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ABBREVIATIONS 

ASH (Action on Smoking and Health) Ireland: A national anti-smoking lobby group 
promoting the development of a national strategy on tobacco and increasing tax on 
cigarettes. 

DHC: Department of Health and Children - the central Government Department. 

ECAHB: East Coast Area Health Board 

EHB: Eastern Health Board (The EHB became the Eastern Regional Health Authority 
following organisational restructuring on 1 March 2000. The ERHA has three area health 
boards, the South West Area Health Board (SWAHB), the Northern Area Health Board 
(NAHB), and the East Coast Area Health Board (ECAHB). 

ERHA: Eastern Regional Health Authority, formerly the EHB, overseeing the SWAHB, 
NAHB and ECAHB. 

ETS: Environmental Tobacco Smoke. More commonly known as 'passive smoking'. 

HPD: Health Promotion Department. Each regional health board has a Health Promotion 
Department. 

HPU: The Health Promotion Unit of the DHC responsible for strategies to encourage and 
support healthier lifestyles among the Irish population. It retains a policy advice and 
development remit, in addition to the executive task of developing and implementing 
campaigns. 

ICGP: The Irish College of General Practitioners. The academic professional body for 
general practice. Responsibilities include training, post-graduate education, research, and 
quality of care. Approximately 95% of Irish GPs are members. 

ICS: The Irish Cancer Society. The national voluntary agency, founded in 1963, and a 
registered charity. It is dedicated to reducing cancer mortality, promoting cancer 
prevention and improving the lives of people living with cancer. 

ISIDA: The Irish Sudden Infant Death Association is active in increasing awareness of the 
importance of preventing fetal and new-born ETS exposure by publicising it as a major 
risk factor for sudden infant death syndrome (SIDS). 

MWHB: Mid-Western Health Board 

MHB: Midland Health Board 

NAHB: Northern Area Health Board 

NEHB: North Eastern Health Board 

NRT: Nicotine Replacement Therapy 

NWHB: North Western Health Board 
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Oireachtas Joint Committee on Health and Children: Advisory and policy making 
body, composed of elected members of the Oireachtas, the Irish legislative body. 

SEHB: South Eastern Health Board 

SES: Socio-economic status 

SHB: Southern Health Board 

SIDS: Sudden Infant Death Syndrome, also known as cot death. 

SWAHB: South Western Area Health Board 

STAG: The Smoking Target Action Group. STAG comprises a representative from each 
health board's Department of Health Promotion and representatives from Public Health, 
Action on Smoking and Health (ASH) Ireland, the Irish Heart Foundation and the Irish 
Cancer Society. 

WHB: Western Health Board 



Pregnancy, Infants and Smoking. An Irish National Status Report 

EXECUTIVE SUMMARY 

The Irish National Health Strategy, "Shaping a healthier future" (1994) prioritises tobacco 
smoking cessation. The target was defined as "to reduce the percentage of those who 
smoke by at least one percentage point per year so that more than 80% of the population 
aged 15 years and over are non-smokers by the year 2000". The estimated national 
smoking prevalence at that time was 28%. However, the most recent national survey, 
conducted in 1998, found that regular or occasional cigarette smokers comprised 31% of 
the Irish population (SLAN). Further, the survey showed 40% of 18 to 34 year old women 
in Ireland smoke, the highest prevalence of all categories. 

This report is part of the work conducted for the EU project, "European actions on 
Smoking Cessation in Pregnancy" (EURO-scip), which is part of the European Network of 
Smoking Prevention (ENSP) within the European Commission's "Europe Against Cancer" 
programme. It commenced in March 1999 and concludes in September 2000. Eight 
countries are co-operating. These are Belgium, Germany, Greece, Ireland, the 
Netherlands, Spain, Sweden, and the UK. Two Irish partners are involved - the 
Department of Public Health in the ERHA and Women of the North West, in Co. Mayo. 
In addition to this National Status Report, other aspects of the project include the 
production of a newsletter including both regional and European content, a website and, 
ultimately, guidelines on strategies to promote smoking cessation during pregnancy. The 
purpose of the National Status Reports is to collate information on relevant aspects of 
smoking in pregnancy in partner countries to enable comparisons to be made and 
conclusions drawn. This report also contains supplementary research findings on smoking 
in pregnancy and passive smoking in order to highlight the importance of this health issue 
for both parents and children. 

Smoking cessation has received an increasing amount of attention in recent years and 
efficacious intervention and prevention techniques have been devised, practised and 
evaluated. The majority of these have focused upon smoking in the general population, in 
adults and children, but without specific attention to smoking cessation in pregnancy. 
However, research on smoking and cessation in pregnancy reveals it also includes 
additional, unique mechanisms. Given that smoking cessation is of key importance to both 
short and long term parental and infant health, this demands urgent attention and routine 
incorporation into health care strategies. 

Since 1990 several significant national health strategies were launched, including Shaping 
a healthier future, A Health Promotion Strategy, Building Healthier Hearts, Cancer 
Services in Ireland, A National Anti-Smoking Strategy, and, most recently the report of the 
Tobacco Free Policy Review Group, Towards a Tobacco Free Society. All these 
documents incorporated components and recommendations that both directly and 
indirectly affect tobacco use during pregnancy. The thorough and comprehensive Towards 
a Tobacco Free Society, can, subject to implementation, be expected to have a significant 
impact upon smoking in Ireland. However, although there can be no disputing the 
importance of confronting smoking in Ireland with a multi-faceted and intensive strategy, 
the value of integrating initiatives designed to specifically address the extent of smoking in 
pregnancy for health cannot be underestimated. Our report aims to document and present 
evidence of the risks of smoking in pregnancy and the value of quit smoking strategies that 
could usefully be incorporated into our health services. 

6 



Pregnancy, Infants and Smoking. An Irish National Status Report 

Chapter one outlines the health implications of smoking and exposure to environmental 
tobacco smoke (ETS) during pregnancy and in childhood. These include physical, 
cognitive, emotional and behavioural implications, most significantly increasing the risk of 
low birth weight, premature birth, sudden infant death syndrome, and mortality. 

Chapter two summarises how smoking and cessation are characterised by differences in 
gender and socio-economic status and is also influenced by additional motivations in 
pregnancy. These factors are key to interpreting the prevalence of smoking in pregnancy 
in Ireland and in devising appropriate intervention techniques. 

Chapter three illustrates from the available data that age, socio-economic status and gender 
influence smoking behaviour in Ireland. Irish data on smoking are not regularly collected 
from a national sample and therefore trends cannot be measured precisely. However, 
younger women, especially those in the lower socio-economic strata in Ireland, are most 
likely to smoke. In fact, the SLAN report shows a prevalence of 40% (45% in social 
classes 5 and 6) in this category. This is of vital importance when considering smoking 
during pregnancy. 

Chapter four describes the organisation of health care for pregnant women and new-borns 
in Ireland. It details the health professionals involved, the elements of, access to and use of 
care and finally, the financial aspects of smoking cessation interventions. 

Chapter five outlines approaches to encourage and promote smoking cessation specifically 
in pregnancy and amongst the parents of new-borns, and the anti-tobacco strategies 
employed in Ireland. To date, Irish strategies have been predominantly aimed at the 
population in general, and employ a range of methods, for example, media campaigns, 
health care interventions, research, education, and government and regional policies. 

