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Abstract: The combination of poor diet and exposure to secondhand smoke may increase hemoglobin
A1c (HbA1c) levels, but few studies have explored this interaction. We explored an interaction among
574 never-smoking adults from the Singapore Chinese Health Study. At baseline (age 59 ± 8 years),
intakes of omega-3 polyunsaturated fatty acids, vitamin C, vitamin E and fiber were estimated using
a modified food frequency questionnaire. At follow-up (age 64 ± 9 years), HbA1c and cotinine were
measured. A product term between cotinine (above or below the median value) and each nutrient
(high or low intake) was included in separate linear regression models with HbA1c as the outcome.
HbA1c among those with high cotinine and low omega-3 polyunsaturated fatty acids intakes were
higher than would be expected due to the individual effects alone (p-for-interaction = 0.05). Among
those with lower intakes of omega-3 polyunsaturated fatty acids, high cotinine levels were associated
with 0.54% higher HbA1c levels (95% confidence interval [CI]: 0.02, 1.06). Conversely, among those
with higher intakes of omega-3 polyunsaturated fatty acids, HbA1c differ not differ by exposure
(−0.09%; 95% CI: −0.45, 0.30). No evidence of interaction was observed for other nutrients. Diets
high in omega-3 polyunsaturated fatty acids may ameliorate secondhand smoke-induced increases
in HbA1c.

Keywords: diet; antioxidants; omega-3 polyunsaturated fatty acids; cotinine; HbA1c; interaction

1. Introduction

Globally, one in three children and non-smoking adults are involuntarily exposed to secondhand
smoke on a daily basis [1]. The high occurrence of this exposure is worrisome because exposure to
secondhand smoke may increase the risk for coronary heart disease by 30% [2], and type 2 diabetes by

Int. J. Environ. Res. Public Health 2019, 16, 5148; doi:10.3390/ijerph16245148 www.mdpi.com/journal/ijerph

http://www.mdpi.com/journal/ijerph
http://www.mdpi.com
http://www.mdpi.com/1660-4601/16/24/5148?type=check_update&version=1
http://dx.doi.org/10.3390/ijerph16245148
http://www.mdpi.com/journal/ijerph


Int. J. Environ. Res. Public Health 2019, 16, 5148 2 of 14

21% [3]. Although these associations have been widely studied, the impact of exposure to secondhand
smoke on early indicators of chronic disease has not been thoroughly explored.

Hemoglobin A1C (HbA1c) is an important early indicator of cardiovascular disease and type
2 diabetes [4,5]. Two previous studies have reported positive associations between higher levels
of cotinine (the major metabolite of nicotine) [6] with increased HbA1c levels [7,8]. Both of these
studies have been conducted among United States adults who participated in the National Health
and Nutrition Examination Survey (NHANES). The extent to which this exposure is associated with
HbA1c levels among adults in other countries is unknown.

The mechanisms linking exposure to secondhand smoke with increased HbA1c levels are also
poorly understood. One potential mechanism is oxidative stress. Secondhand smoke induces oxidative
stress, which has been implicated in the glycation process [9]. Certain dietary nutrients, such as omega-3
polyunsaturated fatty acids, antioxidants, or dietary fiber, may limit secondhand smoke-induced
oxidative stress responses [10]. Previous studies have reported that high intakes of these nutrients may
ameliorate the effects of exposure to secondhand smoke on HbA1c levels among children [11] and on
cardiovascular disease among adults [12,13]. These findings highlight the need to examine whether
diet may limit the effect of exposure to secondhand smoke on HbA1c levels among adults.

This analysis was conducted among a subset of never smoking adults enrolled in a prospective
cohort: the Singapore Chinese Health Study. The objective of our study was to explore the potential
interaction between diet and exposure to secondhand smoke on HbA1c levels among Singapore
Chinese adults.

2. Methods

2.1. Study Population

The Singapore Chinese Health Study is a large, population-based prospective cohort study [14].
Participants were recruited between 1993 and 1998. Participants were eligible if they were between
the ages of 45–74 at the time of enrolment, were permanent residents or citizens of Singapore, and
resided in government-built housing. Demographic and dietary information were collected from each
participant at the baseline interview. Between 1994 and 2005, blood and urine samples were collected
from a subsample of the participants. During the first follow-up interview between 1999 and 2004,
participants were asked to self-report their exposure to secondhand smoke. Participants are followed
through time via the Singapore Registry of Births and Deaths, the Hospital Discharge Database and
Singapore Cancer Registry. These databases are then linked to the original cohort data. Attrition in the
Singapore Chinese Health Study is extremely low. As of December 2014, only 47 (0.7%) participants
were lost to follow-up due to migration out of Singapore.

The study protocol was reviewed and approved by the Institutional Review Boards of the National
University of Singapore and the University of Pittsburgh. Written informed consent was obtained
from all participants prior to data collection.

2.2. Inclusion Criteria

The Singapore Chinese Health Study recruited 63,257 participants from 1993 to 1998 (Figure 1). Our
study was conducted using data from a previously defined, nested case-control study of cardiovascular
disease, as described by Sun et al. [15]. These cases and controls were selected from participants who
provided blood, and did not have a history of physician-diagnosed cardiovascular disease or stroke
(either self-reported or ascertained through linkage with the Hospital Discharge Database). The eligible
cases for the present study were incident acute myocardial infarction that occurred during follow-up
via linkage with the three databases (described above). All eligible cases were enrolled. Using a risk-set
sampling approach [16], 744 controls were selected for each of the 744 cases of fatal coronary heart
disease or non-fatal myocardial infarction.
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Figure 1. Study population and exclusions.

Controls were participants who were alive and free of coronary heart disease at the date of the
diagnosis or date of death among cases. Controls were matched on sex, dialect group (Hokkien,
Cantonese), date of birth (±5 years), date of recruitment (±2.5 years), and date of blood collection
(±6 months).
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A subset of the never-smoking case-control pairs were selected to evaluate the associations
between secondhand smoke and incident coronary heart disease and biomarkers of chronic disease risk
(e.g., HbA1c). A total of 277 existing. case-control. never smoking pairs were identified. To increase
our sample size, we included an additional 52 case-control pairs who were matched on the criteria as
described above. and 9 never smoking cases-control pairs who were matched on sex, dialect group
and year of birth, but not matched on year of recruitment and date of biospecimen collection. Urinary
biospecimen samples from this dataset were analyzed for cotinine. Of the available 676 participants
(338 cases and 338 controls), 582 participants (329 cases and 253 controls) had complete data on the
exposures, outcomes and covariates. We further excluded six participants with evidence of active
smoking, defined as having a urinary cotinine concentration >31.5 ng/mL [17] and two participants
that had cotinine below the laboratory limit of detection, but that were categorized in the high cotinine
group after creatinine adjustment (see approach below). Therefore, the final analytic sample for this
cross-sectional analysis was 574 participants (324 cases and 250 controls).

