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BACKGROUND: Little is known about the effects of secondhand marijuana smoke on children. We aimed to determine caregiver
marijuana use prevalence and evaluate any association between secondhand marijuana smoke, childhood emergency department
(ED) or urgent care (UC) visitation, and several tobacco-related illnesses: otitis media, viral respiratory infections (VRIs), and asthma
exacerbations.
METHODS: This study was a cross-sectional, convenience sample survey of 1500 subjects presenting to a pediatric ED. The
inclusion criteria were as follows: caregivers aged 21–85 years, English- or Spanish-speaking. The exclusion criteria were as follows:
children who were critically ill, medically complex, over 11 years old, or using medical marijuana.
RESULTS: Of 1500 caregivers, 158 (10.5%) reported smoking marijuana and 294 (19.6%) reported smoking tobacco. Using negative-
binomial regression, we estimated rates of reported ED/UC visits and specific illnesses among children with marijuana exposure and
those with tobacco exposure, compared to unexposed children. Caregivers who used marijuana reported an increased rate of VRIs
in their children (1.31 episodes/year) compared to caregivers with no marijuana use (1.04 episodes/year) (p= 0.02).
CONCLUSIONS: Our cohort did not report any difference with ED/UC visits, otitis media episodes, or asthma exacerbations,
regardless of smoke exposure. However, caregivers of children with secondhand marijuana smoke exposure reported increased
VRIs compared to children with no smoke exposure.

Pediatric Research (2022) 91:1769–1774; https://doi.org/10.1038/s41390-021-01641-0

IMPACT:

● Approximately 10% of caregivers in our study were regular users of marijuana.
● Prior studies have shown that secondhand tobacco smoke exposure is associated with negative health outcomes in children,

including increased ED utilization and respiratory illnesses.
● Prior studies have shown primary marijuana use is linked to negative health outcomes in adults and adolescents, including

increased ED utilization and respiratory illnesses.
● Our study reveals an association between secondhand marijuana smoke exposure and increased VRIs in children.
● Our study did not find an association between secondhand marijuana smoke exposure and increased ED or UC visitation in

children.

BACKGROUND
According to the most recent National Survey on Drug Use and
Health, an estimated 58.8 million Americans aged 12 years or
older used tobacco, and an estimated 27.7 million Americans
aged 12 years or older used marijuana in the last 30 days.1

Nationally, tobacco use is declining, yet marijuana use is on the
rise.1 Despite US federal status of marijuana as a Schedule
1 substance, more states are legalizing marijuana for medical
and recreational use. States with legalized recreational use of
marijuana tend to have the highest rates of utilization.2 Prior to
Colorado legalizing the recreational use of marijuana (2012),
10.4% of the population aged 12 years or older used marijuana

in the last 30 days. The most recent survey data show this
percentage is now up to 17.3%.1

As mentioned in a review article by Volkow et al., people often
view marijuana as a harmless pleasure,3 yet studies investigating the
two substances have found marijuana smoke and tobacco smoke
contain many of the same toxic chemicals and carcinogens.4

Tobacco smoke and its negative health effects on both adults and
children have been extensively studied. As summarized in the latest
report from the surgeon general, secondhand tobacco smoke is
clearly linked to several known significant health risks, including
otitis media, impaired lung function, respiratory illness, and sudden
infant death syndrome.5 Secondhand tobacco smoke exposure is
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also associated with caregivers more frequently seeking medical
care for their children, including increased emergency department
(ED) visits.6