Although these strategies will, to a degree, influence parents during the antenatal and post
partum periods regarding their smoking behaviour, this influence is indirect, and therefore 
not as efficacious as directly targeting this sub-population with specifically relevant 
messages, information and support. Motivation is fundamental to smoking cessation. 
Antenatal advice on smoking and cessation will impact quit rates and, if aided by a 
smoking cessation programme, especially one incorporating a pregnancy specific design, 
will further reduce the prevalence of smoking in pregnancy. Given the crucial importance 
of avoiding fetal and infant exposure to smoke, smoking and exposure to tobacco smoke in 
pregnancy and childhood should clearly be part of the anti-tobacco agenda. 

Finally, this report recommends that women of child bearing age be directly targeted in 
order to decrease the extremely high prevalence of smoking during pregnancy which 
studies have found in Ireland throughout the 1990s. In conclusion, although current 
initiatives will indirectly impact the prevalence of smoking during pregnancy and by the 
parents of new-borns, this is an area of smoking behaviour that requires urgent attention 
and a proactive response. 
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The recommendations of this report are: 

1. The dangers of smoking during pregnancy and of exposure to environmental tobacco 
smoke should be discussed during antenatal care for all mothers and their partners. 

2. Women who smoke during pregnancy should be offered structured support to quit. 
This should be a standardised part of their antenatal care. 

3. Health professionals who care for pregnant women (e.g. G.P.s, midwives, practice 
nurses, obstetricians) should be trained in smoking cessation techniques that are aimed 
at meeting the specific needs of pregnant smokers. In addition, these health 
professionals should be afforded appropriate resources to implement cessation 
practices. 

4. A national health promotion and mass media campaign highlighting the dangers of 
smoking among women of child-bearing age, during pregnancy and around new-borns 
should be undertaken. 

5. Health promotion information should also improve awareness among the general 
population of the specific dangers of environmental tobacco smoke during pregnancy 
for the fetus. 

6. Smoking prevalence during pregnancy and in parents of new-borns should be collated 
by documenting smoking status at certain points during a pregnancy and at postnatal 
examinations. 

7. Regular national data on trends in smoking during pregnancy and by the parents of 
new-borns should be published. 

8. An information and quit line specifically for women who smoke during pregnancy 
should be established. 

9. The effectiveness of smoking cessation strategies should be monitored and evaluated. 

8 
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1. H E A L T H IMPLICATIONS OF SMOKING A N D EXPOSURE TO 

ENVIRONMENTAL TOBACCO SMOKE DURING PREGNANCY AND IN 

CHILDHOOD 

The negative health implications of maternal smoking during pregnancy for the fetus are 
well documented and numerous. Within the developed world, it is the most powerful 
determinant of poor fetal growth,1 causing an average reduction in birth weight of 200g, 
and doubles the risk of a low birth weight baby.2 It increases the risk of fetal, prenatal, 
neonatal and possibly long-term child mortality.3 4 5 It has been found to be the major risk 
factor for sudden infant death (SIDS), with a marked dose-response relationship,6 4 and 
increases the risk of premature birth.7 Maternal smoking in the third trimester has also 
been correlated with the onset of childhood asthma by the age of one year. 

Maternal smoking during pregnancy has been suggested as a preventable cause of mental 
retardation, and congenital malformations such as orofacial clefts, limb defects and 
craniosynostosis.10 It has been linked to impaired memory, learning and cognitive abilities 
and perception,11 behavioural problems12 and in longitudinal studies, children of cigarette 
smokers have shown deficits in growth, intellectual and emotional development and 
behaviour.13 14 15 16 Even when factors such as mother's height, age, social class, number 
of siblings and sex of the child are allowed for, Butler and Goldstein found a statistically 
significant dose-response relationship between the number of cigarettes smoked and the 
child's height and reading ability, with an average difference (between non-smoking 
mothers and those who smoked ten cigarettes per day) of 1cm in height, three months in 
general ability, five months for mathematics and four months in reading attainment. 

A review of studies on the effects of smoking in pregnancy on long term physical and 
cognitive child development17 found an average reduction in birth weight of 200g even 
after controlling for differences in social class, parity, level of education, maternal height 
and weight, and alcohol consumption. Physical deficits expressed at birth have been found 
to be stable and relatively long-term. Long term cognitive deficits were found in a range 
of psychological tests, reading and mathematics achievement and social adjustment even in 
sibling comparison studies, where the static environment, maternal and familial 
circumstances were similar for both children. Even when paternal occupational status, the 
child's sex, maternal age, parity and the number of younger siblings were controlled for, 
statistical significance remained. The review also noted that the children of passive 
smokers are also at risk of negative cognitive development outcomes, and that long term 
intellectual functioning may also be affected by post-partum exposure to environmental 
tobacco smoke. 

Other implications of smoking during pregnancy include a predisposition to smoking in 
girls. Girls prenatally exposed to nicotine have been found to be more likely to smoke as 
adolescents and may be more likely to use and become dependent upon other drugs.18 

Maternal smoking habits between two generations have also been found to be significantly 
interrelated, although the mechanisms for this require further research.19 
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Passive smoking, or environmental tobacco smoke (ETS) is a proven lung carcinogen. The 
prevalence of maternal environmental tobacco smoke (ETS) exposure during pregnancy 
was recently indicated in a small scale British study to be high, and potentially 
underestimated. The study concluded that maternal exposure to ETS might substantially 
impact on fetal exposure.4 Paternal smoking may contribute to reduced birth weight, as a 
consequence of maternal ETS exposure,20 and the workplace is now recognised as a major 
site of potential ETS exposure, which may also impact pregnant women. 

Parental smoking is the most important determinant of ETS in infants, with maternal 
smoking of greater significance than paternal, as mothers who perceive ETS as hazardous 
would be more likely to instruct others not to smoke around the baby.22 

ETS exposure during childhood may create a higher than average risk of asthma,23 and is 
causally related with an increased risk of respiratory tract infections (e.g. bronchitis and 
pneumonia) and respiratory irritation, increased prevalence of middle ear disease, hearing 
loss, and reduced lung function.24 25 26 27 

In summary, smoking and exposure to ETS in pregnancy and childhood have been linked 
to low birth weight, premature birth, perinatal mortality, sudden infant death, spontaneous 
abortion, bleeding during pregnancy, asthma, respiratory problems, deafness, congenital 
malformations, mental retardation, impaired memory, learning, cognitive abilities and 
perception, and deficits in intellectual and emotional development, growth and behaviour. 

10 
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2. INFLUENCES ON SMOKING 

2.1 GENDER AND SOCIO-ECONOMIC DIFFERENCES IN SMOKING 

Smoking behaviour differs between men and women. Women are more reluctant to stop 
smoking than men,28 have greater difficulty in quitting29 and are often more likely to 
relapse. ° 31 Smoking has been proposed as an indispensable coping response to stress, 
especially among lower socio-economic group women. Lower income groups also have 
less information on the hazards of smoking. 

'Risk' factors (determinants of higher incidence) have been repeatedly, and cross-
culturally, confirmed for developed countries. The prevalence of smoking during 
pregnancy is increased if the mother is young; unemployed or from a manual employment 
group; having fewer years of education; on a low income; single, separated or divorced; 
whose partner smokes; or was a heavy smoker prior to conception. 