2.3. Exposure to Secondhand Smoke

Total cotinine was measured in spot urine samples using liquid chromatography linked to tandem
mass spectrometry. The limit of detection for cotinine was 0.20 ng/mL. To account for variation in
dilution of the spot urine samples, urinary cotinine was corrected by urinary creatinine [18]. A limited
number of participants had cotinine levels below the limit of detection (n = 40, 7%). Cotinine levels
were heavily skewed right, even after non-linear transformation, which led to a violation of the
assumption of normality for the residuals in linear regression analyses. Currently, there are no
established cut-offs for cotinine to differentiate low or high exposure to secondhand smoke. Therefore,
we dichotomized cotinine as low exposure and high exposure based on a median-split. This data-driven
approach was employed to increase statistical power, and has been used in a previous study evaluating
a similar research question [19]. The cotinine categories were defined as follows: low exposure
(cotinine < 0.01 ng/mg creatinine [the median value], including those below the limit of detection) and
high exposure (cotinine ≥ 0.01 ng/mg creatinine).

Self-report of exposure to secondhand smoke was ascertained at the first follow-up visit.
Participants were asked to self-report whether they lived with a smoker who smoked in the home on a
daily basis (yes or no).

2.4. HbA1c Assessment

HbA1c was measured on red blood cells isolated from whole blood samples of participants in our
analytic sample. HbA1c measurements were performed on the Bio-Rad Variant II Analyzer (Hemel
Hempstead, United Kingdom) and were quantified using high-performance liquid chromatography.

2.5. Dietary Assessment

A 165-item modified quantitative food frequency questionnaire was administered at the time
of enrolment [20]. Nutrient values were primarily obtained from the United States Department of
Agriculture National Nutrient Database for Standard Reference [21], as described previously [20].
We evaluated diet in terms of individual nutrients that may alleviate secondhand smoke-induced
oxidative stress [10]. Dietary fiber, vitamin C, vitamin E and omega-3 polyunsaturated fatty acids were
dichotomized using categories, as previously described within this population [12]: low (the lowest
quartile of intake) and high (the second through fourth quartiles of intake).

2.6. Covariates

At the baseline interview, information about the participant’s age, sex, dialect and education
was collected. Self-reported heights and weights were collected through baseline questionnaires.
Although older adults tend to overestimate height and underestimate weight, previous studies have
reported a high level of agreement between measured and reported height and weight data (correlation



Int. J. Environ. Res. Public Health 2019, 16, 5148 5 of 14

coefficients ranging from 0.85 to 0.96) [22,23]. Of the 63,257 participants from the original cohort study,
9781 participants (15.5%) were missing weight data, 97 participants (0.2%) were missing height data,
and 192 participants (0.3%) were missing both weight and height data. Weights and/or heights were
imputed for these participants using linear regression methods described elsewhere [24]. Body mass
index (BMI) was calculated by dividing weight (kg) by height (m) squared. Previous work in this cohort
has demonstrated that the results were nearly identical after including and excluding participants
with imputed BMI values [24]. Overweight and obesity was determined using cut-off points for BMI
that are specific to Asian populations, as recommended by the World Health Organization (WHO)
Expert Consultation [25]. The BMI categories were as follows: lean (BMI < 23 kg/m2), overweight
(BMI ≥ 23 kg/m2 and <27.5 kg/m2) and obese (BMI ≥ 27.5 kg/m2). These categories correspond to an
elevated risk for chronic disease among Asian populations [26].

2.7. Statistical Analysis

This analysis was conducted among a sample from a previously defined, nested, case-control study
with a different health endpoint (coronary heart disease). Ignoring the matched case-control study
design could lead to biased effect estimates, because coronary heart disease may be associated with
our exposure and outcome of interest [27]. Therefore, our analyses incorporated sampling weights that
were designed to account for the probability of a control being selected to participate in the previously
defined nested case-control study [28,29]. This approach has been implemented in a published study
that analyzed case-control data for additional outcomes [30].

Independent samples t-tests were used to examine differences in means, and chi-square
tests were used to examine differences in proportions of the covariates across the cotinine
categories. The correlations between individual nutrients were calculated using the Spearman’s
rank correlation coefficient.

Linear regression models examined the main effect association between cotinine categories (low or
high) and HbA1c levels. Our minimally-adjusted model included sex, date of birth, date of recruitment,
date of biospecimen collection and dialect (Cantonese, Hokkien). Our fully-adjusted model additionally
included education (no formal education, primary education, secondary education) and BMI (kg/m2)
at the follow-up visit in the regression model. We examined the interaction between cotinine categories
(low or high) and each of the selected nutrients (high or low intake) on HbA1c levels by including an
additional product term in separate models. Our final models present adjusted means, beta coefficients
and corresponding 95% confidence intervals (CIs).

All analyses were performed using Stata version 13 (Stata-Corp LP, College Station, TX, USA). An
alpha level of <0.05 was used to determine statistical significance.

2.8. Secondary Analyses

The main effects and interaction analyses were repeated with a self-report of household smokers
as the exposure of interest. Additionally, we adjusted for total caloric intake to assess the impact of
confounding by diet. Finally, we explored an interaction between cotinine and a vegetable–fruit–soy
dietary pattern, which was previously identified through a principal components analysis (PCA) [31].
Our rationale for considering these analyses as ‘secondary analyses’ was due to our a priori hypothesis
that specific nutrients, rather than overall diet, may protect against exposure to secondhand smoke.

3. Results

Table 1 presents means and proportions for HbA1c, dietary nutrients and covariates for all
participants, and for participants with low or high urinary cotinine levels. The mean HbA1c level
was 6.47%. Approximately 17% of the participants reported living with any household smokers.
Women represented 61% of the overall study population. Approximately 23% of the participants had
received no formal education. The mean age at baseline was 59 years (standard deviation [SD]: 8 years).
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The mean BMI at follow-up was 23 kg/m2. Approximately 39% of the participants were classified as
overweight and an additional 18% were classified as obese at follow-up.

