Three Centre Consensus Guidelines on Antenatal Care

Provision of Smoking Cessation
Interventions During Pregnancy

Guidelines

Smoking cessation interventions should be offered in routine
antenatal care to all pregnant women who smoke or who have
recently quit.

At every antenatal visit midwives and doctors should ask women
about their smoking behaviour using a multiple-choice question,
and document their response on the antenatal record.

At every antenatal visit midwives and doctors should advise women
about therisks to their own and the baby's health ie the risk of having
a baby with low birth weight, prematurity or growth restriction.

The benefits of quitting at any stage in pregnancy should be
emphasised.

Midwives and doctors should assess all women identified as smokers
or as 'recently quit' for their willingness to quit or to stay quit and
document this information on the antenatal record.

Midwives and doctors should assist women to quit or remain quit by
means of an approach based on a cognitive-behavioural model of
intervention. Written material should be provided on the effects of
smoking on both mother and baby, on the role of the partnerin
helping to reduce the health risks to the baby, on ways to quit and
stay quit, and where to find extra support. Midwives and doctors
should assist women to develop a commitment to quit, to seta'quit
date'and adopt appropriate strategies to quit or stay quit.

Where women experience difficulty in quitting, they should arrange
for additional supportin-house and/or via a referral to an outside
agency. Partners should be provided with information and support
to assist women to quit and stay quit.

Every woman assessed as a smoker or recent quitter should be
followed up at least once prior to 20 weeks and preferably at each
antenatal visit. If she has quit or attempted to quit, she should be
given support and encouragement. If she has not attempted to quit,
the process of advising, assessing and assisting should be offered
again.

Good Practice Notes

Women should not be asked a dichotomous question such as 'Do
you smoke? Yes/No'.

They should be asked a multi-choice question such as 'Which of the
following statements best describes your cigarette smoking? | smoke daily
now, about the same as before finding out | was pregnant/ | smoke daily
now, but I've cut down since | found out | has pregnant/ | smoke every once
in a while/ | quit smoking since finding out | was pregnant/ | wasn't smoking

around the time Ifound out | was pregnant and | don't currently smoke.'
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Aim

The aim of these guidelines is to assist midwives and
doctors to reduce the risk of poor health outcomes for
babies caused by exposure to maternal smoking. A
secondary aim is to reduce the long-term health risks
for mothers associated with tobacco use.

Evidence

Approximately 33 per cent of Australian women are
smokers when they become pregnant. A quarter of
Australian women who smoke quit spontaneously
before their first antenatal visit. However, one in four
will relapse during pregnancy. An estimated 58,000 of
Australian babies born per year are exposed to the
effects of smoking in utero '. Smoking rates are
particularly high among teenagers and indigenous
Australians at around 50 per cent to 60 per cent **.
Evidence indicates a serious risk associated with
maternal smoking for the fetus, including low birth
weight (LBW), perinatal morbidity and mortality.
Nicotine, carbon monoxide (CO) and other toxic
chemicals readily cross the placenta during pregnancy.
CO reduces the oxygen supply to the fetus and nicotine
raises fetal blood pressure and affects breathing
movements. Fetal growth is thought to be restricted by
impaired placentation leading to impaired feto-
placental oxygenation and subsequent growth
restriction (IUGR) and low birth weight (LBW). Pooled
estimates of relative risk show that the risk of LBW is
doubled for babies of mothers who smoke (RR=2.04).
Prematurity is a third more likely (RR=1.34) and IUGR
more than double (RR=2.28). The risk of Sudden
Infant Death Syndrome is almost three times higher
(RR=2.76), and maternal smoking is associated with
around 10 per cent of still births (RR=1.33) and
spontaneous abortions (RR=1.36)*°.