Within western societies, smoking among women is linked to social disadvantage. 
Smoking seems to provide a coping mechanism for caring for a family while living in 
poverty.40 Smoking behaviour of women caring for pre-school children in low-income 
families represents a 'break from caring', and a major strategy used when family demands 
become too much to deal with calmly or competently.41 

2.2 SOCIAL STIGMA 

Social disapproval of smoking during pregnancy is evident.32 42 Research shows women 
who smoke during pregnancy may be motivated to deny their habit. A recent small scale 
Irish study found individuals with no responsibility for, nor personal interest in, the birth 
outcome expressed unsolicited and negative opinions regarding smoking to women during 
their pregnancies. The women felt as though they were watched and monitored, which 
prompted feelings of embarrassment and a perceived need to conceal or deny smoking 

1*1 42 

while pregnant. 

Where smoking behaviour is the obvious target issue or demand for abstinence is high, it 
may create self-reproach in smokers, and be 'deliberately' underreported.43 44 Some 
pregnant women may not disclose smoking to prenatal care providers, leading to 
underreporting in medical records,45 and conservative estimates in surveys that do not use 
biochemical validation of smoking status. 46 

A New Zealand study to determine the reliability of self-reports of smoking during 
pregnancy found considerable discrepancies between self report and objective clinical tests 
- 22% of women biochemically confirmed as smoking denied this in completion of a 
questionnaire.47 The difference was most acute in replies concerning smoking during the 
third trimester and where smokers either reported themselves as non-smokers, or under-
reported the number of cigarettes they actually smoked. Labelled 'self-deception', this 
may not be a conscious effort to deceive antenatal care providers. The authors anticipate 
that as pressure not to smoke during pregnancy increases, self-deception rates will also 
increase further: 

l l 
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"The amount of deception also appears to be influenced by the intensity of the anti-
smoking environment - deception was more common in those who were trying to 
stop smoking. Therefore, it is likely that when more pressure is brought to bear on 
smokers, deception from self report data will increase. If this is the case, then 
repeated cross-sectional smoking studies based on self-reports alone may show an 
improvement, not because of any real change in smoking status, but because of the 
increased denial of true smokers status following an increased awareness of its 
harm" (p.250-1). 

However, other studies have found self-reports of smoking to be generally reliable, 
although accuracy of postnatal recall of the prenatal period has been found to diminish 
with increasing alcohol intake, especially among women smoking ten or more cigarettes a 
day.50 

2.3 STRESS AND SMOKING 

Women tend to relapse in negative situations (e.g. under stress), while men tend do so in 
positive situations (e.g. at a social occasion). [ Research suggests that women in 
economically deprived circumstances, in low-paid and monotonous employment, and those 
who stay at home are as likely, if not more so, to suffer from stress. 52 

Compounding this, pregnancy and the post-partum period are particularly stressful periods, 
and smoking becomes increasingly likely if psychosocial resources are lacking. Women 
with low psychosocial resources, such as low social participation, low instrumental support 
and low level of support from the child's father have been found most likely to continue 
smoking in pregnancy.37 This is independent of age, educational level, nationality, 
cohabitation status and the number of years smoking. Living under psychosocial stress has 
also been found to be a risk factor for continued smoking by women during their first 
pregnancy.54 

"The process of obtaining and giving up smoking is complex, and involves social, 
psychological and physiological factors.... a person needs different resources, for 
example individual ones such as personal characteristics, education, and financial 
resources and also material and social resources, that is, social relations. The 
availability of psychosocial resources such as social network and social support is of 
potential importance in enabling someone to cope with different stressful situations 
in daily life. Being pregnant, especially for the first time, is a new and stressful 
situation in life and a woman needs different types of resources to cope with and 
adapt to this new situation. ...Smoking can thus be seen as a maladaptive reaction 
helping the smoker to cope with the discomfort generated by the stressful situation of 
being pregnant for the first time''' (p.3 8). 

Emotional support provided by family and friends has an independent association with 
cessation and maintenance55 and lack of social networks is one reason why pregnant 
women continue to smoke.56 The provision of support by family, friends, or partner may 
be especially important in changing smoking behaviour.57 58 
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2.4 STATE OF MIND 

The UK Scientific Committee on Tobacco and Health (1998) reported that a selection of 
quantitative studies have found despite prevailing perceptions to the contrary, stress and 
anxiety are reduced rather than increased following smoking cessation, and that smoking 
does not relieve stress, but actually increases it. The report continues by recommending 
that the public be made aware of the association between smoking and negative mood 
states. This contradicts qualitative studies with lower socio-economic group women which 
found cigarettes to hold the status of a method of 'stepping back' from tension and 
frustration.59 60 61 

This disparity may be explained in part by a lack of emphasis on socio-economic status in 
the quantitative studies considered by the report. It is crucial to locate findings concerning 
smoking behaviours in a social context.62 Additionally, stress and smoking may be 
correlated not because the latter causes the former, but because smoking is a symptom of 
stress. It may be that the increased levels of relief discovered by quantitative studies 
following cessation are not a result of stopping smoking, but a prerequisite of it. 
Successfully quitting may boost positive mood states, but it seems that in a negative mood 
state the individual will not contemplate an attempt to quit or may not be able to sustain 
non-smoking if attempted. Repeated failures of attempts to quit may compound self-
efficacy (the belief that one could successfully quit) levels. 

In support of this, the predictors of participation in a smoking cessation group among low-
income women found the only two significant factors were self-efficacy and 'intention-to-
quit' smoking.63 Furthermore, research has shown that self-concepts differ between those 
who quit and those who continue to smoke.64 Those who consider themselves as ex-
smokers, and capable of maintaining that status achieve more success at cessation than 
those who do not. The key issue is how to generate the state of mind requisite to a 
successful attempt to quit. 

2.5 PARTNER STATUS 

Although prevalence of smoking during pregnancy varies within developed countries, a 
consistent relationship between the smoking status of pregnant women and their partners 
remains.32 Irish data collected in 1991 show smoking was significantly more common 
among the partners of smokers than non-smokers65 and this remains the case. A smoker 
partner might not affect participation in smoking cessation programmes,66 but might reduce 
success. Although evidence is currently inconclusive, women whose partners' smoke are 
less likely to quit spontaneously, to quit after participation in intervention, and more likely 
to relapse following the birth.32 

Several studies recommend intervention programmes targeted at pregnant smokers should 
actively involve their partner or other important persons in her social network.37 68 "The 
role of the partner in terms of behaviour change and support must be considered an integral 
part of a smoking cessation campaign" (p.57).69 For those who do not have the necessary 
social support to quit, and for those whose partner smokes, GPs offering follow-up 
appointments to discuss smoking may be particularly effective. 

13 
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A qualitative study of low socio-economic group male smokers whose partners were 
71 

pregnant, (half of whom were smokers themselves) found although women were 
questioned regarding their smoking habits and sometimes advised to quit, it was rare that 
help or counselling was offered to the father, despite "pregnant women acknowledg(ing) 
their partners as having an important influence on their own smoking 
behaviour.. .Continuation of smoking by a partner provided a constant source of temptation 
for women who had quit or were trying to limit their consumption" (p.658). 