Similar to tobacco, primary marijuana use in adults has been
associated with a number of negative health outcomes, including
wheeze, cough, and shortness of breath.7 Primary marijuana use in
adolescents has been associated with increased ED visits, with a
large number related to psychiatric complaints.8 While adolescent
marijuana use/exposure has been studied, marijuana’s impact on
younger children has not been fully elucidated. A previous study
investigating young children hospitalized with bronchiolitis found
almost 50% of children exposed to tobacco also had detectable
levels of secondhand marijuana,9 yet just how marijuana smoke
affects children has not been studied in depth. With the rise in
marijuana use by adults, the known concerning effects from
primary exposure to marijuana, and the similarities of marijuana
and tobacco smoke, the examination of secondhand marijuana
smoke exposure, and its potential effects on child health is of
substantial public health importance.
The objective of this study was to estimate the self-reported

prevalence of marijuana use among caregivers in a state which
has legalized marijuana for both medical and recreational use. Our
secondary objectives were to determine the frequency of ED or
urgent care (UC) visits and frequency of several tobacco smoke
exposure-related illnesses (asthma attacks, ear infections, and viral
respiratory infections (VRIs)) in the prior year among children with
secondhand marijuana smoke exposure as compared to children
with secondhand tobacco smoke exposure and children with
neither marijuana nor tobacco smoke exposure. We aimed to find
an association between secondhand marijuana smoke exposure
and ED/UC visits as well as the tobacco smoke exposure-related
illnesses.

METHODS
Study design, setting, and subjects
This was a cross-sectional survey of a convenience sample of parents/
caregivers presenting (with their children) to a tertiary care, free-standing
academic children’s hospital with an annual ED volume of 70,000 patients,
between December 1, 2015 and July 30, 2017. The study site was located in
a state that had legalized recreational and medicinal use of marijuana
several years prior to the study. Inclusion criteria were any caregiver, aged
21–85 years old, English- or Spanish-speaking, presenting to the ED with a
child <12 years of age, for any chief complaint. The exclusion criteria were
as follows: caregivers of critically ill children (based on triage level),
medically complex children, children >11 years of age (to exclude primary
marijuana use), children taking medical marijuana, or prior participation in
the study. This study was approved by the institution’s Institutional
Review Board.

Study procedures
Caregivers were approached for enrollment by study investigators or
trained research assistants who were available from 7 a.m. until midnight
every day of the week. Informed consent was obtained from all caregivers.
Assent was obtained from children over the age of 7 years. Subjects were
asked to fill out a survey before medical evaluation (e.g., in the waiting
room) or during wait times during their ED stay. Study surveys were self-
administered, available in English or Spanish, and completed by
participants on a tablet computer. Responses were directly uploaded into
a password-protected REDCap database and remained confidential.
Tobacco/marijuana use questions were adapted from the Julius B.
Richmond Center of Excellence Measurement Core.10 (For a full list of
our survey questions, please refer to Appendix 1.) Variables collected in the
survey included demographic data such as child age, sex, and race;
caregiver age, relationship to child, income level, type of residence/
housing, education level, and insurance type; caregiver use of tobacco
and/or marijuana; index child medical history; number of overall ED/UC
visits in the prior year; and several tobacco smoke exposure-related
illnesses in the prior year. Specific marijuana use questions included type
of product used (smoked, vaporized, edibles, topical, etc.), location of use
(indoors vs outdoors), and frequency of use. Tobacco smoke exposure-

related illnesses in question were: acute otitis media, VRIs, and asthma
exacerbations: increased incidence of these entities is associated with
tobacco exposure.11–13 Within the survey, we provided subjects with
definitions of the above diseases for clarification. Otitis media episodes
were defined as an illness with ear symptoms/signs along with the
presence of fever. Asthma exacerbations were defined as any wheezing
episode presenting to the ED requiring nebulized therapies, in a patient
with a history of asthma. VRIs were defined as common cold, bronchiolitis,
or a viral illness with the combination of the following symptoms: runny
nose, cough, and low-grade fever.