Table 1. Characteristics of study participants according to cotinine categories.

Outcome, Exposure Variables, and Covariates
Cotinine Categories a

All (n = 574) Low (n = 309) High (n = 265) p-Value

HbA1c, % 6.47 ± 1.52 6.51 ± 1.45 6.42 ± 1.60 0.33

Cotinine, ng/mg creatinine 0.01 ± 0.02 0.005 ± 0.0001 0.025 ± 0.001 <0.01

Currently living with a household smoker
No 83% 91% 75% <0.01
Yes 17% 9% 25%

Covariates
Male 39% 38% 44% 0.08

Dialect
Cantonese 51% 50% 53% 0.39
Hokkien 49% 50% 47%

Education
No formal education 23% 28% 17% 0.03

Primary 43% 37% 49%
Secondary 35% 36% 33%

Age at baseline, years 59 ± 8 60 ± 8 58 ± 8 <0.01
Age at follow-up, years 65 ± 8 66 ± 8 64 ± 8 <0.01

Age at biospecimen collection, years 64 ± 9 65 ± 8 63 ± 9 <0.01
BMI at baseline, kg/m2 23 ± 4 24 ± 4 23 ± 3 0.16

b BMI categories at baseline
Lean (BMI < 23 kg/m2) 44% 43% 44% 0.19

Overweight (BMI ≥ 23 kg/m2 and <27.5 kg/m2) 44% 42% 46%
Obese (BMI ≥ 27.5 kg/m2) 12% 15% 10%
BMI at follow-up, kg/m2 23 ± 4 24 ± 4 23 ± 4 0.33

b BMI categories at follow-up
Lean (BMI < 23 kg/m2) 43% 43% 43% 0.84

Overweight (BMI ≥23 kg/m2 and <27.5 kg/m2) 39% 28% 40%
Obese (BMI ≥ 27.5 kg/m2) 18% 18% 17%

Dietary nutrients
Omega-3 polyunsaturated fatty acids, g/day 0.88 ± 0.41 0.87 ± 0.43 0.88 ± 0.37 0.69

Vitamin C, mg/day 106 ± 128 106 ± 128 108 ± 130 0.62
Vitamin E, mg/day 12.7 ± 41.9 11.6 ± 37.8 13.9 ± 45.2 0.88

Fiber, g/day 13.0 ± 5.8 13.1 ± 6.2 12.9 ± 5.5 0.51

Abbreviations: BMI, body mass index; HbA1c, glycated hemoglobin. Continuous variables are expressed as
means ± standard deviation (SD). Categorical variables are express as proportions of column totals. Independent
samples t-tests were used to examine differences in means and chi-square tests were used to examine differences in
proportions across the cotinine categories. a Cotinine categories were low (urinary cotinine < 0.01 ng/mg creatinine)
and high (urinary cotinine ≥ 0.01 ng/mg creatinine). b Overweight and obesity was determined using cut-off points
for BMI that are specific to Asian populations.

Adults with high cotinine levels tended to self-report living with a household smoker more often
than adults with low cotinine levels (p < 0.01). Adults with low and high cotinine levels were similar
with respect to HbA1c levels (p = 0.33), sex (p = 0.08), dialect (p = 0.39) and BMI levels at baseline
(p = 0.16) and follow-up (p = 0.33). There were differences in the highest education level obtained
across cotinine categories (p = 0.03). Adults with high cotinine levels were younger than adults with
low cotinine levels at baseline (p < 0.01), the time of follow-up (p < 0.01), and the biospecimen collection
(p < 0.01). With respect to diet, adults with low and high cotinine levels had similar dietary intakes of
omega-3 polyunsaturated fatty acids (p = 0.69), Vitamin C (p = 0.62), Vitamin E (p = 0.88) and fiber
(p = 0.51).
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3.1. Exposure to Secondhand Smoke

The mean creatinine-adjusted cotinine levels were significantly higher among those living with a
household smoker (0.03 ng/mg creatinine, SD: 0.03) as compared to those who reported no household
smokers (0.01 ng/mg creatinine; SD: 0.03; p < 0.01).

3.2. Diet

The individual nutrients were correlated. Dietary fiber was strongly correlated with omega-3
polyunsaturated fatty acids, vitamin C and vitamin E (Spearman’s rank correlation coefficients of 0.66,
0.73, and 0.77, respectively).

Vitamin C was moderately correlated with omega-3 polyunsaturated fatty acids and vitamin
E (Spearman’s rank correlation coefficients of 0.47 and 0.63, respectively). Vitamin E and omega-3
polyunsaturated fatty acids were strongly correlated (Spearman’s rank correlation coefficient: 0.77).

3.3. Main Effects

Cotinine levels were not independently associated with HbA1c (Table 2). There was virtually
no difference in the adjusted mean HbA1c level across the cotinine categories (adjusted beta
coefficient: 0.06%; 95% CI: −0.26, 0.37). Therefore, we conducted interaction analyses within the
minimally-adjusted model.
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Table 2. Adjusted a means HbA1c according to cotinine b and nutrient categories c.

Dietary Nutrients Cotinine n Adjusted Mean
(95% CI)

Adjusted Coefficient
within Nutrient Strata

(95% CI)

None (Main effect) d Low 309 6.11 (6.05, 6.17) N/A

High 265 +0.06 (−0.26, 0.38);
p = 0.70

Omega-3 Fatty Acids

High (0.60–2.94 g/day) Low 228 6.17 (5.91, 6.42) Reference
High 200 6.07 (5.81, 6.32) −0.09 (−0.45, 0.30); p = 0.67

Low (0.18–0.59 g/day) Low 81 5.90 (5.71, 6.08) Reference
High 65 6.44 (5.91, 6.99) 0.54 (0.02, 1.06); p = 0.04

p for interaction: 0.05 e

Vitamin C

High (44.60–1250.35 mg/day) Low 238 6.11 (5.86, 6.37) Reference
High 200 6.16 (5.92, 6.40) 0.04 (−0.31, 0.38); p = 0.83