The study found that although some men recognised their smoking exacerbated the 
difficulties of their partner's attempt at quitting, only a few said they would be willing to 
quit as well. Smoking as having affected their own health was not accepted, they 
considered it illogical that exposure to environmental tobacco smoke might affect others' 
health, and did not acknowledge their own smoking as a significant health risk to the fetus. 
However, they were more accepting that maternal smoking, while pregnant, could 
endanger the fetus, although the concept of maternal lung acting as a 'filter' was prevalent. 
The men wanted to know the exact consequences, not only in general terms of harm. 

Clearly, to maximise smoking cessation, programmes should also involve supplying 
partners with information and support to quit. This area requires further research so that 
programmes be specifically tailored to partners. 

2.6 PREDICTORS OF RELAPSE 

Nicotine is as addictive as cocaine or heroin.72 In a study focusing on the effects of 
abstinence as predictors of relapse, definitions of symptoms of withdrawal from nicotine 
were specified as anger, depression, craving, appetite, confusion and tension, all of which 
increased following smoking cessation.73 Consistent with previous research, depressed 
mood and craving were found to be the best combination of predictors of relapse. This 
may have particular relevance to pregnancy and following delivery. Postpartum, factors 
such as stress, depression and anxiety may encourage relapse, particularly since the 
external motivator for cessation (the infant in utero) has been removed. For mothers who 
quit during pregnancy, studies have shown a relapse rate as high as 80%.74 

"If the woman does not quit while she is pregnant, smoking may become part of her 
coping strategy during the early stages of parenthood. The stresses associated with 
looking after a new-born baby may contribute to the high post-partum relapse rates. 
Cigarettes may be relied on to relive the pressures of child care, especially among 
women living on low incomes" (p.71). 

The psychological importance of smoking differs between women and men, once addicted. 
For women, smoking becomes a functional behaviour, allegedly reducing stress, and 
increasing ability to cope, suppressing and absorbing negative emotions, in addition to its 
roles as a ritualistic, dependable comfort. In turn, this reduces the demands placed upon 
partners and children by her.75 

Furthermore, the withdrawal effects of stopping smoking have distinct relevance for 
women. Women often gain more weight than men after cessation and cessation related 
weight concerns are present in more than half of all young and middle-aged female 
smokers,77 which may also have particular relevance during and following pregnancy. 
Smoking is often cited as a way to keep weight down,67 42 although it has been challenged 
as an effective appetite suppressant.61 
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2.7 POTENTIAL POSTNATAL SMOKING RELAPSE 

78 

Of those women who do stop smoking for pregnancy, most do so in the first trimester. 
Although modification of cigarette smoking is likely to be considered more seriously 
during pregnancy than at other times,79 there is a high rate of relapse among women who 
stop smoking during pregnancy (63-73% resume within six months), although 
approximately one third stop permanently. Relapse may be particularly encouraged if 
cessation has been perceived to be a temporary adjustment to pregnancy rather than the 
chance for permanent change. Empirical support has been found for lower self-efficacy 
(the belief one can successfully quit), less pre-pregnancy smoking, having a smoking 
spouse and friends, taking puffs during pregnancy, and not using coping strategies as 
predictors of postnatal relapse.79 

Stotts et al (1996) found cessation among pregnant women to be within a different process 
70 

of change to non-pregnant women of similar ages who quit smoking. Pregnant quitters, 
although abstinent, were not engaging in the coping activities in the action stage of the 
model which lead to successful cessation. Pregnant women in the study reported 
significantly higher levels of confidence to abstain, and significantly lower levels of 
temptation to smoke than non-pregnant women: 

"Pregnant quitters may have an unrealistic sense of self-efficacy for long-term 
abstinence and a false sense of control over their recently 'conquered' 
habit...Pregnant women appear to be stopping but not quitting smoking as they are 
clearly not prepared to maintain smoking cessation, especially upon entering the 
stressful postpartum period... Traditional relapse prevention programmes would not 
be sufficient in sustaining cessation and preventing relapse'" (p.468-70). 

This also applies to partners of pregnant women. Men may feel pushed into quitting 
during their partner's pregnancy, but attempts made without due preparation and 
acceptance of the goal are likely to be half-hearted and rarely persist postnatally.82 Given 
the health implications of infant exposure, and the continuing detrimental effect upon 
parental health, it is essential that the opportunity and motivation present during pregnancy 
to permanently change smoking be capitalised and sustained. 
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3. EPIDEMIOLOGICAL DATA 

INTRODUCTION 

This chapter documents available data on the prevalence of smoking in Ireland during the 
1990s. Smoking trends in Ireland for men and women, pregnant women, in the presence of 
young children and in adolescents are described. There is evidence that smoking 
prevalence is higher among the younger age groups; there is a clear socio-economic group 
bias; recent national data shows the numbers of women of child bearing age smoking now 
exceeds men; and the uptake of smoking, even though a habit may not be formed 
immediately for the vast majority of smokers, occurs in early adolescence. 

The Irish population has slightly increased during the last decade, from 3.5 million in 1991 
to approximately 3.7 million in 1999. Twenty nine percent reside in the capital. A number 
of surveys have been undertaken in Ireland at different points over the past decade to 
provide an estimate of the prevalence and trends in tobacco smoking among various 
demographic groups. The studies referred to were all carried out independently of each 
other, and therefore although they do serve to illustrate the prevalence of smoking in 
Ireland, they are not directly comparable. For example, slightly different definitions of 
'smoker', 'regular use' and 'current use' may be applied. The parameters of age groups may 
also differ, and while some studies are regional, others use a national sample. These 
factors should be borne in mind when considering the findings. 

Comparisons between the data presented in different sections should be made with caution 
due to significant methodological differences between sampling techniques employed. 
This particularly applies to potential comparisons between smoking in the general 
population (3.1) and in pregnancy (3.2) and in the presence of young children (3.3). It is 
the intention of this report to present the data available. The recent national data are taken 
from a representative, random cross-section of the Irish population (with allowances made 
for non-response and the likelihood of ineligibility to participate, and which was estimated 
to show differences according to social class in key variables, such as smoking). In 
contrast, the data on smoking during pregnancy and in the presence of young children are 
drawn from relatively small samples of urban respondents, either in public health care 
facilities or in deprived area schools and are accordingly socio-economically and 
geographically skewed. 

No longitudinal studies which might have illustrated trends in smoking more precisely for 
the different populations were found for the decade. The data displayed below have been 
drawn from specific research journal articles, regional health board reports, Economic and 
Social Research Institute (ESRI) and the Department of Health and Children publications, 
and theses submitted to the Royal College of Physicians in Ireland (RCPI). All the studies 
use self-reported data. The accuracy and reliability of such data is a subject of debate, 
especially during pregnancy. 
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The data are presented in reverse chronological order and are presented as explicitly as 
possible. Where original analyses display sub-groups, such as gender or socio-economic 
status, or definitions of occasional, current or regular smoker status, these have been 
reproduced below. Trends in smoking behaviour of men and women in different age 
groups are outlined, followed by trends among pregnant women. Smoking in the presence 
of young children is then summarised, and finally, the prevalence among male and female 
adolescents. 
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3.1 TRENDS IN SMOKING IN WOMEN & MEN BY AGE GROUP SINCE 
1990 

The most recent data, collected in 1999, is drawn from a small-scale survey in a 
employment setting of a large organisation in Dublin. There were 395 valid responses, a 
response rate of 92%. The survey found within a predominately young, female workforce, 
31% to be current smokers.83 

In 1998, SLAN, a national survey of a representative cross-section of the Irish adult 
population was commissioned by the Department of Health and Children.84 This research 
collected self-reported data on specific aspects of health and lifestyle, including smoking 
behaviour (n.6,539). 

