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ABSTRACT

Objective To explore the accounts of smokers and non-

smokers (who live with smokers) of smoking in their

homes and cars after the Scottish smoke-free legislation;

to examine the reported impact of the legislation on

smoking in the home; and to consider the implications for

future initiatives aimed at reducing children’s exposure to

secondhand smoke in the home.

Design and setting A qualitative cross sectional study

involving semistructured interviews conducted across

Scotland shortly after the implementation of the

legislation on 26 March 2006.

Participants A purposively selected sample of 50 adults

(aged 18-75) drawn from all socioeconomic groups,

included smokers living with smokers, smokers living

with non-smokers, and non-smokers living with

smokers.

Results Passive smoking was a well recognised term.

Respondents had varied understandings of the risks of

secondhand smoke, with a few rejecting evidence of

such risks. Children, however, were perceived as

vulnerable. Most reported that they restricted smoking

in their homes, with a range of restrictions across social

classes and home smoking profiles. Spatial, relational,

health, and aesthetic factors influenced the

development of restrictions. Children and

grandchildren were important considerations in the

development and modification of restrictions. Other

strategies were also used to militate against

secondhand smoke, such as opening windows. The

meaning of the home as somewhere private and social

identity were important underlying factors.

Respondents reported greater restrictions on smoking

in their cars. There were diverse views on the smoke-free

legislation. Few thought it had influenced their smoking

in the home, and none thought it had affected how they

restricted smoking in their homes.

Conclusions These data suggest two normative

discourses around smoking in the home. The first

relates to acceptable social identity as a hospitable

person who is not anti-smoker. The second relates to

moral identity as a caring parent or grandparent.

Awareness of the risks of secondhand smoke, despite

ambivalence about health messages and the fluidity of

smoking restrictions, provides clear opportunities for

public health initiatives to support people attain

smoke-free homes.

INTRODUCTION

Exposure to secondhand smoke is an important cause
of premature mortality and morbidity,1-3 and children
are more vulnerable than adults to the effects on
health.3-6 In 2003, over 80% of children aged

8-15 years in Scotland reported being exposed to sec-
ondhand smoke,7 and around40% lived in a homewith
at least one smoker. The 2005 health education popu-
lation survey found that less than half (42%) of homes
in Scotland had total smoking bans.8

Interventions to reduce children’s exposure to sec-
ondhand smoke in the home have involved media
campaigns or brief counselling sessions with parents
and have had little success.9 10 This is perhaps not sur-
prising aswe know little aboutwhy people do or do not
restrict smoking in their homes.4 Even less is known
about influences on smoking restrictions in cars.
Two qualitative studies have generated insights

about the factors that parents perceive as barriers to
reducing their children’s exposure to secondhand
smoke in the home.11-13 These include difficulties asso-
ciated with the supervision of children, lack of appro-
priate space to smoke outside the home, a desire to
smoke in comfort or privacy, and concerns about the
negative reactions of family and friends.12 13 These stu-
dies were limited in that they involved only disadvan-
taged smokers who had preschool children1213 and
who wanted to increase home restrictions and lived
in high rise accommodation.11

The introduction of legislation on smoke-free public
places in Scotland in March 200614 provided a unique
opportunity to explore the social meaning of restric-
tions in the home. We carried out a qualitative study
in Scotland shortly after the introduction of the legisla-
tion. We explored the accounts of smokers and
non-smokers of the strategies they use to regulate
smoking in their homes and cars; and examined the
reported impact of the legislation on smoking in the
home to identify potential enablers and barriers to
reducing exposure in the home.

METHODS

Study design and participants—Wecarriedout qualitative
semistructured interviews with 50 smokers and non-
smokers who lived with smokers across Scotland.
Respondents were purposively recruited from Wave
10 (September-November 2005) of the health educa-
tion population survey.15We sampled on three charac-
teristics: composition of smokers in the household,
socioeconomic group (AB (professional, managerial
and technical), C (skilled non-manual and manual), D
(partly skilled and unskilled)), and sex (table). We
invited 106 people to take part in the study. Fifty of
the 54 eligible respondents were interviewed.
Interviews—Interviews were conducted between

June and September 2006 in respondents’ homes.
We developed interview topic guides for the three
types of participant: smoker living alone or with
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another smoker, smoker livingwith a non-smoker, and
non-smoker living with a smoker. Respondents used a
day grid to describe a typical day in relation to smoking
or exposure to smoke.16 17 Smokers identified times
and placeswhen they smoked.Non-smokers identified
when and where they were exposed to smoke. All
respondents were asked to describe any smoking
restrictions in their home or car, how they had devel-
oped and were maintained, and what might lead to
breaches. Respondents were asked what they under-
stood by passive smoking and whether they thought
any people were more at risk.We sought respondents’
views about and experiences of the smoke-free legisla-
tion and whether this had affected smoking in their
home or their social life.
Analysis—We transcribed the tape recorded inter-

views and analysed transcripts thematically, moving
from initial descriptive codes to more conceptual ana-
lytical coding. All authors were involved in the analy-
sis, with at least two reading each transcript and
agreeing on coding categories and themes. Amodified
grounded theory approach was taken whereby themes
were revised iteratively as the fieldwork and analysis
progressed.18

