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Key messages 

1. Smoking in pregnancy is one of the main contributors of stillbirth – over 50,000 stillbirths in high 

income countries would be prevented if women did not smoke during pregnancy. 

2. For a woman attending GP services (midwives in New Zealand): When pregnancy is planned or 

confirmed and a woman is smoking, she will expect her GP to explain the importance of smoking 

cessation, refer her to Quitline in Australia and local stop smoking services in New Zealand, to be 

followed up at every subsequent visit. She may be offered nicotine replacement therapy. 

3. For a woman attending maternity care providers: She will expect to be assessed for tobacco use. 

Regardless of smoking status, offer all women an exhaled breath carbon monoxide (CO) reading 
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(and their partners where available). If smoking, she will be provided with brief advice on the 

benefits of quitting; offered help (referral to Quitline or similar services) and to be followed up at 

every subsequent visit. She may be offered nicotine replacement therapy.  

Note: The above steps correspond to the ‘Ask, Advise and Help’ and similar models in Australia and 

the ‘ABC’ approach in New Zealand.
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Purpose of this statement 

This position statement is part of the National ‘Safer Baby Bundle’, comprising five elements to reduce 
late-gestation stillbirths in Australia. This statement addresses the element of care: supporting women 
to stop smoking in pregnancy. 
 
The purpose of this statement is to summarise what is known about the risks of smoking in pregnancy 
and how best to help pregnant women (and their partners) stop smoking. 
 

Smoking rates in pregnancy in Australia and New Zealand 

About 1 in 10 pregnant women smoke in Australia, with a rate of 1 in 8 in New Zealand. In Australia, 
44% of Aboriginal and Torres Strait Islander women smoke in pregnancy 1 and in New Zealand, 35% of 
Maori women smoke during pregnancy (www.smokefree.org.nz). Women who smoke in pregnancy 
are more likely to be younger and to live in areas of socioeconomic disadvantage.1 
 

Risks and exposure to tobacco (and nicotine in other forms) 

Smoking tobacco or anything else during pregnancy increases the risk of stillbirth. It also increases 
risks of miscarriage, placental abruption, preterm birth, sudden unexpected death in infancy (SUDI) 
and congenital anomalies.2-6 Smoking during pregnancy is also associated with low birthweight and 
small for gestational age babies, as well as later impairments of child growth and development, and 
increased risk of chronic diseases later in life.7,8  
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Exposure to second-hand smoke, also known as “passive smoking” from any type of smoke (e.g. 
shisha/hookah/nargile, cigarettes, cigars, bidis, marijuana leaf), and the use of smokeless tobacco and 
e-cigarettes also pose serious health risks to pregnant women and children.6,9,10  
 

Influences on smoking in pregnancy 

Women who smoke in pregnancy are likely to attend antenatal care later and less often. Pregnant 
smokers may experience stigma and guilt given the strong anti-smoking social norms in Australia and 
New Zealand,11 and thus may withdraw from social networks. There are links between smoking in 
pregnancy and stressful life events, such as job loss or death of a loved one.12 A woman is less likely 
to stop smoking in pregnancy if her partner smokes, so it is important to encourage the partner to 
also give up smoking.13 
 
Aboriginal and Torres Strait Islander women may experience many social issues and pressures, which 
can get in the way of smoking cessation during pregnancy. Culturally responsive approaches and peer 
support to stop smoking in pregnancy are likely to be more successful than usual care.11 Support from 
community (such as Elders and Aunties) to not smoke in pregnancy may be particularly valuable 14 and 
giving up smoking in pregnancy can be a source of pride for Aboriginal and Torres Strait Islander 
mothers.15 Similarly, many Māori women face a range of challenges and complexities in their lives. 
Health care workers must be mindful of the lived realities of these women, and their family/whānau, 
and take care not to further stigmatise women. Services that aim to support women stop smoking 
need to be responsive to the barriers Māori women face in accessing and engaging with them, and 
move from a single issue-based one-size fits all approach to a holistic model that takes a strengths-
based approach and enhances wellbeing.16 
 

