Strategies

folg
Smoking Cessation
INn pregnancy

Why pregnancy?

Siable moment” (McBride 2003) - increased perception of the
potential for adverse outcomes of pregnancy
e ' proportion of women stop smoking during pregnancy than
g other times in their lives (Lumley 2005)

only about 1/3 of the women who quit during pregnancy are
.quit 12 months after the baby is born (Lumley 2005)

— e

_oking remains one of the few preventable causes of adverse
=pregnancy outcome, associated with:

eLow birth weight
e\ery pre-term birth (<32 weeks)
ePerinatal death

=Maternal harm (ectopic pregnancy, spontaneous abortion,
abruptio placentae)

*SIDS
el ower likelihood of breastfeeding
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& i’set PENCHmMarks for measuring progress
SRordevelop systematic coherence in services for

B pregnant smokers and their families

& ®Ji0 incorporate effective measures into routine
clinical practice

® [0 encourage the development and evaluation of
InAevative practice
® farget: “to reduce the percentage of women

who smoke during pregnancy from 24% to 15%
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Stalitraining

*effective interventions

-~ ® Anovative practice

s collaboration and co-ordination

® targets and interim/process
measures




\Whatideawe know about pregnant smokers?

Think having a smaller baby
doesnitmatter -
Having

who s

Want a “healthy baby” -

before book )] § he first

trimester &ll advice fro
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819%b agree “it's
never too late to
op smoking”

e should
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ious pregnancies &
having smoked
g . . s~ , Don’t know ab@

na smoking on fetus

- Fewer years in e

ONSUMEF VIEWS,.. e

== 'U_ilt, anxiety and additional stress

experienced by women who continue to smoke, and
“the

eDetrimental effects on their relationships
with family and maternity care providers.

Ref: Lumley: Cochrane Library 2005




ieRNRNNENPIEVaIENCE
ISIIOKING Betore or dUingl pregnancy: since

"'valence currently 20% in UK
ERNEXES 2005 — report 2006
= -__-DSC Netice 50/2002 requires Maternity Trusts to
record smoking
® |n 12 months before pregnancy

® at booking
e at delivery

e BUT:.... self report; retrospective; not validated

Thorax BQ,QQ_Guidance for health professionals

Spitals and midwifery
Brvices should implement
icient systems for
icording smoking status
8nd keeping these records

—

~ —up to date

=Smoking status readily accessible -
prominently displayed in patient notes or
computer records

ePre-requisite for Bl opportunistic advice




f’egular feedback to mws; hvs; sure
j- =it teams; practice nurses and GPs

®Data broken down by Maternity
Trust; locality and General Practice
areas

liaining

icians, midwives, and other
it Wwho may be involved in
BlISCUSsing smoking with patients
==0F clients should receive adequate
= ‘tralmng to enable them to do this
—effectively.

Thorax 2000 Guidance for health professionals




Recemmendation....

Erax: 2000 Guidance for health professionals

® “It IS the basic right of pregnant smokers
torbe advised of the specific risks”

'fraising the issue of smoking and stopping smoking (ask)

ediscuss possibility of quitting (assess)
= relevant and tailored advice (advise)
*Offers of support (assist)

eInformation about specialist stop smoking services
(arrange)

*Ask again at next appointment (again)

*Applaud quit attempts




-: 2000 Guidance for health professionals

)ecialist support should be:
sAppropriate
: sConvenient
eInvolve partner and other family members if appropriate
=Flexible and diverse
eInclude pharmacotherapy

*Provided by health professional who had received specific
training

e o
Slnterventiens?
Sipreven effective Withyeregnamc™

SINOKENS?

_ sinterventions tailored to “intention
“readiness”

motivational state”

='stages of change’ may not be appropriate in pregnancy. Might be more
effective to work with constructs of ‘motivational state’ and ‘readiness’.

eInterventions tailored to stage in pregnancy

« earlier focus on fetal health, later focus on remaining smoke-free post natal
for mother and baby’s/child’s health




__effect — 7% more likely to stop smoking up to 6 months post natal. NNT
14 to get 1 stopping smoking (Stanton et al 2004) .

*NRT ?2?
Still too little research evidence to make clear recommendation but...
Need cost/benefit appraisal. Outcomes likely to be beneficial.

e

@laservational studies

can be used as educational approach to explain effects of nicotine and
to stop smoking (Ea'pe et al 1996)

% of women who stopped smoking lived with partners who also
sstopped smoking — although numbers very small. (Aveyard et al 2004,

ePartners not influenced by self-help literature.
eHarm reduction
=In theory — but evidence tends to support likely compensatory smoking

eSometimes behavioural change can precede cognitive
change

<Contrary to ‘stages of change’ — but complimentary to 1-1 support and
building confidence




=

ication — for girlsand boys about dangers of
Ing and passive smoking

=<Health visitors
sSure start teams

eMother and Toddler groups, Playgroups and
nurseries

eFor Dads — Pubs; Leisure Centres; Football grounds

*Media — magazines; television; mobile phones;

rnla mndaolec ot

e

SNV h-’light a strategy copteinZ

——

Famme of training on Bl for staff from all agencies

W ith referral for specialist support from trained advisors

= + validation and feedback to health professionals

= ‘_ﬁdﬂy intervention — with focus on the first trimester of

~ pregnancy and support to remain quit thereafter

- «Intensive intervention — multi-component interventions;
convenient and 1-1

eFocus on partners — and social support

eEvaluation — ? Quit Targets - end of pregnancy and 6 and 12
months post natal

eProcess measures to inform focus of interventions



