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Scientific research over the last decade has 
increasingly demonstrated that exposure to sec-
ondhand smoke is not simply a nuisance; it is 

deadly.1 Secondhand smoke exposure causes multiple 
diseases in children, including asthma and pneumonia, 
and results in thousands of avoidable hospitalizations.2 
Secondhand smoke exposure is a major cause of sud-
den infant death syndrome and may cause lung cancer 
and heart attacks with repeated exposure.2 No safe 
level of exposure exists.1,2

Purposefully and recurrently exposing children to 
secondhand smoke—a known human carcinogen—
despite repeated warnings, is child abuse. Federal law 
defines child abuse as “any recent act or failure to act 
on the part of a parent or caretaker which results in 
death, serious physical or emotional harm, sexual abuse 
or exploitation; or an act or failure to act which presents an 
imminent risk of serious harm.”3 In the case presented below, 
our patient’s parents failed to act in a way to remove 

their child from recurring, life-threatening harm by 
secondhand smoke, thereby constituting child abuse.

Case
At least 10 times over 3 years, we counseled the fam-
ily to quit smoking around the 5-year-old patient and 
her 7-year-old sister, as the kids repeatedly came to 
the clinic for ear infections, coughing, bronchitis, and 
asthma. Two months after a recent visit, the younger 
child developed pneumonia. We successfully treated 
her with antibiotics and inhalers, and gave strong 
admonitions to the parents to avoid smoking any-
where near the children, offering the parents detailed 
counseling support. The parents, however, refused to 
engage with us about quitting smoking, pharmacother-
apy for cessation, or about not letting their children be 
exposed to cigarette smoke.

In the clinic, the residents and I discussed the case 
in detail, asking ourselves what more we could do. 
We reviewed the Public Health Service guidelines on 
tobacco use treatment that document optimal ways to 
help people quit smoking, then reviewed our attempts 
at counseling and referral and the quality improve-
ment efforts in our office systems to support improved 
outcomes.4 In short, we did everything that evidence-
based guidelines tell us to do.

We still did not do enough. Not long after, the 
younger child showed up in the emergency room with 
a recurrence of pneumonia and severe asthma. By the 
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time we heard about it, she was already on a ventilator 
in the pediatric intensive care unit, where she stayed 
for several days before ultimately improving. Out of 
the 10 adults gathered in the waiting room—parents, 
extended family members, and several friends—6 were 
heavy smokers.

In retrospect, it is easier to see where and why we 
failed: our patient was suffering from child abuse, and 
we had failed to intervene beyond offering medication, 
counseling, and referral. The parents refused to take 
adequate safeguards to prevent their children’s recur-
rent exposure to cigarette smoke. We needed to take 
the additional step of placing a call to Social Services 
to report suspected child abuse. We needed to con-
sider a petition for the court to remove the children 
from the parent’s home until securing a guarantee 
of no involuntary exposure to recurrent secondhand 
smoke exposure.

As a society, we universally believe that children 
should be protected from all forms of abuse or neglect. 
When we discover high lead levels in a child’s home, 
we intervene to preserve health. When we discover 
children at risk of neglect due to parents’ alcohol or 
drug addiction, we refer to Child Protective Services. 
Suspicions of child abuse that involve significant harm 
to the child obligate us as clinicians to intervene.5,6 It 
should be the same with prolonged and repeated pedi-
atric secondhand smoke exposure.

The legal system has begun to recognize and 
act on children’s continued exposure to secondhand 
smoke through court-ordered termination of parental 
rights, changes in custody status, and other actions, 
particularly when a child suffers from asthma and 
other chronic secondhand–smoke-induced condi-
tions.7 While several states have banned smoking 
in cars when children are present,8 there is still no 
national legislation that protects children from invol-
untary exposure to secondhand smoke in all public 
places, worksites, and areas where children cannot 
escape such exposure, such as inside cars and homes. 
Mandated interventions to protect children from 
involuntary exposure to secondhand smoke are con-
sidered ethical under most circumstances.9

Moving forward, medical associations like the 
American Medical Association, the American Acad-
emy of Pediatrics, the American Academy of Family 
Physicians, and the American College of Physicians 
should endorse policies classifying purposeful and 
recurrent exposure of children to secondhand smoke 
as child abuse. Policy makers and clinicians can con-
tinue to aggressively advocate for all policy changes 
that would eliminate such exposure. A national con-
ference on secondhand smoke and child abuse would 
appropriately draw leading researchers and organiza-

tions into this dialogue and help focus the resulting 
policy measures.

Our task as medical professionals is clear: given the 
number of lives at risk, medical and public health com-
munities must accelerate their efforts to protect children 
from exposure to secondhand smoke. In the same way 
that we did not always view deaths and injuries caused 
by drunken drivers, domestic violence, or giving drugs 
to minors as criminal acts, our perception of second-
hand smoke as a form of child abuse reflects a paradigm 
shift. As our understanding of the harms of secondhand 
smoke increases, so does our responsibility to advocate 
for those involuntarily placed in harm’s way. Today, par-
ents who willfully and continually expose their children 
to secondhand smoke are committing child abuse. We 
must intervene to stop this abuse.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/13/2/103.
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