Sample size and statistical analysis
At the time of study design, based on data from the NSDUH, 12.9% of
adults (≥18 years of age) in Colorado admitted to marijuana use. Despite
Colorado legalizing recreational marijuana use, we anticipated an under-
reporting bias, and expected ~10% of caregivers completing the survey to
identify as marijuana users. Consistent with our primary descriptive
objective, we enrolled 1500 subjects to achieve a prevalence estimate with
95% confidence level (CI) of ±1.5%.
For descriptive analysis, subjects were classified into four exposure

groups: marijuana only, tobacco only, both marijuana and tobacco, and
neither marijuana nor tobacco (referent group). The caregiver’s response to
substance use questions was used as a proxy to determine the exposure of
the child. The primary interest of our study was the association of
marijuana exposure/use with four outcomes during the previous
12 months: number of ED or UC visits; number of otitis media episodes;
number of VRIs; and number of asthma exacerbations. Descriptive statistics
were computed including means and standard deviations of continuous,
normally distributed variables; medians and interquartile ranges (IQRs) for
continuous, non-normally distributed variables; and frequencies and
percentages for categorical variables. Differences in characteristics
between the four exposure groups were compared using one-way analysis
of variance or Kruskal–Wallis for continuous factors and χ2 tests for
categorical factors. Relationships between marijuana and/or tobacco
smoke exposures and count outcomes were modeled using negative-
binomial regression, since the dispersion of counts for each outcome
indicated that a Poisson regression was inappropriate.14 Zero-inflated
negative-binomial regression was used to model otitis media due to the
large number of zero counts for that outcome.15 Models were constructed
using just marijuana and tobacco smoke exposure as predictors, and then
adjusted for covariates. Potential interaction between marijuana and
tobacco smoke exposure was also examined for each outcome. Model
results were expressed using predicted incident rates per 12 months and
95% CIs. All analyses were performed using SAS, Version 9.4 software (SAS
Institute Inc., Cary, NC).

RESULTS
A total of 1500 caregivers completed the survey. Nine surveys
were excluded because of missing data, leaving 1491 surveys
available for analysis. Patients/children presenting to the ED had
an overall median age of 4.0 years (mean 4.3 years), with an IQR of
1.8–6.0 (SD 3.2). Seven hundred and seventy-five (52.0%) were
male (Table 1). The median age of caregivers was 32.0 years (mean
32.2 years) with an IQR of 27.0–36.0 (SD 7.5), and 1180 (80.2%)
were identified as the mother. The total number of caregivers
reporting regular marijuana use in any form was 167 (11.1%), with
158 of those (10.5%) indicating smoking/vaping. The nine subjects
who did not smoke or vape marijuana reported using other forms
such as topical products or edibles, which we determined would
not expose children to any secondhand marijuana smoke. These
nine subjects were therefore included in the referent, unexposed
group. Seventy-eight caregivers (5.2%) reported smoking/vaping
only marijuana (characterized as “smoke-only marijuana” group);
80 caregivers (5.4%) reported smoking both marijuana and
tobacco (characterized as “smoke marijuana+ tobacco” group);
214 caregivers (14.3%) reported smoking only tobacco (character-
ized as “smoke-only tobacco” group); and 1119 (75.0%) reported
neither marijuana nor tobacco use (characterized as the “non-
smokers” group)(referent) (Table 1). There were no differences
amongst the four groups in child sex, race, or type of health
insurance (Table 1).
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Demographic comparisons
Differences among the exposure groups were found with child
age, caregiver age, Hispanic status, caregiver education, and
income level (Table 1). Children of caregivers who smoked only
marijuana were the youngest (mean 3.4 years), whereas children
of caregivers who smoked only tobacco were the oldest (mean 4.6
years). Caregivers who smoked only marijuana or marijuana plus
tobacco were the youngest (mean 29.7 years), whereas the non-
smoking caregivers were the oldest (mean 32.5 years). Of the
marijuana plus tobacco group, 28.8% identified as Hispanic,
compared to 52.9% of the non-smoking caregivers. With respect
to education, the least educated group appeared to be the
tobacco-only caregivers, with 14% reporting stopping formal
education before high school. Caregivers who smoked only
marijuana reported the highest percentage of college and/or
graduate school education (42%). Finally, in regards to income
level, the marijuana plus tobacco group had the lowest income
level, with over 86% of caregivers reporting annual household
income ≤$50,000, and the non-smoking caregivers reported the
highest percentage of annual income >$100,000 (10.7%).