Figure 1 National Age and Gender Distribution of 
Smokers (1998) 

Overall, regular or occasional 
cigarette smokers comprised 
31% of respondents. As figure 
1 shows, smoking prevalence 
among males in the sample was 
found to be generally higher, 
except in the youngest female 
age group, which exhibits the 
highest rate of all, at 40%. 

A survey was conducted by the 
Southern Health Board in 
1995/6, to provide a baseline 
epidemiological profile of 
substance use in the community in Co. Cork, Co. Kerry and Cork City (n.2,100). 
smoking prevalence of age groups 20-44 are displayed in table 1 

85 The 

Table 1 Smoking Prevalence by Age Group (1995/6) 

Consistent with the national findings, higher rates 
of smoking are found among the younger age 
groups. However, although age categories differ, 
the prevalence of smoking reported appears much 
higher than national data as found in the SLAN 
survey. 

Age 
Group 
20-24 years 
25-34 years 
35-44 years 

Currently 
Smoke (%) 
46 
46 
33 

In 1995 as part of a consultative process in the development and implementation of a 
Smoking Control Policy in a workplace in the south of Ireland 804 staff were surveyed. 
The prevalence of smoking was found to be 17%. 

Data on cigarette smoking prevalence among Irish adults were collected regularly between 
1972 and 1993 as part of the Joint National Media Research Survey.87 Figure 2 below 
illustrates these results for 1990-1993. It shows the overall smoking prevalence was higher 
in the male population (30% for males, 28% for females) at that time. 
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Figure 2 National Prevalence of Cigarette Smoking by Age and Gender (1990-3) 

The highest incidence was in the 25 - 34 age group, and as in the 1998 SLAN survey, 
smoking prevalence decreased with age. However, although the data are not precisely 
comparable due to different age parameters, within the under 35 age groups, according to 
the SLAN survey, smoking prevalence appears to have increased in Ireland since 1990-3. 

Figure 3 Current Smoking Prevalence in Kilkenny 
by Age and Gender (1990) 

Several smaller, regional 
surveys have also been 
conducted to gauge smoking 
prevalence among different 
age cohorts and between 
men and women. The 
Kilkenny Health Project 
(1985-1990)88 was a 
community prevention and 
health promotion programme 
aimed at improving health 
status and health behaviours 
among the county 's 
residents. 

At the end of the intervention F i S u r e 4 Current Smoking Prevalence in Offaly 
period the project was evaluated. b? A § e a n d Gender (1991) 
As part of the evaluation 
population surveys were carried 
out in Co. Kilkenny in 1990 and 
Co. Offaly (as the selected 
reference county) in 1991. 
Cigarette smoking prevalence was 
one aspect of health behaviour 
measured. Current cigarette 
smokers included those whose 
daily consumption of tobacco was 
one gram or more, one cigar or 
more weekly, or a combination of tobacco products, those who consumed at least one 
cigarette daily at the time of the survey, and those who quit smoking within the month 
prior to the survey. The results from these are shown in figures 3 and 4. 
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As shown in figures 3 and 4, current smoking prevalence was consistently higher among 
men than women in these age groups, highest in the 35-44 age group, 38.6% in Kilkenny, 
42% in Offaly. The lowest smoking prevalence among the males is within the 55-64 year 
age group in Kilkenny. Approximately the same level of smoking was maintained across 
the female age groups in Offaly, ranging between 23% and 25%, whereas the prevalence 
among the females in Kilkenny ranged between 22% and 30%. Smoking prevalence for all 
age groups was lower in Kilkenny following the health promotion campaign, although 
greater reductions in smoking prevalence were not evident in comparison to the reference 
county of Offaly.88 

Summary 

• The highest prevalence of smoking occurs among younger age cohorts. 
• The margin between the sexes is narrowing, as numbers of women smoking increase, 

exceeding the number of male smokers aged 18 to 34 in the most recent national data. 
• In 1980, research concluded "The changing patterns of smoking experimentation 

among women suggest that immediate efforts at primary prevention should be directed 
towards this sector of the population".89 This prediction has been borne out and the 
need for primary prevention of initiation into the smoking habit, particularly for 
women, has become more urgent. Currently more than half a million women are 
killed annually in the world by smoking, of which 2,200 are Irish women.90 The World 
Health Organisation (WHO) estimate that if prevailing trends persist, by 2020 the death 
toll will double, so that more than a million women world-wide will die each year from 
tobacco.91 

• The different age groups and limited nation-wide data available highlight the necessity 
for more longitudinal and national studies to be undertaken. Unless trends in smoking 
are accurately and regularly documented, the exact impact of anti-tobacco strategies is 
obscured and thus the necessary evaluation and revision, with a high degree of 
precision, made unattainable. Further to this, the Joint Committee on Health and 
Children recommend the next National Health and Lifestyle Survey be undertaken 
autumn 2000 and annually thereafter.92 
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3.2 TRENDS IN SMOKING IN PREGNANT WOMEN SINCE 1990 

During pregnancy a considerable amount of switching between smoking and quitting status 
occurs,96 making exact prevalence difficult to monitor. Successful quitting may often 
require several attempts, a pattern mirrored in smoking behaviours during pregnancy. 
Additionally, reductions either in the quantity of cigarettes or brand strength may be 
pursued as a compromise between smoking and quitting, although the perceived benefits of 
this are often misguided. Switching to a 'low yield' brand impacts smoking behaviour 
(either consciously or unconsciously), with the ultimate result that the same amount of 
nicotine and tar are received by the smoker as from a 'high yield' brand.93 

Smoking status was not stated to be biochemically validated in the following studies. It 
should therefore be viewed in the context of findings on the reliability of self-reported data 
outlined in section 2.2. 

Over one third of the 50,000 babies born annually in Ireland are delivered in Dublin's three 
maternity hospitals, the Coombe Women's Hospital, the National Maternity Hospital and 
the Rotunda Hospital. Maternal smoking status is not currently recorded on birth 
notification forms, and therefore statistics are not widely available on the prevalence of 
smoking during pregnancy. However, the studies outlined below collected such data in the 
Dublin hospitals either ante- or postnatally whilst focusing on related issues, such as 
adolescents' sexual health behaviour or smoking cessation programmes. Three of the 
studies took place in the Rotunda Hospital, and two in the Coombe Women's Hospital. 

The following are intended to display the data available and should be interpreted with 
caution, particularly as the rates in these samples appear considerably higher than in the 
national data (3.1). It is to be expected that a considerable percentage of women cut down, 
attempt to quit, or stop smoking for pregnancy although these data taken from small urban 
samples, if directly compared with national smoking data, would not suggest this. 
Therefore direct comparisons with national data are not advised. 