Low (5.58–44.59 mg/day) Low 71 6.10 (5.63, 6.56) Reference
High 65 6.32 (5.85, 6.79) 0.42 (−0.25, 1.09); p = 0.22

p for interaction: 0.47

Vitamin E

High (4.07–415.69 mg/day) Low 224 6.06 (5.83, 6.31) Reference
High 201 6.16 (5.88, 6.44) 0.10 (−0.23, 0.50); p = 0.47

Low (0.80–4.06 mg/day) Low 85 6.24 (5.82, 6.66) Reference
High 64 6.22 (5.75, 6.68) −0.03 (−0.63, 0.57); p = 0.92

p for interaction: 0.75

Fiber

High (8.70–42.33 g/day) Low 231 6.19 (5.95, 6.42) Reference
High 195 6.18 (5.88, 6.48) 0.02 (−0.37, 0.40); p = 0.93

Low (2.58–8.69 g/day) Low 78 5.86 (5.46, 6.26) Reference
High 70 6.13 (5.78, 6.48) 0.28 (−0.26, 0.82); p = 0.19

p for interaction: 0.40

Abbreviations: CI, confidence interval; HbA1c, glycated hemoglobin. a The linear regression models adjusted for
sex, dialect, date of birth, date of recruitment and date of biospecimen collection. b Cotinine categories were low
(urinary cotinine < 0.01 ng/mg creatinine) and high (urinary cotinine ≥ 0.01 ng/mg creatinine). c Nutrient categories
were low (lowest quartile) and high (second through fourth quartiles). d In addition to the minimal set of covariates,
the fully adjusted model included education and BMI at follow-up in the model. e The p-values for interaction were
generated by adding a product term between the cotinine and nutrient categories into separate models.

3.4. Interaction Analyses

In the minimally-adjusted model, HbA1c levels among those with high cotinine levels and low
intakes of omega-3 polyunsaturated fatty acids were higher than would be expected due to the
individual effects alone (Table 2; p for interaction = 0.05). Among those with low intakes of omega-3
polyunsaturated fatty acids, the adjusted mean HbA1c level was 0.54% higher among those with high
as compared to low cotinine levels (95% CI: 0.02, 1.06). Among those with high intakes of omega-3
polyunsaturated fatty acids, there was no difference in the adjusted mean HbA1c level across the
cotinine categories (adjusted beta coefficient: −0.09%; 95% CI: −0.45, 0.30). A similar pattern was also
observed for the interaction between the cotinine and vitamin C, but the interaction was not statistically
significant. Dietary intakes of fiber or vitamin E did not appear to modify the association between
cotinine levels and HbA1c.

3.5. Secondary Analyses

Consistent with the cotinine analyses, living with a household smoker was not independently
associated with HbA1c levels (Table 3). There was no evidence that dietary intakes of omega-3
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polyunsaturated fatty acids, vitamin C, fiber, or vitamin E modified the association between any
self-report of household smokers and HbA1c levels (Table 3).

Table 3. Adjusted a means and mean differences in HbA1c according to self-report of household
smokers and nutrient categories b.

Dietary Nutrients Household
Smokers n

Adjusted Means
and Differences

(95% CI)

Adjusted Coefficient
within Nutrient Strata

(95% CI)

None (Main effect) c None 479 6.08 (5.89, 6.21) N/A

Any 95 +0.12 (−0.32, 0.56);
p = 0.61

Omega-3 Fatty Acids

High (0.60–2.94 g/day) None 358 6.07 (5.86, 6.26) Reference
Any 70 6.33 (5.85, 6.83) 0.26 (−0.24, 0.88): p = 0.37

Low (0.18–0.59 g/day) None 121 6.23 (5.82, 6.63) Reference
Any 25 6.16 (5.50, 6.83) −0.07 (−1.31, 0.62); p = 0.51

p for interaction: 0.48 d

Vitamin C
High (44.60–1250.35

mg/day)
None 374 6.11 (5.90, 6.32) Reference
Any 64 6.19 (5.75, 6.64) 0.07 (−0.45, 0.59); p = 0.79

Low (5.58–44.59 mg/day) None 105 6.04 (5.67, 6.41) Reference
Any 31 6.65 (5.89, 7.41) 0.67 (−0.16, 1.51); p = 0.11

p for interaction: 0.28

Vitamin E
High (4.07–415.69

mg/day)
None 361 6.08 (5.87, 6.29) Reference
Any 64 6.35 (5.83, 6.87) 0.31 (−0.29, 0.91); p = 0.31

Low (0.80–4.06 mg/day) None 117 6.26 (5.83, 6.57) Reference
Any 31 6.15 (5.57, 6.74) −0.10 (−0.90, 0.55); p = 0.64

p for interaction: 0.48

Fiber

High (8.70–42.33 g/day) None 368 6.14 (5.93, 6.36) Reference
Any 58 6.32 (5.81, 6.84) 0.19 (−0.41, 0.79); p = 0.53

Low (2.58–8.69 g/day) None 111 5.94 (5.64, 6.24) Reference
Any 37 6.20 (5.59, 6.81) 0.28 (−0.42, 0.98); p = 0.44

p for interaction: 0.86

Abbreviations: CI, confidence interval; HbA1c, glycated hemoglobin. a The linear regression models adjusted
for sex, dialect, date of birth, date of recruitment and date of biospecimen collection. b Nutrient categories were
low (lowest quartile) and high (second through fourth quartiles). c In addition to the minimal set of covariates,
the fully adjusted model included education and BMI at follow-up in the model. d The p-values for interaction
were generated by adding a product term between self-report of household smokers and nutrient categories into
separate models.

When we included total caloric intake (kCal/day) in the models, the interaction results were
consistent with the null (results not presented). The results for the interaction between cotinine
categories and the vegetable–fruit–soy pattern were also consistent with the null (results not presented).

4. Discussion

The association between high (as compared to low) cotinine and HbA1c may be limited to those
with low intakes of omega-3 polyunsaturated fatty acids. It is not clear why the adjustment for total
caloric intake in secondary analyses did not support the results of our primary interaction model.
Although further research should evaluate this question, our primary approach may align more closely
with studies evaluating the protective role of dietary supplements (regardless of total energy intake)
on the detrimental health impacts of exposure to various sources of air pollution [10]. Our results
do not support the hypothesis that other nutrients, nor the vegetable–fruit–soy pattern, modified the
association between cotinine and HbA1c.
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Our interaction results are supported by previous work. We previously reported that high intakes
of DHA and EPA may protect against the adverse metabolic responses triggered by exposure to
secondhand smoke among children [11,32,33]. Additionally, two prospective cohort studies among
non-smoking adults reported that the omega-3 polyunsaturated fatty acids found in fish modified the
positive association between smoking and coronary heart disease incidence [34,35].