ED visitation
When we examined overall ED or UC visits (for any diagnosis),
caregivers who smoked tobacco reported a statistically sig-
nificant increase in the mean number of visits, 2.25 in the last
12 months, compared to caregivers with no tobacco or
marijuana use, 1.96 in the last 12 months, (p= 0.049). Caregivers
who used marijuana reported a rate of 2.15 visits in the last

12 months for their children, which did not reach statistical
significance (p= 0.095).
When we examined ED/UC visits adjusting for covariates

(household income, caregiver age, child age, Hispanic ethnicity,
and caregiver education); however, there was no significant
difference in the mean number of visits in the last 12 months
regardless of exposure. The reported rate of ED/UC visits in the
referent, unexposed group was 1.94 visits in the last 12 months.
The reported rate in tobacco-exposed children was 2.14 visits (p=
0.087), and the reported rate in marijuana-exposed children was
2.21 visits in the last 12 months (p= 0.066) (Table 3).

TOBACCO SMOKE EXPOSURE-RELATED CONDITIONS (OTITIS
MEDIA, VRIS, AND ASTHMA EXACERBATIONS)
Otitis media
When we examined overall otitis media episodes, caregivers who
did not use tobacco or marijuana (referent) reported a rate of 0.79
episodes in the last 12 months in their children. Caregivers who
used tobacco reported a similar rate, 0.86 episodes in the last
12 months (p= 0.56). Caregivers who used marijuana reported a
slightly higher rate at 1.03 episodes in the last 12 months, but this
did not reach statistical significance (p= 0.14) (Table 2).
When we examined otitis media episodes, adjusting for

covariates, there continued to be no significant rate difference
among the groups. The referent, unexposed group, reported a
rate of otitis media of 0.75 episodes in the last 12 months.
The reported rate in tobacco-exposed children was 0.83 episodes

Table 1. Patient characteristics by four exposure groups.

Smoke-only
marijuana, n= 78

Smoke-only tobacco,
n= 214

Smoke both marijuana+
tobacco, n= 80

Non-smokers, n=
1119

P value

Caregiver age (mean,
in years)

29.7 (SD 6.8) 32.0 (SD 7.3) 29.7 (SD 5.8) 32.5 (SD 7.6) 0.001

Child age (mean, in years) 3.4 (SD 2.9) 4.6 (SD 3.2) 4.0 (SD 3.0) 4.3 (SD 3.2) 0.04

Child sex (male) 38 (48.7%) 114 (54.5%) 37 (46.2%) 586 (52.6%) 0.56

Child Hispanic status 24 (30.8%) 83 (38.8%) 23 (28.8%) 592 (52.9%) 0.001

Child race

White 41 (52.6%) 101 (47.2%) 30 (37.5%) 496 (44.3%) 0.17

Black 19 (24.4%) 44 (20.6%) 20 (25.0%) 182 (16.3%)

Other 18 (23.1%) 69 (32.2%) 30 (37.5%) 441 (39.4%)

Insurance

Public 52 (66.7%) 161 (75.2%) 67 (83.8%) 839 (75.0%) 0.24

Private 23 (29.5%) 45 (21.0%) 12 (15.0%) 254 (22.7%)

None 3 (3.9%) 8 (3.7%) 1 (1.3%) 26 (2.3%)

Caregiver education

No high school 1 (1.3%) 30 (14.4%) 6 (7.5%) 150 (13.5%) 0.01

High school 43 (55.8%) 114 (54.6%) 48 (60.0%) 548 (49.3%)

College 23 (29.9%) 47 (22.5%) 22 (27.5%) 274 (24.6%)