RESULTS

Knowledge and understanding of risks of secondhand

smoke

Passive smoking was a well recognised term, though
respondents’ understanding of and views about the
health risks varied. Most (36) indicated that they
believed that exposure to secondhand smoke repre-
sented some form of risk. A smaller group of respon-
dents (eight), all smokers, weremore ambivalent about
whether secondhand smoke was a health risk, yet
reported a reluctance to expose children or grandchil-
dren to secondhand smoke.A few respondents (six), all
but one of whomwere smokers, stated firmly that they
did not believe that passive smoking was a health risk
(box 1). Smokers who lived only with smokers or on
their own were less likely than other respondents to
believe that secondhand smoke was a health risk.
There was no apparent difference in acceptance of
risk by socioeconomic group.
Respondents drew on personal experiences around

the visible effects of secondhand smoke on themselves
and others, their knowledge about the health effects of

active smoking and external sources of information
including media coverage, and health professionals’
advice. Many thought that children were particularly
at risk because they were still developing. There were
diverse views concerning when “vulnerable” children
became less vulnerable (see box 1).

Restrictions in the home

Patterns of restrictions
There was a range of restrictions across all the house-
hold smoking profiles and socioeconomic groups (box
2). These restrictionswere primarily spatial in nature—
respondents described specific rooms or locations
inside or outside the home where smoking was or was
not permitted. These comprised a total ban inside the
home (nine); smoking allowed in one specific room or
at an outside door (10); smoking allowed in several
rooms (25); no restrictions (six). Smokers who lived
only with smokers or on their own were more likely
to report having no restrictions, and respondents
from socioeconomic group D were least likely to
have a total ban.
Most respondents reported that they were con-

cerned with the smell of tobacco smoke in their home
and described actions to reduce or manage smoke or
exposure in their homes (such as opening windows,
lighting candles). All respondents with partial or no
restrictions described how they would temporarily
modify these in particular circumstances. For example,
partial restrictions would become stricter in the pre-
sence of children and grandchildren, or relaxed if
adult visitors were smokers.

How and why restrictions were developed
Respondents often had more than one reason for hav-
ing restrictions on smoking (box 3). Aesthetic concerns
were mostly about the smell of smoke. Health reasons
related mainly to concerns about not exposing chil-
dren and grandchildren and, in a few cases, adult
non-smokers to the health risks of smoke.Respondents
expressed concern about smoking in front of children,
thus acting as a role model. Some also talked about
pressure from children or from other family members
not to smoke. Other less common health reasons
included concerns around hygiene and safety.
Most respondents presented these changes as being

unproblematic, with little conflict over decision

Box 1 | Knowledge and understandings of risks of
secondhand smoke

“Well they say it does, but I don’t believe that is true. It is
just one of these things I don’t believe, they say people
die from passive smoking, I don’t accept it” 69 year old
man, former smoker (C)

“I couldn’t put an age on it because I don’t think they
should, even if they are older it has a less effect, then it
is bad for them to see other people doing it because it
means they want to do it themselves or they might want
to try it” 49 year old woman, non-smoker (C)

Box 2 | Patterns of home restrictions

“I wouldn’t even think about having a fag in the house,
[name of daughter] comes first in that respect” 27 year
old woman, smoker (D)

“There is a back door, there is a garden, this is where
[kitchen] we should smoke and we don’t allow
[smoking] anywhere else in the house” 40 year old
woman, smoker (AB)

“If we have got people here who don’t smoke, wewill be
less inclined to smoke, certainly smoke less or maybe
not at all” 59 year old man, smoker (AB)
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making. No respondents reported that the smoke-free
legislation had had an affect on their restrictions in the
home.

Meaning of the home and smoker identity

Two factors emerged as important in how smoking
restrictions were managed or moderated. These
related to the meaning of the home and social identity.
The home was seen as being a private space, a place of
relaxation and comfort. This seemed to bring with it
notions of choice about when and where respondents
smoked in the home and about how others should
respect their views. This discourse of privacy and
individual choice also had a social dimension in that
smokers and some former smokers expressed concern
about how they would be perceived by family
and friends if they restricted smoking. Concerns
pivoted around being regarded as being anti-smoker,
inconsiderate, and hypocritical. The smoke-free legis-
lation was not presented as having moderated these
concerns.

