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Smoking in Pregnancy

Smoking in Pregnancy
Smoking during pregnancy reduces the amount of oxygen going to the developing baby.  In addition, there are over 4,000 toxins in cigarette smoke that reach both mother and baby from smoking.  The negative effects of smoking on the developing baby extend into later life as well.

Magnitude of the Problem:
Kentucky far exceeds the nation in current smokers among both women of child-bearing age (34.7% vs. 22.4%)1 and pregnant women (26.5% vs. 10.7%).2,3 The proportion of pregnant women who smoke in Kentucky is over twice that of the pregnant smokers in the nation, and during 2002, the most recent year of a complete national ranking, Kentucky was ranked second in the Nation in terms of women who smoked during pregnancy.4  An analysis of live birth certificates from 2004 through 2007 (Figure 1) revealed that maternal smoking occurred in 22.9% of these births.  Additionally, 14.8% of these women were light smokers (10 or fewer cigarettes per day) while 8.1% were heavy smokers (more than 10 cigarettes per day).  

Contextual factors with a role in smoking include smoking policies (smokefree communities, cigarette tax), and the influence of media and social interactions (peers and family).  In Kentucky, there are 24 smoke-free community-wide ordinances or regulations (10 of 120 counties) .5  The state cigarette tax in Kentucky is $0.60 per pack compared to the average of $1.31 per pack for all states combined.6 

The Impact of Smoking in Pregnancy:
According to the Centers for Disease Control and Prevention, smoking before and during pregnancy is the single most preventative cause of illness and death among mothers and infants.7  Smoking during pregnancy is associated with complications for the mother and the infant. Women who smoke are more likely to be infertile or have a delay in becoming pregnant.7  Compared to nonsmokers, women who smoke are more likely to have complications of pregnancy including premature rupture of membranes, placental abruption and placenta previa.7 Babies born to smokers are more likely to be premature and have low birth weight.7 

Exposure to secondhand smoke also contributes to health concerns for the mother and infant including more upper respiratory infections.8  These exposures may also result in an increased risk for ear infections, impaired lung function, asthma, stunted growth and Sudden Infant Death Syndrome (SIDS).8  

There are also great costs associated with smoking in pregnancy.  The direct medical costs of a complicated birth are 66 percent higher for smokers than for non-smokers, reflecting the greater severity of complications and the more intensive care that is required.9  Reducing smoking prevalence by one percentage point would prevent 1,300 low birth-weight babies and save $21 million in direct medical costs in the first year. Over a seven year period, this means the prevention of 57,200 low birth-weight babies and savings of $572 million in direct medical costs.10  In Kentucky, smoking attributed to 4.35% of the total neonatal expenditures yielding a total of $9,902,505 in neonatal expenditures directly related to smoking based on 2001 figures.11 

Martin et al12 suggest that women that are White, unmarried, with lower education attainment and lower income were more likely to smoke during pregnancy.  An analysis of maternal characteristics and smoking status using Kentucky’s birth certificate data from 2004 to 2007 (figure 2) identified White, unmarried women with lower education and Medicaid as high risk.  

Capacity/Resources:
The citizens of Kentucky have access to a toll free quit line service which utilizes a pregnancy protocol.  There are tobacco control specialists through the local health department system that provide community interventions for tobacco cessation.

Interventions That Work:
The United States Preventive Services Task Force recommends that all pregnant women of any age be asked about their tobacco use and that smokers be provided augmented pregnancy-tailored counseling.13  A 5-A framework is recommended as a useful counseling strategy including:


1.
Ask about tobacco use


2.
Advise to quit through clear personalized messages


3.
Assess willingness to quit


4.
Assist to quit


5.
Arrange follow-up and support

Recommendations:
· All health care providers working with women must screen for tobacco use and secondhand smoke exposures, provide a brief counseling intervention, and make referrals to appropriate smoking cessation interventions in the community. 
· Smoking status must become a vital statistic just like weight and blood pressure in medical practices in Kentucky.
· Appropriate resources must be made readily available to all health care providers in Kentucky to facilitate their providing effective counseling for their clients.  Table 1 documents the limited counseling and referrals being made in Kentucky.

· A better understanding of the unique needs of our population may be necessary to understand why these resources are not used and to identify appropriate evidence-based interventions.

· Individualized case management services may be an effective mechanism to promote smoking cessation among pregnant women.  The Kentucky Department for Public Health has a pilot project, Giving Infants and Families Tobacco-free Starts (GIFTS) in a nine-county area to provide tailored services to women who are smoking.  A wide variety of resources are utilized in the program including referral of family members for secondhand smoke exposure.  Expansion of the program to other areas in Kentucky should be considered upon completion of the evaluation of this pilot project.

· Finally, there must be community involvement around issues related to smoking.  In order to dramatically impact smoking prevalence, the culture associated with smoking must be addressed through collaborative efforts among community partners or statewide media campaigns.

Figures and Tables:

Figure 1.
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Source: Vital Statistics Live Birth Files, 2004-2007.  Light smoking is defined as 10 or fewer cigarettes per day.  Heavy smoking is greater than 10 cigarettes per day.

Figure 2.  
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Source: Vital Statistics Live Birth Files, 2004-2007, revised certificate only.  

Table 1.

Percentage of Smokers** reporting a health care worker

provided any of the following during their prenatal care visits
[image: image3.jpg]Spend time with you discussing how to quit smoking 40.8%
Suggest that you set a quit date to stop smoking 31.8%
Provide_ you w_ith booklets, videos or other materials to help 28.4%
you quit smoking on your own

Suggest you attend a class or program to stop smoking 20.6%
Ask h_'a family member or friend would support your decision 18.8%
to quit

Refer you to counseling for help with quitting 10.3%
Refer you to a national or state quit line 6.2%
Recommend using a nicotine patch 4.5%
Recommend using nicotine gum 3.4%
Prescribe a nicotine nasal spray or nicotine inhaler 1.5%
Prescribe a pill like Zyban® to help you quit 1.4%





Source: Pregnancy Risk Assessment Monitoring System (PRAMS) Pilot Project, Kentucky 2007.
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