Graduate school 10 (13.0%) 18 (8.6%) 4 (5.0%) 140 (12.6%)

Residence

Single family home 38 (52.1%) 110 (51.6%) 41 (50.6%) 618 (55.0%) 0.71

Income level

<25K 28 (35.9%) 92 (46.2%) 44 (55.0%) 400 (38.3%) 0.04

25–50K 26 (33.3%) 66 (33.2%) 25 (31.3%) 355 (34.0%)

51–75K 10 (12.8%) 21 (10.6%) 6 (7.5%) 125 (12.0%)

76–100K 7 (9.0%) 9 (4.5%) 3 (3.8%) 53 (5.1%)

>100K 7 (9.0%) 11 (5.5%) 2 (2.5%) 112 (10.7%)

Bold values indicate statistical significance p < 0.05.
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(p= 0.48), and the reported rate in marijuana-exposed children
was 0.96 episodes in the last 12 months (p= 0.16) (Table 3).

Viral respiratory infections
When we examined overall VRIs, caregivers who did not use tobacco
or marijuana (referent) reported a rate of 1.05 infections in the last
12 months in their children. Caregivers who used tobacco reported a
similar rate, 0.98 infections in the last 12 months (p= 0.35).
Caregivers who used marijuana reported a statistically higher rate
at 1.37 infections in the last 12 months (p= 0.01) (Table 2).
When we examined VRIs, adjusting for covariates, there continued

to be a statistically significant difference among the group exposed
to marijuana. The referent, unexposed group, reported a rate of 1.04
infections in the last 12 months. The reported rate in tobacco-
exposed children was 1.00 infections (p= 0.65), and the reported
rate in marijuana-exposed children was 1.31 infections in the last
12 months (p= 0.02) (Table 3).

Asthma exacerbations
When we examined asthma exacerbations, caregivers who did not
use tobacco or marijuana (referent) reported a rate of 0.24
exacerbations in the last 12 months in their children. Caregivers
who used tobacco reported a similar rate at 0.19 exacerbations in
the last 12 months (p= 0.37). Caregivers who used marijuana also
reported a similar rate at 0.34 exacerbations in the last 12 months
(p= 0.24) (Table 2).
When we examined asthma exacerbations, adjusting for covari-

ates, there continued to be no statistically significant difference
among the groups. The referent, unexposed group, reported a rate
of 0.23 exacerbations in the last 12 months in their children. The
reported rate in tobacco-exposed children was 0.18 exacerbations
(p= 0.31), and the reported rate in marijuana-exposed children was
0.32 in the last 12 months (p= 0.27) (Table 3).

Interaction between marijuana and tobacco smoke exposures
Regression models including a two-way interaction between
marijuana and tobacco smoke were fitted for each outcome to
examine potential differential or synergistic effects between them.
None of those interactions were significant at the 5% alpha-level.

DISCUSSION
We found ~11% of caregivers presenting with their children to a
tertiary care children’s hospital ED reported marijuana use.

Caregivers who indicated marijuana use within the survey were
asked a follow-up question regarding the frequency of use. Of the
marijuana users, 95% indicated daily or weekly use, which we
considered regular use. Smoking/vaping was the dominant form
of marijuana used. When creating exposure groups for statistical
analysis, we chose to include caregivers who indicated smoking or
vaping within the secondhand marijuana exposure group. We
concluded that both vaping and smoking of marijuana can lead to
secondhand exposure to children because studies have shown
detectable environmental THC (delta-9-tetrahydrocannabinol)
after vaporizer use.16