Our findings point toward oxidative stress as an important biological mechanism. Secondhand
smoke is an abundant source of reactive oxygen species (ROS) and contributes to oxidative stress [36].
Remarkably, secondhand smoke may increase the formation of isoprostane 8-epi-PGF2a, a biomarker
of oxidative injury, by at least 30% after only 60 minutes of exposure [37]. The oxidative stress response
induced by exposure to secondhand smoke may be partially blocked by diet. High intakes of omega-3
polyunsaturated fatty acids may counteract the oxidative stress response by improving the body’s
antioxidant–prooxidant balance [10], which is supported by both animal and human studies [38,39].

Currently, there are no dietary recommendations for total omega-3 polyunsaturated fatty
acids. However, there are recommendations for three specific omega-3 polyunsaturated fatty acids:
alpha-linolenic acid (ALA), eicosapentaenoic acid (EPA) and docosahexaenoic acid (DHA). The Food
and Nutrition Board of the Institute of Medicine (now called the National Academy of Medicine)
recommends that men consume 1.6 g of ALA per day, and women consume 1.1 g of ALA per day [40].
The 2015–2020 Dietary Guidelines for Americans recommend that adults consume eight ounces per
week of a variety of seafood, in order to provide approximately 0.25 g per day of EPA and DHA [41].
In this analysis, exposure to secondhand smoke was associated with an increase in HbA1c levels
only among those with low (or inadequate) intakes of total omega-3 polyunsaturated fatty acids
(0.18–0.59 g/day). Conversely, among those with high intakes of total omega-3 polyunsaturated fatty
acids (0.60–2.94 g/day), there was no difference in HbA1c levels between exposed and non-exposed
adults. These interaction results suggest that adequate intakes of omega-3 polyunsaturated fatty acids
may reduce the adverse effects of secondhand smoke exposure on HbA1c levels.

Previous studies among adults in the United States have reported a positive association between
cotinine and HbA1c levels [7,8], whereas our findings were consistent with the null. Several factors
could explain this discrepancy are: First, the previous studies were conducted using a large sample of
adults who participated in NHANES. Clair and colleagues [7] detected a mean difference of 0.02% in
HbA1c levels between 7350 adults with low serum cotinine levels and 4946 adults with high serum
cotinine levels. Similarly, Kermah and colleagues [8] detected a mean difference of 0.03% in HbA1c
levels between 2835 adults with low serum cotinine levels and 1759 adults with high serum cotinine
levels. In the present study, we observed a mean difference of similar magnitude (mean difference of
0.06%) between 309 adults with low cotinine levels and 265 adults with high cotinine levels. However,
the effect estimates were not statistically significant. Second, our interaction results suggest that the
association between exposure to secondhand smoke, and HbA1c may depend upon diet. We might
expect the effect estimates to vary across studies, since there are known regional differences in dietary
intakes, but the previous studies did not stratify by nutrient intakes.

Our study has a number of strengths and some limitations. The use of the previously defined
nested case-control study is an important strength. The nested case-control was designed to leverage
the ongoing, well-characterized Singapore Chinese Health Study, and combine it with thorough
assessments of novel biomarkers. Our use of the nested case-control design minimized selection
bias and improved our ability to establish temporality. Furthermore, the controls were selected to be
representative of the source population (e.g., never smoking adults free of acute myocardial infarction),
increasing the generalizability of our results. However, the sample size selection of 744 incident cases
of acute myocardial infarction and 744 matched controls, which was determined based on previous
power calculations and available funding, may have limited our ability to detect smaller effect sizes.

Our exposure assessment was limited to a one-time measurement of cotinine. Due to the relatively
short half-life (~18 h), cotinine may fail to accurately capture exposure to secondhand smoke when
the exposure is intermittent (e.g., only on the weekends) [17]. It is not clear whether a dose-response
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relationship exists between cotinine and HbA1c. Clair et al. [7] reported a dose-response relationship,
whereas Kermah et al. [8] and Moore et al. [11] did not. In this analysis, we were unable to explore the
potential dose-response relationship because the continuous cotinine variable was heavily skewed,
even after transformation, and because we lacked the statistical power to explore more than two
categories of cotinine. Since there are no established cut-offs to differentiate high and low exposure,
our data-driven approach may not have captured biologically meaningful differences in exposure.
Furthermore, our cotinine and self-report results did not agree. This discrepancy could be explained
by exposure misclassification, since self-report of household smokers may have failed to accurately
capture exposure from other sources. Such potential misclassification would be non-differential with
respect to the outcome, and therefore, may have biased associations towards the null.

Another potential limitation of our approach is the dietary assessment. The adults in our study
may have failed to accurately report food frequency or quantity, particularly if foods are not explicitly
listed on the food frequency questionnaires [42]. To address this limitation, the Singapore Chinese
Health Study validated this questionnaire within this population [20]. This approach is considered to
be a reliable method for evaluating usual dietary intake in large observational studies [43]. However,
there remains a concern about the validity of food frequency questionnaires for estimating nutrient
intakes. In an ethnically diverse population of adults in Singapore, Whitton and colleagues [1]
conducted a study to compare nutrient intakes derived from a 163-item modified FFQ with that of a
24-h dietary recall and various biomarkers. The strongest agreement occurred when comparing the
food frequency questionnaire to the 24-h dietary recall. Moderate correlations were observed for fiber
(r = 0.49–0.56) and vitamin C (r = 0.43–0.50). When comparing the food frequency questionnaire to
related biomarkers, low correlations were observed for the association between total polyunsaturated
fat and plasma EPA + DHA (r = 0.12–0.15). However, it should be noted that the correlation between
omega-3 polyunsaturated fatty acids and plasma EPA + DHA was not examined. In light of these
limitations, we acknowledge that our reliance on the food frequency questionnaire to generate nutrient
data may have led to measurement error.

5. Conclusions

In the present analysis, we demonstrated that the positive association between cotinine and
HbA1c may be limited to those with inadequate intakes of omega-3 polyunsaturated fatty acids. One
potential strategy for preventing population-level increases in HbA1c would be to target both exposure
to secondhand smoke and diet in the same public health campaign. However, since avoiding exposure
to secondhand smoke and increasing omega-3 polyunsaturated fatty acid intake may not be feasible
for all populations, public health campaigns should give special consideration to populations with
more than one risk factor for metabolic disorders.