High level evidence strongly supports the effectiveness
of smoking cessation interventions in reducing
smoking rates in pregnant women, reducing preterm
birth and LBW. Between 1975 and 1998, a total of 44
randomised control trials were conducted on smoking
cessation interventions during pregnancy. These trials
involved over 17,000 women, and included a cluster-
randomised trial of a further 3,000 women. A
Cochrane Review concludes that multifaceted
interventions based on a cognitive-behavioural model
result in a reduction in smoking rates, in LBW and in
preterm birth . A cognitive-behavioural approach
focuses on restructuring the person's beliefs about
their smoking and ability to quit, while emphasising
the development and implementation of appropriate
coping strategies. In the US review of the evidence has
led to recommendations that routine and extended
smoking cessation interventions should be
implemented during pregnancy °. Interventions during
pregnancy can double quitting rates and prevent
relapse among spontaneous quitters °. While

abstinence throughout pregnancy will produce the
greatest benefits to the fetus, quitting at any point can
yield benefits. Even cutting down can be beneficial for
heavy smokers *°.

Level | Il and IV evidence suggest interventions should
be based on a model with multiple contacts, multiple
formats supporting written materials and follow-up
contacts “®. The US Public Health Service recommend a
five-step strategy of ASK, ADVISE, ASSESS, ASSIST and
ASK AGAIN at each antenatal visit °. The cycle should
be repeated throughout pregnancy, due to high
relapse rates in quitters, inaccurate reporting by
women of smoking status and the impact of changed
circumstances on women's motivation. Level lll and IV
evidence suggests women who may not have
appeared to need or to want an intervention in early
pregnancy may become receptive later in pregnancy
"*? Level Ill evidence suggests interventions should
include components tailored to women with partners
who smoke """,

Despite strong evidence of effectiveness and cost-
benefit ", few Australian hospitals adopt a
systematic approach to identifying pregnant women
who smoke or who have recently quit, nor do they
routinely deliver smoking cessation interventions '
Barriers to the adoption of routine identification and
intervention include lack of recognition of the
important clinical and financial benefits; time pressure
and competing demands on medical staff; lack of
confidence, experience and training in the delivery of
interventions; and lack of guidelines or protocols to
support staff """*. Data strongly indicate that effective
interventions require coordinated interventions
involving individual, organisational and systemic
change®.

Insufficient evidence currently exists to assess fully the
relative risks and benefits of nicotine replacement
therapy (NRT) or other pharmacotherapies for the
fetus®.

Methods of Search and Appraisal

Two strategies were used to search and appraise the
literature on screening for smoking status and delivery
of smoking cessation interventions among pregnant
women.

I. Search on Defined Questions (December 2000)

A project team from the Centre for Behavioural
Research in Cancer and Anti Cancer Council of Victoria
searched PubMed (1980-2001), and Cochrane Library
databases (-2001) to answer the following questions:

1. Do smoking cessation interventions for pregnant
women reduce their smoking rates?
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2. Do smoking cessation interventions decrease
perinatal morbidity and mortality?

3. Aresmoking cessation interventions cost-effective?

4. What are the characteristics of smoking cessation
interventions that are most effective in reducing
smoking among pregnant women?

5. Does the provision of information and support to
the pregnant woman's partner assist her to quit
smoking and prevent relapse?

6. What is the potential risk to the pregnant woman
and the baby of nicotine replacement and other
pharmacotherapies, and are these outweighed by
the potential benefits?

7. What is the optimum method of identifying
pregnant women who smoke or who have recently
quit in order to provide them with a smoking
cessation intervention?

The search was conducted on English language
material only. Search terms included pregnancy,

tobacco, smoking, nicotine, cessation, quit,
intervention, relapse, birth weight, morbidity,
mortality, nicotine replacement therapy,

pharmacotherapy, bupropion. Article citations were
searched to identify additional references.

Over 180 citations were retrieved and 30 key citations
identified. The findings of the literature appraisal were
consistent with the US recommendations from the
United States Department of Health and Human
Services Clinical Practice Guidelines on Treating
Tobacco Use and Dependence (2000).

II. Communication with Experts to
Evidence and Practice Wisdom.

Identify
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