Smoking cessation approaches 

Evidence has consistently shown that a combination of brief advice from a health professional, 
behavioural intervention and smoking cessation pharmacotherapy is the most effective approach to 
successful smoking cessation.17,18  
 
Brief advice is intended to promote cessation and facilitate the woman accessing best practice 
support. The “5A’s” (Ask, Advise, Assess, Assist and Arrange) brief intervention model is recommended 
in some settings, notably by general practitioners, however there is strong evidence to suggest that it 
is not implemented due to lack of time, confidence and skills to undertake motivational interviewing.19 
Another approach is the shorter three-step (‘Ask, Advise, Help)’ brief advice model, which is the model 
adopted by Cancer Council Australia. The healthcare environment can be very busy, therefore brief 
advice through either model is an acceptable approach.20 
  
In an Australian study, when women were routinely asked their smoking status at the first antenatal 
visit, 96% of smokers recalled being asked this21 and most pregnant women expect to be asked 
whether they smoke.22 However, fewer than half the women reported having subsequent discussions 
about smoking 23 or that they were referred to services such as Quitline.24  
 
Smoking is a deeply entrenched behaviour,25 reinforced by the action of nicotine on reward pathways 
in the brain. Reframing smoking as an addiction24 may be a more effective approach than portraying 
smoking as a lifestyle choice. A combination of strategies is therefore needed, including carbon 
monoxide monitoring, behavioural intervention (or behaviour change counselling), and nicotine 
replacement therapy.25  
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These strategies can increase the proportion of women who quit smoking in pregnancy and thus 
reduce the risk of preterm birth and low birthweight;26 they are also cost effective.25 Contingency 
management (financial incentives for abstaining from smoking) have also encouraged smoking 
cessation in pregnancy.27-30 Women should be encouraged to quit as early in pregnancy, during the 
first trimester if possible.28,31 In one study,28 rates of preterm birth were over 20% higher for women 
quitting in the second trimester compared with women who stopped smoking in the first trimester.  
 
The following smoking cessation elements (adapted from Jones and colleagues 32) with support from 
senior leadership and effective champions in maternity services can be effective as below.  
 
Midwifery actions: 

• Universal carbon monoxide (CO) monitoring at first antenatal care visit 

• Referral to smoking cessation services (if CO above 4 ppm)  

• Speeding up referrals 

• Making re-referrals as necessary 

• Document smoking status of all women at time of birth 

• Advise services supporting young children and families (e.g. Child and Family Services) of 
smoking status on discharge from midwifery care 

 
Smoking cessation specialist actions: 

• Face to face contact with stop smoking advisor within a week  

• Setting a quit date 

• Making a quit plan 

• Behavioural support (e.g. motivational interviewing)  

• Monthly (or more frequent) follow-up of smokers during pregnancy 

• Target quitting completely, not reduction  
 
A recent evaluation of the above strategies (e.g. CO monitoring, opt-out referral and improved referral 
pathways) showed significant increases in both referrals and quit rates.33 Given that maternity care 
provides opportunities to identify and follow up pregnant smokers, CO monitoring has been 
introduced widely in UK and Ireland.34 Qualitative data indicate good acceptance among healthcare 
practitioners.35-37 However other studies describe hesitancy and fear and about maternal autonomy 
when universal CO monitoring is used in maternity care.38 Further research is required to understand 
the acceptability of these strategies among women and clinicians in Australia and New Zealand.  
 

Nicotine Replacement Therapy (NRT) 

Two comprehensive reviews of NRT,39,40 indicate that NRT use in pregnancy may increase smoking 
cessation by up to 40% without showing adverse effects on pregnancy or birth outcomes. In a UK 
pregnancy cohort, risk of stillbirth was found to be similar between women who smoked and women who 
used NRT.41  
 
Higher doses of NRT may be required to control withdrawal symptoms or cravings in pregnant women as 
their nicotine metabolism is higher.42 Pregnant women can use intermittent NRT (gum, lozenge, mouth 
spray (mist), and inhalator) and patches from early in pregnancy - this is safer than continuing to 
smoke.43,44 Starting doses (gum or lozenges, or inhalator or mist), need to be high, and patches added if 
abstinence is not achieved or cravings continue. At least a 12-week course should be used. 
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The prescriber should discuss the risks versus benefits of using NRT compared with continuing to 
smoke. Both GPs and maternity care providers can prescribe and provide NRT, though access through 
GPs may be more straightforward for pregnant women who are smoking. Many Aboriginal Health 
Services also can dispense NRT, at no or low cost. In Australia, lozenges, gum, and patches are included 
in the Pharmaceutical Benefits Scheme as monotherapies.  
 