A small scale survey (n. 100) in the Coombe Women's Hospital of postnatal women's 
health behaviours conducted in 1999 found 36% of the sample were regular smokers prior 
to becoming pregnant.94 Fourteen percent tried to quit, and a further twenty one women 
tried to cut down on the amount they smoked. Eight women successfully quit (22% of 
smokers), and a further twenty seven women (75% of smokers) reported cutting down. 
Nearly 60% of smokers smoked less than ten cigarettes per day in pregnancy compared to 
just 14% prior to becoming pregnant. Seventy percent of those who cut down or quit did 
so upon learning of their pregnancy. Overall, 27% of the mothers reported smoking 
regularly during the pregnancy. 
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The women were also asked about their partners' smoking habits. Thirty six percent of 
partners were current smokers. Ninety four percent of these continued to smoke during the 
pregnancy. Of the 36, two stopped smoking and eleven cut down the amount they smoked 
during the pregnancy. 

A questionnaire administered to 120 adolescents attending a Dublin ante-natal clinic in 
1997 to examine their socio-demographics and sexual behaviour showed 70.8% of 
respondents smoked prior to pregnancy, and 55.8% continued during pregnancy. 5 

In 1995/6, a smoking cessation programme implemented in the Rotunda Hospital's 
antenatal clinic, revealed the smoking prevalence among patients was 54%. Participants in 
the study were randomly assigned to either an intervention group, who participated in the 
programme, and a control group, who did not.96 A total of 341 antenatal women 
completed the programme. For the purposes of the study, a cigarette smoker was defined 
as someone who was currently smoking or who had smoked during this pregnancy but had 
spontaneously quit prior to entering antenatal care. The findings are shown in figure 5. 

Figure 5 Smoking Behaviour During Pregnancy and at Delivery (1995-6) 

As shown in figure 5, 88% of those in the intervention group, and 87% of the control 
group, were smoking at delivery. However, during pregnancy, 38% of those in the 
intervention group attempted to quit, compared to 27% of those in the control group; 30% 
of the intervention group had increased cigarette intake, compared to 37% of the control 
group; and 89% of the intervention group were smokers at their first visit and at the time of 
delivery, compared to 92% of the control group. In addition, the average reduction in daily 
number of cigarettes smoked was greater in the intervention group than the control group, 
and participants alternated between smoking and quitting, complicating the measurement 
of success achieved by the programme. 

In the Rotunda Hospital, 100 randomly selected, postnatal women were interviewed with 
the objective of establishing the levels of alcohol and cigarette consumption and of 
knowledge of potential adverse effects.97 Although the study was published in 1992, the 
data collection period dates are not given. Sixty three percent of women smoked prior to 
pregnancy, 5% stopped smoking after becoming pregnant, 3% of women started after 
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becoming pregnant, all of whom had previously been smokers. The number of moderate 
(10-20 per day) smokers decreased from 48% in the first trimester to 28% and 26% in the 
second and third trimesters respectively. However, the number of women smoking twenty 
or more cigarettes per day did not change. 

Figure 6 Cigarette Consumption During 
Pregnancy (1991) 

Finally, within the Rotunda's 
antenatal clinic in 1991, a total 
of 71.7% of women had 'ever' 
smoked, while 58.7%) were 
smokers during the current 
pregnancy (n.1224);98 10.9% 
had quit and 0.4% had started 
since becoming pregnant. The 
majority of those who had 
stopped did so during the first 
trimester. The smoking 
behaviour of women who were 
smokers at their first antenatal 
visit are shown in figure 6. 

Table 2 Smoking Prevalence During Pregnancy by Age Group (1991) 

Age Group 

14-20 years 
21-30 years 
31+ years 

Currently Smoke 
(%) 
68.4 
56.7 
57.5 

The study also monitored the prevalence of 
smoking during pregnancy by age, as 
displayed in table 2. Consistent with 
smoking prevalence within the general adult 
population, significantly higher rates of 
smoking prevalence during pregnancy are 
evident among younger age groups. 

Summary 

The prevalence of reported smoking during pregnancy is very high, ranging from 
27%94to61%.97 

Cessation programmes undertaken during pregnancy do have an impact upon smoking, 
although evaluation of their success is complex, and may not necessarily be reflected 
in occurrence data.99 Such data may not display reductions in the quantity of cigarettes 
smoked, or the number of attempts to cut down or quit. 
Findings from the national demographic data are replicated here in the high levels of 
young women smokers. 
Women are aware smoking during pregnancy is harmful,9 10° but are not necessarily 
aware of the specific dangers.96 This emphasises the need for further research into 
their motivations, especially in considering the finding that a small number of women 
actually take up smoking when pregnant. Increased and proactive dissemination of 
information to smokers during pregnancy is clearly required. Additionally, in light of 
findings which suggest maternal exposure to environmental tobacco smoke (ETS) may 
impact the fetus101 102 information should be conveyed to the general population. 
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3.3 TRENDS IN SMOKING IN THE PRESENCE OF CHILDREN SINCE 1990 

The following data are drawn from studies asking children about the number of smokers 
with which they reside. The studies do not reveal the extent of smoking behaviour in the 
presence of young children. It is conceivable that the parent or sibling smokes outside the 
home, not around the child, or on social occasions only, although this is not documented in 
the studies. It should also be noted that the data may be drawn from relatively 
unrepresentative regional samples and should be interpreted accordingly. 

Data collected by the North Eastern Health Board in 1997 (n. 1,516) revealed 63% of 
adolescents reside in a house with a smoker family member, and that adolescents who 
smoke are more likely to live in a house where at least one person smokes (76% for 
smokers, 57% for non-smokers). The number of other smokers sharing the residence with 
the adolescent are shown in table 3. 

Table 3 Number of Smokers Residing with the Child 

Number o f smokers living 0 1 2 3 4 5 
in house 
All adolescents 37% 33% 20% 7% 2% 1% 
Adolescent smokers 24% 34% 24% 13% 4% 1% 
Non-smoking adolescents 43% 32% 18% 4% 2% 1% 

"Smokebusters" is a school-based primary prevention health promotion programme 
targeting 7 to 11 year old children in deprived geographic areas, conducted by the Eastern 
Regional Health Authority. It aims to delay or halt the onset of cigarette smoking in young 
people, increase knowledge and understanding of the dangers of smoking, and to 
encourage non-smoking as a norm. Within this programme, in a sample (n.231) of second 
class students in 1992/3, the study found 86% had at least one family member who 
smoked.103 

Table 4 Number of Homes with Smokers Present (1992/3) 

No. of Smokers Present in Home 
None 
1 
2 
3 + 

% 
14.9 
30.0 
38.4 
16.7 

A later evaluation in 1998 of the programme 
(data collected 1997-8) including a random 
sample from 30 fifth classes (age 9-11, n 
652) from those participating further details 
the extent of smoking behaviour in the 
presence of young children, is shown in 
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Children with no smoker family members are clearly in the minority at under 15%. 
However, the study found regular and lifetime smoking was not associated with residing 
with one or more smoker(s), sex of the child, nor the amount of pocket money at the 
child's disposal. 