Beyond the home: smoking restrictions in cars

Forty respondents had access to a car. More respon-
dents, including smokers, reported that they had total
(n=16) or partial (n=19) restrictions on smoking in their
car. Several said that partial restrictions could increase
in the presence of children and non-smoking adults.
No respondents in socioeconomic group D reported
having total restrictions. The reasons for restrictions
were similar to those in the home, with concerns
around exposing children to secondhand smoke and
aesthetic reasons. Smoking restrictions in the car
seemed to bemore robust than in the home, suggesting

that the car occupies an intermediary position between
public and private space; its confined nature also
seemed to encourage stronger rules.

Impact of the smoke-free legislation

Respondents expressed various views about the
smoke-free legislation, mostly positive. While most
respondents highlighted positive effects (such as less
smoky pubs, fewer children becoming future
smokers), some were more ambivalent, with a few
(all smokers) totally against the legislation. Negative
views related primarily to the way the legislation had
happened (such as inadequate opportunities for con-
sultation) and thinking that the legislation had gone
too far.
Most smokers thought that there hadbeen little or no

change in their level of smoking in the home since the
legislation because their workplaces were already
smoke-free, they did not go out much socially, or
reductions in smoking hadbeen easily accommodated.
Several spoke about increased feelings of stigma when
smoking in public and therefore the increased impor-
tance of being able to smoke in private. None of the
non-smokers reported that their exposure to second-
hand smoke in the home had increased. A few smokers
expressed some sense that they had increased their
smoking in the home or car, but this was mostly
phrased in uncertain terms. They were also unsure
about the level of any increase.

DISCUSSION

Growing awareness about the health risks of second-
hand smoke combined with concerns about minimis-
ing the negative aesthetic aspects of smoking have led
to increasing restrictions on smoking in homes and
cars.3 Although all respondents said that they restricted
smoking in their home at some time, many described
how spatial restrictions on smoking were temporarily
modified in some circumstances.
Respondents’ accounts seemed to be underpinned

bynormativediscourses of acceptablemoral and social
identities. An acceptable social identity pivoted
around being seen to be a “considerate” smoker or
non-smoker19 20 who would appropriately modify
their behaviour or restrictions for family and friends
or on certain special occasions. Moral identities were
constructed around being a caring parent, grandpar-
ent, or adult.13 The presence of children was cited as
the main reason for both total bans and temporarily

Box 3 | How andwhy restrictionswere developed

Respondent: “To smoke in front of young children
nowadays? No, I would not advise it because they pick it
up, the smoking, the habit, they see you doing it.”
Interviewer: “Are there any other reasons why you don’t
smoke in certain rooms?” Respondent: “No, just
because of that, I respect her [wife who had quit
smoking]” 55 year old man, smoker (C)

“Mydaughter spoke about ‘Weare starting a family,’ and
I said, ‘Well for a better environment for them,’ I says,
‘Right, we will try and enforce this and we will try and go
outside,’ and we have stuck to it” 50 year old man,
smoker (D)

Details of participants interviewed about smoking in their homes

Socioeconomic group*

Smokers living alone or with
smokers only

Smokers living with any non-
smokers

Non-smokers living
with any smokers

TotalMen Women Men Women Men Women

A-B 2 2 1 0 0 3 8

C1-C2 5 7 5 3 5 5 30

D 4 4 1 2 0 1 12

Total 11 13 7 5 5 9 50

*AB (professional, managerial and technical), C1 (skilled non-manual), C2 (skilled manual), D (partly skilled and unskilled).
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increasing restrictions. In addition to concerns about
reducing children’s exposure to the possible health
risks of secondhand smoke were considerations about
the future consequences of children seeing adults
smoke. The desire to be seen to act in socially and
morally acceptable ways seemed to be tempered by
other imperatives and needs. These included the
need to smoke, the desire to smoke in comfort and

private, understandings of the risks of secondhand
smoke, and social norms.
While some respondents were convinced that sec-

ondhand smoke was a health risk others were much
less certain, and some indicated a level of resistance
to such messages. This is perhaps not surprising given
that evidence and education about the health risks of
secondhand smoke is relatively recent compared with
that on active smoking. Some smokers might resist
messages that could have consequences for their smok-
ing, home lives, and routines. Ambivalence about
health messages needs also to be understood as a
more general phenomenon, relating to a distrust of
scientific knowledge and resistance to externally
imposed restraints on individual behaviours.

Strengths and limitations

One strength of our study was the diverse range of
respondents in terms of age, socioeconomic group,
location, and household smoking profile. This meant
that it was not possible to explore in depth the views
and experiences of certain groups who may face parti-
cular challenges around addressing secondhand
smoke in the home,13 such as those living in homes
where space is restricted or lack outside space.11

Another limitation was the retrospective nature of the
study, which may have made it difficult for respon-
dents to assess the impact of the legislation on their
knowledge, attitudes, and behaviour. It may also be
that such changes take longer to occur than the period
covered in this study.