Other tobacco control measures 

There is insufficient evidence regarding the effectiveness and risks of e-cigarettes when used during 
pregnancy.39 Use of smoking cessation drugs (buproprion or varenicline) during pregnancy has shown 
neither substantial benefit or harm.45 
  
Women who smoke during pregnancy may not respond to more general antismoking approaches such 
as increased tobacco tax and graphic warnings,46 suggesting that more personalised approaches may 
be particularly important for pregnant women. 
 

Education and implementation 

Members of the NHMRC Stillbirth CRE (www.stillbirthcre.org.au), with a NHMRC Partnership Grant 
and other funding, are implementing the Safer Baby Bundle program throughout participating 
Australian maternity services. Smoking cessation is one of the five components of the program, which 
is developing resources and educational programs for health professionals. The Safer Baby Bundle 
program will also nominate national/regional performance indicators and methods for implementing 
smoking cessation strategies. The Australian Preterm Birth Prevention Alliance (wirf.com.au/APBP-
Alliance) will collaborate with the Stillbirth CRE smoking cessation program to jointly reduce rates of 
smoking during pregnancy. 
 

Emerging areas of ongoing/future evaluation and research 

1. Objective ways of assessing smoking in pregnancy using carbon monoxide meters, and 
effects of opt-out (rather than opt-in) referral options.  

2. The role of self-help support (e.g. text message in increasing the likelihood of women 
stopping smoking in pregnancy).47 

3. Concerns about weight gain during and after pregnancy.48 
4. Vitamin C for women smoking in pregnancy to improve infant airway function.49 
5. Better ways to assess nicotine dependence e.g. strength and frequency of urges to smoke.44 
6. Harm reduction for smoking in pregnancy – the role of compensatory smoking, cutting down 

with NRT, e-cigarette use and antioxidants (vitamins C and E). 
7. Assessing effects of toxic constituents of tobacco versus e-cigarettes in pregnancy and risks 

for the fetus. 
8. Effectiveness and safety of higher doses of NRT, and bupropion and varenicline use during 

pregnancy. 
9. Financial incentives in subgroups of pregnant smokers e.g. women who use other drugs. 
10. Training needs of health providers and novel approaches to improving implementation of 

guidelines.  
11. Comprehensive and multi-component approaches for pregnant smokers in high-priority 

groups such as Aboriginal women. 

http://www.stillbirthcre.org.au/
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12. Understanding the needs of partners of pregnant smokers especially in Aboriginal 
populations. 

 

Further information and resources 

Stillbirth CRE website: www.stillbirthcre.org.au  
 
Safer Baby Bundle website and resources: https://saferbabybundle.org.au (publicly available from 
15th October 2019) 

 

Working group 

Paula Medway (Co-chair), Alice Rumbold (Co-chair), Christine Andrews, Cheryl Bailey, Wendy Cutchie, 
David Ellwood, Vicki Flenady, Alison Goodfellow, Gillian Gould, Nicole Hall, Alys Havard, Nusrat 
Homaira, Ling Li Lim, Elizabeth McCarthy, Hayden McRobbie, Natasha Meredith, Philippa Middleton, 
Sarah Perkes, Lynn Sinclair, Olivia Spur, Deanna Stuart-Butler, Kirsty Tinsley, Megan Weller, Susan 
Wooderson, Vicki Xafis. 
 
Special acknowledgement to Gillian Gould for leading the literature review which underpins the 
evidence for this position statement. Additionally, acknowledging the work of previous chairs for this 
group, Philippa Middleton and Lynn Sinclair, for their significant contributions. 
 
Funded by PSANZ. 
 

 

http://www.stillbirthcre.org.au/
https://saferbabybundle.org.au/
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