Figure 7 Family Member Smoking Status by Boy's Smoking Status (1993) 

More extensive national data collected in 1993 details the smoking status of other family 
members living in the same household as those pupils who self-report themselves as 
smokers, as show in figures 7, 8, and 9. °5 

Figure 8 Family Member Smoking Status by Girl's Smoking Status (1993) 

Figure 9 Family Member Smoking Status by Child's Smoking Status - Totals 
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For all children reporting themselves as smokers, the prevalence of another smoker within 
the home is high, between 68% and 80%. The study found children living in households 
where another family member smokes are more likely to smoke themselves than in a 
household where no other family member smokes, and the difference seems to be mainly 
associated with a sibling, rather than a parent, smoking. This would suggest that 
preventing initiation of the smoking habit in one child would inhibit sibling uptake, and 
thus contribute to a cumulative decrease on the prevalence of smoking in childhood. 

Summary 

• The majority of children in these studies reside with one or more smoker(s). 
• Studies asking parents and siblings specifically where they smoke and with whom are 

necessary to measure these practices precisely. 
• In addition to the impact upon the smoker's personal health, in infancy it increases the 

risk of SIDS, and childhood ETS exposure contributes to an increased risk and 
exacerbation of asthma, respiratory tract infections and irritation, and increased 
prevalence of middle ear disease, hearing loss and reduced lung function. 

• Given the finding that children of parents who smoke are more likely to smoke 
themselves,106 the extent of children residing with one or more smokers becomes 
especially salient. 
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3.4 TRENDS IN SMOKING IN ADOLESCENTS SINCE 1990 

If people do not begin to smoke by their late teens they are unlikely to start at all. This 
suggests an exceptionally important window in potentially affecting smoking prevalence 
through primary prevention. Coupled with increasing numbers of young self-reported 
smokers, this retains considerable urgency. 

The following data are predominately drawn from school based samples. In Ireland, 
exams for the Junior Certificate are usually taken at age 15, the Leaving Certificate at age 
17 - 18. For the majority, school is attended up until the age of 17 -18, although some 
pupils leave earlier. However, in some cases the school may offer an optional extra year to 
develop non-academic interests, or the student may opt to improve academic results by 
repeating the exams. 

It should be noted that pupils who leave school early are more likely to be of lower socio
economic status, and as the data shown in section 3.1 illustrate, socio-economic status and 
prevalence of smoking retain an inverse relationship. Therefore, those excluded (by 
absence) from the data collected in schools are more likely to be smokers, although this 
cannot be seen from the data and remains to be confirmed. 

The most recent figures are taken 
from a survey of health behaviours Figure 10 Percentage of Smokers by Age and 
of school pupils in the Eastern Gender (1999) 
Regional Health Authority region 
and are shown in figure 10.107 A 
current smoker is defined as 
someone who smokes at least once a 
week. Congruent with prior findings 
(as outlined below), the prevalence 
of smoking among adolescents 
increases with age. Further to this, 
the number of older girls smoking 
exceeds boys. This trend is visible 
in much of the data for adolescent smoking. 

The SLAN survey84 shows the national prevalence of smoking among children. Overall, 
49% of the children surveyed reported they had ever smoked a cigarette (51% boys, 48% 
girls). 21% reported they are current smokers (21% boys, 21% girls). The information is 
presented by age and social class in figure 11. 

Figure 11 Percentage of Smokers by Age, Gender and Social Class (1998) 
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Although more boys smoke at an earlier age, prevalence among older girls again exceeds 
that of boys and the effect of social class can be seen to emerge. Particular attention 
should be given to the finding that smoking rates double in girls in social classes 5 and 6 
from 20% in the 12 to 14 age group to 40% in the 15 to 17 age group. 

A study (n. 2,295) was conducted by the South Eastern Health Board in 1998 of school 
1 OR 

pupils aged 9 to 17, on health related behaviours, including smoking. Fifty two percent 
of the sample had smoked cigarettes at some stage, (55% of boys and 49% of girls). 
Almost one in four reported being current smokers at the time of the survey (25% of boys, 
22%o of girls). Figure 12 below shows the percentage of current smokers by age group. 

Almost a third of the 
pup i l s r epo r t ed 
themselves as current 
smokers by age 15 to 
17. Congruent with the 
1998 national findings, 
the percentage of 
females who currently 
smoke exceed the 
percentage of males. 

Figure 13 Percentage of Weekly Smokers by Age and Gender (1998) 

The survey also investigated pupils who smoke cigarettes weekly, as displayed in figure 
13. 

These findings, of a dramatic increase within a brief number of life years, in percentages of 
pupils who smoke are reproduced in a national survey conducted in 1997/8, table 5. 

Figure 12 Percentage of Smokers by Age and Gender (1998) 
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Table 5 Prevalence of Current Smoking Status by Sex and Age Group (1997/8) 

Age 
9-11 
12-14 
15-17 

Boys (%) 
9 
19 
31 

Girls (%) 
3 
19 
36 

Attention should be drawn to the fact that the 
percentage of female current smokers actually 
exceeds the percentage of boys, which was also 
found, to a differing extent, in an earlier regional 
study109 discussed below. 

In 1997 the North Eastern Health Board administered a lifestyle questionnaire to 
adolescents in schools (n.1,516).110 Smoking was one of the topics included. Lifetime 
smoking prevalence was found to be 57% (n.865; 59% female, 56% male). At age 13 
years, 43% of females and 36% of males reported having ever smoked, while at age 16, 
66% of females and 62% of males reported having ever smoked at least one whole 
cigarette. 

Thirty one percent (n.466) of all age groups progressed to regular smoking (at least one 
cigarette a day), with more female smokers (33%) than male (30%). At age 13 years, 20% 
(male 19%, female 22%) were regular smokers, but in the age 16 category this increased to 
37% (male 40%, female 34%). However, by 17 years or more, this trend dramatically 
reversed, with 30% of males and 48% of females reporting being regular smokers. 

A survey conducted in Co. Cork, Co. Kerry and Cork City in 1995/6 on substance use in 
the adolescent and adult populations found 10% of 15 year olds to be current smokers.85 

This increased dramatically to 31% of 16 year olds, and 40% of 20 year olds. Substance 
use in the Mid-western region in a sample of 3,594 adolescents conducted in 1997/8 found 
60% of females and 56% of males to be lifetime users, while 32.5% of females and 24.6% 
of males were current users. 
14. 

i n These findings, detailed by age group, are shown in figure 

Figure 14 Lifetime and Current Smoking by Age (1997-8) 
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As evident in figure 14, and consistent with earlier findings, both current and lifetime use 
increase with age.111 However, these findings position smoking prevalence at a higher 
level than that found by Morgan and Grube , who reported in 1994 that cigarettes were 
used regularly by 11% in those 14 years or younger, 17%, 20% and 29% in ages 15, 16 and 
17, respectively, as detailed in figure 20. 
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Figure 15 Current Smoking in Boys By Age (1994) 

Regional studies have also detailed prevalence among the different age and sex cohorts. A 
study of Co. Galway, Co. Mayo, Co. Roscommon and Galway City in 1994 (n.2,787) also 
found similar levels and patterns of cigarette use109 (figures 15, 16). Regular smokers were 
defined as those who reported smoking at least one cigarette a day, occasional smokers as 
those who had smoked in the previous month, but not daily, and non-smokers as those who 
had not smoked at all in the previous month. 