Implications

Reducing secondhand smoke in the home and car
requires a coordinated approach involving national
and local action aimed at reducing smoking among
adults and protecting children and non-smokers from
secondhand smoke in smoking homes.6 Comprehen-
sive smoke-free legislation can help achieve these
aims.3 Our findings indicate that smoking restrictions
in the home are shaped by a range of sociocultural
influences and other factors that create enablers, and
barriers for future public health initiatives on this issue
(box 4). Initiatives to reduce secondhand smoke in the
home could include media campaigns and tailored
advice and support for individuals from health and
other professionals on how to develop more effective
smoke-free strategies in the home and car.6
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Box 4 | Enablers and barriers to creating smoke-free
homes

Enablers include:

� The increasing level of restrictions and the reported
modification of partial or no restrictions in some
circumstances

� The higher level of restrictions in cars

� Increasing awareness of the risks of secondhand
smoke, particularly in relation to children

� Concerns about children and grandchildren not
becoming smokers

� Desire to be seen as behaving in morally and socially
acceptable ways

� Other attempts, both aesthetic and health related, to
moderate or remove the perceived negative aspects of
smoke in the home

� Social norms about the unacceptability of smoking in
the home among family and friends, including
pressure from children

Barriers include:

� Limited understanding of and resistance to messages
about the health risks of secondhand smoke

� Beliefs about the effectiveness of ways of removing or
managing secondhand smoke in the home

� The need to smoke and smoker identity

� The home (and car) perceived as a private space,
protected from public controls and sanctions

� Social norms among family and friends about the
acceptability of smoking in the home

WHAT IS ALREADY KNOWN ON THIS TOPIC

Exposure to secondhand smoke is an important cause of
morbidity in children, and the main source of exposure is in
the home

Little is known about why people do or do not restrict
smoking in their homes and the enablers and barriers to
reducing children’s exposure in the home

WHAT THIS STUDY ADDS

Most people restrict smoking in their home but the extent
and likely effectiveness vary. Spatial, health, relational, and
aesthetic factors are influential and protection of children
and grandchildren is a priority

There were diverse views about the smoke-free legislation;
few thought it had influenced their smoking in the home

Awareness of the risks of secondhand smoke, despite
ambivalence about health messages and the fluidity of
smoking restrictions, provides opportunities for public
health initiatives to support people to achieve smoke-free
homes
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DRUG POINTS

Calculate the QT interval in patients taking drugs for
dementia

Andrew Leitch, Peter McGinness, David Wallbridge

A 76 year old woman was referred acutely after two
syncopal episodes. She had a history of depression and
Alzheimer’sdisease.Nocardiacproblemswere reported.
On admission her blood pressure was 160/112 mm Hg
but she had a sinus bradycardia (42 beats/min) and the
cardiac monitor showed paroxysmal ventricular tachy-
cardia (torsade de pointes). The resting electrocardio-
gram showed gross prolongation of the QT segment
(corrected QT interval 590-777 ms). She was treated
with intravenousmagnesium, an infusionof isoprenaline,
and then temporary cardiac pacing (100 beats/min) with
complete suppression of the dysrhythmia. Initial bio-
chemistry (serum potassium, magnesium, and calcium)
gave normal results, and the 12 hour troponin T
(0.06 µg/l) was borderline. Her drug history included
donepezil 10 mg (for two years), omeprazole 20 mg,
escitalopram 10 mg, and propranolol 80 mg (started
five days before admission for an essential tremor and
anxiety symptoms). Donepezil, escitalopram, and
propranolol were discontinued, and the QT interval
normalised (corrected QT interval 436 ms). Depressive
symptoms were treated with mirtazipine, and the patient
required nursing home care. Subsequent review of the
notes showed that a normal electrocardiogram had
beenobtained18monthspreviouslyduring investigation
of palpitations.
About 3% of prescriptions in the United Kingdom

represent non-cardiac drugs with proarrhythmic

potential.1 The drugs associated with prolonged QT
interval include antiarrhythmics, antihistamines, anti-
microbials, tricyclic antidepressants, and selective
serotonin re-uptake inhibitors.2 QT prolongation
with acetylcholinesterase inhibitors for dementia
(rivastigmine) has been reported.3 Adverse effects
reported for donepezil include bradycardia
(uncommon) and heart block (rare). The data sheet
for donepezil refers to “potential for synergistic activity
with ... betablocking agents which have an effect on
cardiac conduction.” Escitalopram is very rarely
associated with prolongation of the QT interval. It
inhibits CYP 2D6, the enzyme responsible for the
metabolism of donepezil, and escitalopram
metabolism is inhibited by omeprazole.
Doctors need to be aware of potential drug

interactions with donepezil. Calculating the corrected
QT interval may be a life saving arithmetical exercise
when elderly patients are treated for dementia.
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