The overall percentage of caregivers who reported marijuana
represented a slightly lower portion than represented in the most
recent NSDUH at the time of the study (2012–2013) (12.9%), and
markedly lower than the current Colorado estimate of 17.3% (of
persons 12+ years of age). We also found 19.2% of caregivers
admitted to tobacco use. This percentage is similar to the current
NSDUH estimate of 21.4% (of persons 12+ years of age).
Our study found several differences in regards to the

demographic characteristics of marijuana users vs tobacco
smokers and non-smokers. Caregivers who smoked only mar-
ijuana seemed to be younger, more educated, less likely to
identify as Hispanic, and had a higher income compared to non-
smokers or caregivers who smoked only tobacco. Caregivers who
smoked marijuana plus tobacco were also younger and less likely
to identify as Hispanic compared to non-smokers, yet conversely
reported the lowest income level and lower education levels.
These demographic findings may help target and focus future
preventative efforts and interventions.
In regard to health consequences, after controlling for potential

confounders, our study found an association between second-
hand marijuana smoke exposure and reported rate of VRIs.
Caregivers who admitted to using marijuana reported a statisti-
cally significant higher number of VRIs in their children compared
to unexposed children. We did not find an association between
marijuana smoke exposure and ED/UC visitation or several other
tobacco exposure-related illnesses, specifically otitis media and
asthma exacerbations.
The potential for increased respiratory infections with marijuana

exposure could have significant healthcare implications as more
states move toward legalizing the recreational use of marijuana.
While the dangers of primary marijuana use are becoming more
evident,17–20 secondhand marijuana smoke exposure may also
need to be addressed. Prior studies have indicated that the ED

Table 2. Unadjusted rates of emergency department/urgent care visits, otitis media episodes, viral respiratory infections, and asthma exacerbations
by substance exposure.

Outcome Exposure group Rate/12 months, mean (95% CI) P value

Emergency department/urgent care visits No tobacco or marijuana exposure 1.96 (1.87, 2.06) Referent

Marijuana exposure 2.15 (1.95, 2.38) 0.095

Tobacco exposure 2.25 (1.97, 2.58) 0.049

Otitis media episodesa No tobacco or marijuana exposure 0.79 (0.68, 0.93) Referent

Marijuana exposure 1.03 (0.72, 1.48) 0.14

Tobacco exposure 0.86 (0.65, 1.14) 0.56

Viral respiratory infections No tobacco or marijuana exposure 1.05 (0.99, 1.13) Referent

Marijuana exposure 1.37 (1.13, 1.66) 0.010

Tobacco exposure 0.98 (0.80, 1.14) 0.35

Asthma exacerbations No tobacco or marijuana exposure 0.24 (0.19, 0.29) Referent

Marijuana exposure 0.34 (0.19, 0.60) 0.24

Tobacco exposure 0.19 (0.12, 0.30) 0.37

Estimates were from negative-binomial regression models with main effects for tobacco and marijuana exposure.
Bold values indicate statistical significance p < 0.05.
aZero-inflated negative-binomial model was fitted for otitis media episodes.
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specifically is an effective setting to initiate tobacco cessation
interventions.21 Thus, despite the high volume and acuity of
patients, the ED may serve as an appropriate setting for initiation
of marijuana smoking cessation conversations with caregivers
as well.
The results of our research provide several considerations

moving forward, given the associations found between second-
hand marijuana exposure in children and negative health impacts.
The information found in this study may be useful for healthcare
providers as they initiate marijuana cessation conversations with
caregivers. In addition, public health messaging regarding the
potential negative implications of marijuana smoke (similar to that
of secondhand tobacco smoke) could be considered. Further
research is warranted to determine not only an association but
also causation between secondhand marijuana smoke exposure
and pediatric diseases.