Author Contributions: B.F.M. contributed to the design and statistical analyses of the present study and drafted
the initial manuscript. A.M.B. guided the analytical strategy. A.S. designed the sampling weights used in this
present study. L.M.B., S.J.R., T.L.N., and J.L.P. provided critical feedback on the methodology and interpretation of
the results. R.W. maintains the Singapore Chinese Health Study’s dataset and assisted in the analytic strategy.
S.E.M. conducted the cotinine analyses and guided the exposure assessment methodology. J.-M.Y. and W.-P.K.
directed the implementation of the Singapore Chinese Health Study. M.L.C. conceptualized the present study and
oversaw all aspects of the present study. All authors reviewed, revised and approved the final manuscript as
submitted and agree to be accountable for all aspects of the work.

Funding: This work was partially supported by the American Heart Association Beginning Grant-in-Aid [Clark,
12BGIA11910040]. Agus Salim’s work on developing methods for secondary analysis of nested case-control data
was partially funded by the National Health and Medical Research Council [NHMRC, 1108967]. The Singapore
Chinese Health Study was supported by the U.S. National Institutes of Health grants R01 CA144034 and
UM1 CA182876.



Int. J. Environ. Res. Public Health 2019, 16, 5148 12 of 14

Acknowledgments: We thank Siew-Hong Low of the National University of Singapore for supervising the
fieldwork of the Singapore Chinese Health Study. We also thank Rob M. van Dam for developing and providing
the dataset from the nested case-control study utilized here. Finally, we acknowledge Mimi C. Yu, the founding,
long-standing principal investigator of the Singapore Chinese Health Study.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Öberg, M.; Jaakkola, M.S.; Woodward, A.; Peruga, A.; Prüss-Ustün, A. Worldwide burden of disease from
exposure to second-hand smoke: A retrospective analysis of data from 192 countries. Lancet 2011, 377,
139–146. [CrossRef]

2. Barnoya, J.; Glantz, S.A. Cardiovascular effects of secondhand smoke: Nearly as large as smoking. Circulation
2005, 111, 2684–2698. [CrossRef]

3. Sun, K.; Liu, D.; Wang, C.; Ren, M.; Yang, C.; Yan, L. Passive smoke exposure and risk of diabetes:
A meta-analysis of prospective studies. Endocrine 2014, 47, 421–427. [CrossRef] [PubMed]

4. Selvin, E.; Steffes, M.W.; Zhu, H.; Matsushita, K.; Wagenknecht, L.; Pankow, J.; Coresh, J.; Brancati, F.L.
Glycated Hemoglobin, Diabetes, and Cardiovascular Risk in Nondiabetic Adults. N. Engl. J. Med. 2010, 362,
800–811. [CrossRef] [PubMed]

5. Meigs, J.B.; Hu, F.B.; Rifai, N.; Manson, J.E. Biomarkers of endothelial dysfunction and risk of type 2 diabetes
mellitus. JAMA 2004, 291, 1978–1986. [CrossRef] [PubMed]

6. Benowitz, N.L.; Hukkanen, J.; Jacob, P. Nicotine Chemistry, Metabolism, Kinetics and Biomarkers.
Handb. Exp. Pharmacol. 2009, 192, 29–60.

7. Clair, C.; Bitton, A.; Meigs, J.B.; Rigotti, N.A. Relationships of cotinine and self-reported cigarette smoking
with hemoglobin A1c in the U.S.: Results from the National Health and Nutrition Examination Survey,
1999–2008. Diabetes Care 2011, 34, 2250–2255. [CrossRef]

8. Kermah, D.; Shaheen, M.; Pan, D.; Friedman, T.C. Association between secondhand smoke and obesity
and glucose abnormalities: Data from the National Health and Nutrition Examination Survey (NHANES
1999–2010). BMJ Open Diabetes Res. Care 2017, 5, e000324. [CrossRef]

9. Vlassopoulos, A.; Lean, M.E.; Combet, E. Role of oxidative stress in physiological albumin glycation:
A neglected interaction. Free Radic. Biol. Med. 2013, 60, 318–324. [CrossRef]

10. Romieu, I.; Castro-Giner, F.; Kunzli, N.; Sunyer, J. Air pollution, oxidative stress and dietary supplementation:
A review. Eur. Respir. J. 2008, 31, 179–197. [CrossRef]

11. Moore, B.F.; Clark, M.L.; Bachand, A.; Reynolds, S.J.; Nelson, T.L.; Peel, J.L. Interactions Between Diet
and Exposure to Secondhand Smoke on Glycated Hemoglobin Levels Among US Children: Results From
NHANES 2007–2012. Nicotine Tob. Res. 2017, 19, 845–851. [CrossRef] [PubMed]

12. Clark, M.L.; Butler, L.M.; Koh, W.P.; Wang, R.; Yuan, J.M. Dietary fiber intake modifies the association
between secondhand smoke exposure and coronary heart disease mortality among Chinese non-smokers in
Singapore. Nutrition 2013, 29, 1304–1309. [CrossRef] [PubMed]

13. Rajkumar, S.; Fretts, A.M.; Howard, B.V.; Yeh, F.; Clark, M.L. The Relationship between Environmental
Tobacco Smoke Exposure and Cardiovascular Disease and the Potential Modifying Effect of Diet in a
Prospective Cohort among American Indians: The Strong Heart Study. Int. J. Environ. Res. Public Health
2017, 14, 504. [CrossRef]

14. Yuan, J.M.; Stram, D.O.; Arakawa, K.; Lee, H.P.; Yu, M.C. Dietary cryptoxanthin and reduced risk of lung
cancer: The Singapore Chinese Health Study. Cancer Epidemiol. Biomark. Prev. 2003, 12, 890–898.

