Weiss KB, Gergen PJ, Hodgson TA. An eco-
nomic evaluation of asthma in the United
States. N Engl J Med. 1992;326(13):862–866

30. National Center for Health Statistics. 2005
Imputed Family Income/Personal Earnings
Files. Available at: www.cdc.gov/nchs/nhis/
2005imputedincome.htm. Accessed March
29, 2011

31. Krueger K, Ward J. The Dollar Value of a Day:
2005 Dollar Valuation. ShawneeMission, KS:
Expectancy Data; 2006

32. Bureau of Labor Statistics. Women’s earn-
ings as a percentage of men’s, 1979-2007.
Available at: www.bls.gov/opub/ted/2008/
oct/wk4/art03.htm. Accessed March 28,
2011

33. Diette GB, Markson L, Skinner EA, Nguyen TT,
Algatt-Bergstrom P, Wu AW. Nocturnal
asthma in children affects school atten-
dance, school performance, and parents’
work attendance. Arch Pediatr Adolesc
Med. 2000;154(9):923–928

34. Fowler MG, Johnson MP, Atkinson SS.
School achievement and absence in chil-
dren with chronic health conditions. J Pedi-
atr. 1985;106(4):683–687

35. Silverstein MD, Mair JE, Katusic SK, Wollan
PC, O’Connell E J, Yunginger JW. School at-
tendance and school performance: a
population-based study of children with
asthma. J Pediatr. 2001;139(2):278–283

36. Wang LY, Zhong Y, Wheeler L. Direct and in-
direct costs of asthma in school-age chil-
dren. Prev Chronic Dis. 2005;2(1):A11

ARTICLES

PEDIATRICS Volume 128, Number 4, October 2011 7
 by guest on September 6, 2011pediatrics.aappublications.orgDownloaded from 

www.pediatrics.org/cgi/content/full/123/4/e559
www.pediatrics.org/cgi/content/full/123/4/e559
www.cdc.gov/nchs/nhis/2005imputedincome.htm
www.cdc.gov/nchs/nhis/2005imputedincome.htm
www.bls.gov/opub/ted/2008/oct/wk4/art03.htm
www.bls.gov/opub/ted/2008/oct/wk4/art03.htm
pediatrics.aappublications.org/
http://pediatrics.aappublications.org/


DOI: 10.1542/peds.2011-1067
; originally published online September 2, 2011;Pediatrics

Douglas E. Levy, Jonathan P. Winickoff and Nancy A. Rigotti
School Absenteeism Among Children Living With Smokers

 
 

 Services
Updated Information &

 /peds.2011-1067
http://pediatrics.aappublications.org/content/early/2011/08/30
including high resolution figures, can be found at:

Permissions & Licensing

 ml
http://pediatrics.aappublications.org/site/misc/Permissions.xht
tables) or in its entirety can be found online at: 
Information about reproducing this article in parts (figures,

 Reprints
 http://pediatrics.aappublications.org/site/misc/reprints.xhtml

Information about ordering reprints can be found online:

rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.
Grove Village, Illinois, 60007. Copyright © 2011 by the American Academy of Pediatrics. All 
and trademarked by the American Academy of Pediatrics, 141 Northwest Point Boulevard, Elk
publication, it has been published continuously since 1948. PEDIATRICS is owned, published, 
PEDIATRICS is the official journal of the American Academy of Pediatrics. A monthly

 by guest on September 6, 2011pediatrics.aappublications.orgDownloaded from 

http://pediatrics.aappublications.org/content/early/2011/08/30/peds.2011-1067
http://pediatrics.aappublications.org/site/misc/Permissions.xhtml
http://pediatrics.aappublications.org/site/misc/reprints.xhtml
http://pediatrics.aappublications.org/

	School Absenteeism Among Children Living With Smokers
	METHODS
	Data

	RESULTS
	DISCUSSION
	CONCLUSIONS
	ACKNOWLEDGMENTS
	REFERENCES