LIMITATIONS
There are several limitations to our study. Our study was
conducted in a tertiary care children’s hospital in a state with
legalized recreational and medicinal use of marijuana. Thus, the
results of our study may not be generalizable to other pediatric
populations, hospitals, or states. As with all self-reporting surveys,
a recall and reporting bias may have existed when reporting
substance use. The under-reporting of substance use by caregivers
has been shown in other studies.22 This was minimized by using
anonymous, confidential surveys, in a state with legalized
marijuana use. Biomarkers were not used to evaluate for systemic
exposure in the subjects, and assumptions on the child’s exposure
were made by caregiver report of their use. Biochemical validation
of the results would have provided a more precise measure of
both tobacco smoke exposure and/or marijuana smoke exposure.
While similarities exist between smoked and vaped forms of
marijuana, we realize that there is likely variation between their
emitted chemicals and secondhand effects. The association
between our study outcomes and secondhand marijuana may
have been slightly different had we separated out caregivers who
indicated vaping as their method of choice.
Finally, prior studies have shown an association between

tobacco exposure and negative health outcomes such as
increased ED visits, otitis media, VRIs, and asthma exacerbations.

Our study did not show this same association. The lack of
association may be related to the low number of observed events
in our study population. As shown in the number of asthma
exacerbations, the mean reported rate was <1 per year in all
groups (Tables 2 and 3). Our study was initially powered with our
primary objective in mind, evaluating the prevalence of substance
use. Because of the low reported number of the tobacco smoke
exposure-related conditions, we would likely need more enrolled
subjects to uncover the association between tobacco smoke
exposure and these conditions.

CONCLUSIONS
Approximately 10% of caregivers in a tertiary care children’s
hospital ED reported regularly smoking or vaping marijuana.
Children of caregivers who smoked marijuana had a higher
number of reported VRIs compared to children of caregivers who
did not smoke marijuana or tobacco. This study provides evidence
on the potential negative health consequences from secondhand
marijuana smoke exposure, impacting healthcare utilization and
tobacco smoke exposure-related conditions. More studies are
needed to evaluate the association with and potential causation of
negative health impacts and secondhand marijuana smoke
exposure in children. Future studies on the impact of other
modalities of marijuana on the pediatric population would also be
beneficial. Our findings can help shape preventative rules,
regulations, and public health messaging to minimize the impacts
of marijuana on children.
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CONSENT STATEMENT
Informed consent was obtained from all caregivers by trained research assistants
prior to the filling out of the survey. Assent was obtained from children aged
>7 years.

APPENDIX 1 SURVEY QUESTIONS
- How many times in the last 12 months has your child been seen in the EMERGENCY
ROOM or URGENT CARE Center (including the visit today)?
-How many times in the last 12 months has a healthcare provider (example: doctor,
nurse practitioner, physician assistant) diagnosed your child with an EAR INFECTION?
- How many times in the last 12 months has a healthcare provider diagnosed your
child with an ASTHMA ATTACK (any wheezing episode that required treatment in the
Emergency Room or Urgent Care Center)?
- How many times in the last 12 months has a healthcare provider diagnosed your
child with a COLD or RESPIRATORY VIRUS (an episode of runny nose, cough, and low
grade fever)?
- Has your child been diagnosed with any of the following medical conditions?
(Asthma, allergies, eczema)
- Is there a history of ASTHMA in either of the child’s biological parents?
-Does anyone who lives in your home, or who primarily cares for your child, use
smoked TOBACCO PRODUCTS (such as CIGARETTES, CIGARS, PIPES)?
-Does anyone who lives in your home, or who primarily cares for your child, use
MARIJUANA (in any form)?
-Has your child been prescribed MEDICAL MARIJUANA for an illness (example:
seizures, muscle spasms, pain)?
-In which locations are SMOKED or VAPORIZED MARIJUANA products typically used?
-Has your child’s Pediatrician ever asked or counseled you about MARIJUANA?
-How many adults in your home regularly use MARIJUANA?
-Please indicate the Form and Frequency of MARIJUANA that is used? (Smoked,
vaporized, edibles, highly concentrated products, topical, other)
-How old is your child?
-Gender (Sex) of your child?
-Race of your child?
-Caregiver age?
-What is your annual household income?
-What type of health insurance does your child have?
-What is your highest level of education?
-What best describes the type of residence or home in which you and your child
currently live?
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