15. Sun, Y.; Koh, H.W.; Choi, H.; Koh, W.P.; Yuan, J.M.; Newman, J.W.; Su, J.; Fang, J.; Ong, C.N.; van Dam, R.M.
Plasma fatty acids, oxylipins, and risk of myocardial infarction: The Singapore Chinese Health Study.
J. Lipid Res. 2016, 57, 1300–1307. [CrossRef]

16. Naidoo, N.; van Dam, R.M.; Koh, W.P.; Chen, C.; Lee, Y.P.; Yuan, J.M.; Ong, C.N. Plasma Vitamin E and
Coenzyme Q10 Are Not Associated with a Lower Risk of Acute Myocardial Infarction in Singapore Chinese
Adults. J. Nutr. 2012, 142, 1046–1052. [CrossRef]

http://dx.doi.org/10.1016/S0140-6736(10)61388-8
http://dx.doi.org/10.1161/CIRCULATIONAHA.104.492215
http://dx.doi.org/10.1007/s12020-014-0194-1
http://www.ncbi.nlm.nih.gov/pubmed/24532101
http://dx.doi.org/10.1056/NEJMoa0908359
http://www.ncbi.nlm.nih.gov/pubmed/20200384
http://dx.doi.org/10.1001/jama.291.16.1978
http://www.ncbi.nlm.nih.gov/pubmed/15113816
http://dx.doi.org/10.2337/dc11-0710
http://dx.doi.org/10.1136/bmjdrc-2016-000324
http://dx.doi.org/10.1016/j.freeradbiomed.2013.03.010
http://dx.doi.org/10.1183/09031936.00128106
http://dx.doi.org/10.1093/ntr/ntw261
http://www.ncbi.nlm.nih.gov/pubmed/27679605
http://dx.doi.org/10.1016/j.nut.2013.04.003
http://www.ncbi.nlm.nih.gov/pubmed/23911218
http://dx.doi.org/10.3390/ijerph14050504
http://dx.doi.org/10.1194/jlr.P066423
http://dx.doi.org/10.3945/jn.111.155341


Int. J. Environ. Res. Public Health 2019, 16, 5148 13 of 14

17. Goniewicz, M.L.; Eisner, M.D.; Lazcano-Ponce, E.; Zielinska-Danch, W.; Koszowski, B.; Sobczak, A.; Havel, C.;
Jacob, P.; Benowitz, N.L. Comparison of urine cotinine and the tobacco-specific nitrosamine metabolite
4-(methylnitrosamino)-1-(3-pyridyl)-1-butanol (NNAL) and their ratio to discriminate active from passive
smoking. Nicotine Tob. Res. 2011, 13, 202–208. [CrossRef]

18. Bernert, J.T.; Pirkle, J.L.; Xia, Y.; Jain, R.B.; Ashley, D.L.; Sampson, E.J. Urine concentrations of a tobacco-specific
nitrosamine carcinogen in the U.S. population from secondhand smoke exposure. Cancer Epidemiol.
Biomark. Prev. 2010, 19, 2969–2977. [CrossRef]

19. Whincup, P.H.; Gilg, J.A.; Emberson, J.R.; Jarvis, M.J.; Feyerabend, C.; Bryant, A.; Walker, M.; Cook, D.G.
Passive smoking and risk of coronary heart disease and stroke: Prospective study with cotinine measurement.
BMJ Br. Med. J. 2004, 329, 200–205. [CrossRef]

20. Hankin, J.H.; Stram, D.O.; Arakawa, K.; Park, S.; Low, S.H.; Lee, H.P.; Yu, M.C. Singapore Chinese
Health Study: Development, validation, and calibration of the quantitative food frequency questionnaire.
Nutr. Cancer 2001, 39, 187–195. [CrossRef]

21. U.S. Department of Agriculture, Agricultural Research Service. USDA Nutrient Database for Standard
Reference, Release 25. 2012. Available online: http://www.ars.usda.gov/nea/bhnrc/mafcl (accessed on
8 December 2019).

22. Stommel, M.; Schoenborn, C.A. Accuracy and usefulness of BMI measures based on self-reported weight
and height: Findings from the NHANES & NHIS 2001–2006. BMC Public Health 2009, 9, 421.

23. Kuczmarski, M.F.; Kuczmarski, R.J.; Najjar, M. Effects of age on validity of self-reported height, weight, and
body mass index: Findings from the Third National Health and Nutrition Examination Survey, 1988–1994.
J. Am. Diet. Assoc. 2001, 101, 28–34. [CrossRef]

24. Koh, W.P.; Yuan, J.M.; Wang, R.; Lee, H.P.; Yu, M.C. Body mass index and smoking-related lung cancer risk
in the Singapore Chinese Health Study. Br. J. Cancer 2010, 102, 610–614. [CrossRef]

25. WHO. Appropriate body-mass index for Asian populations and its implications for policy and intervention
strategies. Lancet 2004, 363, 157–163. [CrossRef]

26. Hsu, W.C.; Araneta, M.R.G.; Kanaya, A.M.; Chiang, J.L.; Fujimoto, W. BMI cut points to identify at-risk Asian
Americans for type 2 diabetes screening. Diabetes Care 2015, 38, 150–158. [CrossRef]

27. Richardson, D.B.; Rzehak, P.; Klenk, J.; Weiland, S.K. Analyses of case-control data for additional outcomes.
Epidemiology 2007, 18, 441–445. [CrossRef]

28. Salim, A.; Yang, Q.; Reilly, M. The value of reusing prior nested case-control data in new studies with different
outcome. Stat. Med. 2012, 31, 1291–1302. [CrossRef]

29. Salim, A.; Hultman, C.; Sparen, P.; Reilly, M. Combining data from 2 nested case-control studies of overlapping
cohorts to improve efficiency. Biostatistics 2009, 10, 70–79. [CrossRef]

30. Baccarelli, A.; Cassano, P.A.; Litonjua, A.; Park, S.K.; Suh, H.; Sparrow, D.; Vokonas, P.; Schwartz, J. Cardiac
autonomic dysfunction: Effects from particulate air pollution and protection by dietary methyl nutrients and
metabolic polymorphisms. Circulation 2008, 117, 1802–1809. [CrossRef]

31. Butler, L.M.; Wu, A.H.; Wang, R.; Koh, W.P.; Yuan, J.M.; Yu, M.C. A vegetable-fruit-soy dietary pattern
protects against breast cancer among postmenopausal Singapore Chinese women. Am. J. Clin. Nutr. 2010,
91, 1013–1019. [CrossRef]

32. Moore, B.F.; Clark, M.L.; Bachand, A.; Reynolds, S.J.; Nelson, T.L.; Peel, J.L. Interactions between Diet and
Exposure to Secondhand Smoke on the Prevalence of Childhood Obesity: Results from NHANES, 2007–2010.
Environ. Health Perspect. 2015, 124, 1216–1322. [CrossRef] [PubMed]

33. Moore, B.F.; Clark, M.L.; Bachand, A.; Reynolds, S.J.; Nelson, T.L.; Peel, J.L. Interactions Between Diet and
Exposure to Secondhand Smoke on Metabolic Syndrome Among Children: NHANES 2007–2010. J. Clin.
Endocrinol. Metab. 2016, 101, 52–58. [CrossRef] [PubMed]

34. Rodriguez, B.L.; Sharp, D.S.; Abbott, R.D.; Burchfiel, C.M.; Masaki, K.; Chyou, P.-H.; Huang, B.; Yano, K.;
Curb, J.D. Fish Intake May Limit the Increase in Risk of Coronary Heart Disease Morbidity and Mortality
Among Heavy Smokers: The Honolulu Heart Program. Circulation 1996, 94, 952–956. [CrossRef] [PubMed]

35. Eshak, E.S.; Iso, H.; Yamagishi, K.; Kokubo, Y.; Saito, I.; Yatsuya, H.; Sawada, N.; Inoue, M.; Tsugane, S.;
Group, J.S. Modification of the excess risk of coronary heart disease due to smoking by seafood/fish intake.
Am. J. Epidemiol. 2014, 179, 1173–1181. [CrossRef] [PubMed]

36. Kosecik, M.; Erel, O.; Sevinc, E.; Selek, S. Increased oxidative stress in children exposed to passive smoking.
Int. J. Cardiol. 2005, 100, 61–64. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/ntr/ntq237
http://dx.doi.org/10.1158/1055-9965.EPI-10-0711
http://dx.doi.org/10.1136/bmj.38146.427188.55
http://dx.doi.org/10.1207/S15327914nc392_5
http://www.ars.usda.gov/nea/bhnrc/mafcl
http://dx.doi.org/10.1016/S0002-8223(01)00008-6
http://dx.doi.org/10.1038/sj.bjc.6605496
http://dx.doi.org/10.1016/S0140-6736(03)15268-3
http://dx.doi.org/10.2337/dc14-2391
http://dx.doi.org/10.1097/EDE.0b013e318060d25c
http://dx.doi.org/10.1002/sim.4494
http://dx.doi.org/10.1093/biostatistics/kxn016
http://dx.doi.org/10.1161/CIRCULATIONAHA.107.726067
http://dx.doi.org/10.3945/ajcn.2009.28572
http://dx.doi.org/10.1289/ehp.1510138
http://www.ncbi.nlm.nih.gov/pubmed/26713774
http://dx.doi.org/10.1210/jc.2015-2477
http://www.ncbi.nlm.nih.gov/pubmed/26495750
http://dx.doi.org/10.1161/01.CIR.94.5.952
http://www.ncbi.nlm.nih.gov/pubmed/8790031
http://dx.doi.org/10.1093/aje/kwu030
http://www.ncbi.nlm.nih.gov/pubmed/24714723
http://dx.doi.org/10.1016/j.ijcard.2004.05.069
http://www.ncbi.nlm.nih.gov/pubmed/15820286


Int. J. Environ. Res. Public Health 2019, 16, 5148 14 of 14

37. Ahmadzadehfar, H.; Oguogho, A.; Efthimiou, Y.; Kritz, H.; Sinzinger, H. Passive cigarette smoking increases
isoprostane formation. Life Sci. 2006, 78, 894–897. [CrossRef] [PubMed]

38. Giles, L.V.; Barn, P.; Künzli, N.; Romieu, I.; Mittleman, M.A.; van Eeden, S.; Allen, R.; Carlsten, C.; Stieb, D.;
Noonan, C.; et al. From Good Intentions to Proven Interventions: Effectiveness of Actions to Reduce the
Health Impacts of Air Pollution. Environ. Health Perspect. 2011, 119, 29–36. [CrossRef]

39. Péter, S.; Holguin, F.; Wood, L.G.; Clougherty, J.E.; Raederstorff, D.; Antal, M.; Weber, P.; Eggersdorfer, M.
Nutritional Solutions to Reduce Risks of Negative Health Impacts of Air Pollution. Nutrients 2015, 7,
10398–10416. [CrossRef]

40. Trumbo, P.; Schlicker, S.; Yates, A.A.; Poos, M. Dietary reference intakes for energy, carbohydrate, fiber, fat,
fatty acids, cholesterol, protein and amino acids. J. Am. Diet. Assoc. 2002, 102, 1621–1630. [CrossRef]

41. U.S. Department of Health and Human Services. 2015–2020 Dietary Guidelines for Americans. Available
online: https://health.Gov/dietaryguidelines/2015/guidelines/ (accessed on 12 November 2018).

42. Thompson, F.E.; Subar, A.F.; Loria, C.M.; Reedy, J.L.; Baranowski, T. Need for technological innovation in
dietary assessment. J. Am. Diet. Assoc. 2010, 110, 48–51. [CrossRef]

43. Vioque, J.; Navarrete-Muñoz, E.-M.; Gimenez-Monzó, D.; García-de-la-Hera, M.; Granado, F.; Young, I.S.;
Ramón, R.; Ballester, F.; Murcia, M.; Rebagliato, M.; et al. Reproducibility and validity of a food frequency
questionnaire among pregnant women in a Mediterranean area. Nutr. J. 2013, 12, 26. [CrossRef] [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.lfs.2005.05.099
http://www.ncbi.nlm.nih.gov/pubmed/16165164
http://dx.doi.org/10.1289/ehp.1002246
http://dx.doi.org/10.3390/nu7125539
http://dx.doi.org/10.1016/S0002-8223(02)90346-9
https://health.Gov/dietaryguidelines/2015/guidelines/
http://dx.doi.org/10.1016/j.jada.2009.10.008
http://dx.doi.org/10.1186/1475-2891-12-26
http://www.ncbi.nlm.nih.gov/pubmed/23421854
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Study Population 
	Inclusion Criteria 
	Exposure to Secondhand Smoke 
	HbA1c Assessment 
	Dietary Assessment 
	Covariates 
	Statistical Analysis 
	Secondary Analyses 

	Results 
	Exposure to Secondhand Smoke 
	Diet 
	Main Effects 
	Interaction Analyses 
	Secondary Analyses 

	Discussion 
	Conclusions 
	References