Figure 16 Current Smoking in Girls By Age (1994) 
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National data collected in 1993 which distinguishes smoking prevalence among boys and 
girls shows cigarette use among the former marginally higher, although prevalence patterns 
among both boys and girls are similar, as figures 17 and 18 display.105 Lifetime use is 
defined as having ever smoked a whole cigarette, current use as having smoked at least 1-2 
cigarettes during the previous 30 days, and regular use if they have smoked daily (at least 
1-2 cigarettes) during the previous 30 days. The data excludes those not in school. 

Figure 17 Prevalence of Smoking in Boys by Age (1993) 
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Figure 18 Prevalence of Smoking in Girls by Age (1993) 

The largest rises in smoking prevalence occur between 14 and 15 years for boys and 
between 15 and 16 years for girls. Prevalence of current and regular smoking is 
approximately the same in primary, vocational and community comprehensive schools. 
Occasional / current smoking is higher in this national survey (28% - girls, 29% - boys) 
than reported by Morgan and Grube (15%). This is repeated in the levels of regular 
cigarette use - the national survey found 15% of girls and 17% of boys smoked, compared 
to Morgan and Grube's finding of 19%. 

Morgan and Grube conducted a series of surveys to ascertain the levels of smoking and 
alcohol consumption among post-primary school pupils in the 1980s.112 In continuation of 
this, a further collection of data in 1991 from 1,855 pupils living in the greater Dublin area 
was carried out. The results are show in figure 19. Regular smokers were defined as those 
who reported smoking at least one cigarette a day, occasional smokers as those who had 
smoked in the previous month, but not daily, and non-smokers as those who had not 
smoked at all in the previous month. 

Figure 19 Lifetime Smoking by Age (1991) 

As evident in figure 19, Morgan and Grube found an increase in lifetime smoking with 
age. In addition to this, the number of current smokers among this cohort also appeared to 
be declining. A general increase in the number of non-smokers was found, the greatest 
difference within the younger age groups. Percentages of current smokers among this 
group in 1991 are shown in figure 20. 
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Figure 20 Prevalence of Smoking by Age (1991) 

Percentages of pupils smoking increases incrementally throughout the teenage categories. 
For each age category the numbers of non-smokers are significantly greater than the 
occasional or regular smokers. The greatest number of regular smokers are located in the 
17 or older age category (29%). Overall, two thirds of pupils are non-smokers.112 

Summary 
• A small percentage of children start smoking at nine years of age. 
• The rates of smoking among adolescents are high at over 30% by age 16 to 18, 

showing steep increases over a very short lifetime period. 
• At sixteen years children have reached the national prevalence for adults which 

emphasises the need for pre-teen intervention. 
• Increasing numbers of girls are taking up smoking, again narrowing the margin 

between the sexes. This is likely to impact on future adult trends and the prevalence of 
smoking during pregnancy. Given the finding that it generally takes women longer to 
develop the smoking habit than men,89 there is a longer period in which to potentially 
intervene in the uptake of the habit in adolescent girls. 

• Smoking behaviour among adolescents was studied in school pupils. It was found that 
the prevalence of smoking increases as socio-economic status decreases.84 Early 
school leavers are likely to be of lower socio-economic status and therefore it can be 
hypothesised that they have an even higher smoking prevalence, although this is 
unmonitored and remains to be confirmed. 

• Smoking prevalence rates found in adolescence, as a period when smoking behaviour 
is established, can be expected to impact on future prevalence rates in the adult 
population. However, a focus on children is one of the objectives of the Tobacco Free 
Society. The Tobacco Free Society report prioritises protection of young people before 
they become addicted and sets a focus on children as a main strategic objective. 
Raising the age at which cigarettes can be legally purchased and the minimum pack 
size to twenty can be expected to have a considerable impact in this area.113 
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Conclusions 

The overall depiction of smoking trends in Ireland is that smoking is increasing among the 
general population, especially amongst the younger age cohorts. Smoking by women, 
formerly in far fewer numbers than men, is shown to be increasing substantially, and in 
some samples, data show the rate to be exceeding the prevalence amongst equivalent male 
cohorts. 

Prevalence rates decrease with age in adulthood, a pattern which has been maintained 
throughout the decade. Reduction of smoking in the general population will impact on 
rates during pregnancy. A significantly higher proportion of smokers have been found in 
the younger age group of women who smoke during pregnancy.97 While greater and 
increasing numbers of younger women smoke, it is unsurprising that prevalence of 
smoking during pregnancy is high in Ireland. Pregnancy prompted quit rates have recently 
been found to be only 4%.114 Furthermore, in light of the perceived social undesirability of 
smoking during pregnancy, it is to be expected that self reported data in an antenatal 
setting must verge on the conservative. 

Adolescent smoking also appears to have increased during the decade, which can be 
expected to impact on future adult smoking trends. More proactive intervention, not only 
in encouraging smokers to quit but to prevent uptake during adolescence may contribute to 
a cumulative, accelerating decline in prevalence. As the Tobacco Free Society report 
comments, 'Creation of a tobacco-free environment for children requires rigorous and 
sustained multiple actions that focus on reducing prevalence of tobacco use'. Additionally, 
with regard to childhood exposure to ETS, although aspects remain inconclusive, if 
smoking behaviour in parents promotes the same behaviour in children (a link requiring 
further confirmation), and thus, again, declines in smoking trends in the general population 
may contribute to a cumulative decrease in overall prevalence. 

The Tobacco Free Society policy requires urgent and thorough implementation in order to 
address tobacco use in the general population. However, despite this policy initiative, a 
considerable margin for proactive primary prevention and smoking cessation intervention 
techniques with regard to smoking in pregnancy remains. 
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4. ORGANISATION OF STANDARD HEALTH CARE FOR PREGNANT WOMEN 
AND NEW-BORNS 

INTRODUCTION 

Health care in Ireland is co-ordinated on a national level and overseen by the Department 
of Health and Children (DHC). Healthcare is delivered to the twenty six counties in the 
Republic of Ireland by a health authority and regional health boards (see appendix one). In 
addition to the DHC's Health Promotion Unit (HPU), each health board also has its own 
Department of Health Promotion. 

The provision of healthcare is divided into two main components: 

i. Primary health care: general practice and community services include: public health 
nursing, physiotherapy, occupational therapy, dental services, community medical 
services and child development / preventive services. 

ii. Secondary health care: acute hospital services. 

One of the main elements of the Irish health care system is the General Practitioner (GP) 
Service. Generally all health conditions are first seen by a GP and either managed or 
referred for specialist treatment. Approximately 30% of the population are entitled to free 
GP care and medication (the General Medical Services scheme). All persons are entitled 
to be treated free of charge in a public bed in an acute hospital. However, many 
(approximately one third of the population) opt for private care either in public hospitals or 
in private hospitals by being a member of one of two medical insurance schemes, VHI 
(Voluntary Health Insurance) or BUPA. 

4.1 HEALTH PROFESSIONALS INVOLVED 

The organisation of health care for pregnant women and new-borns in Ireland is set out in 
The Health Act, 1970. The relevant sections of the act are: 

62 (1). A health board shall make available without charge medical, surgical and 
midwifery services for the attendance to the health, in respect of motherhood, of 
women who are persons with full eligibility or persons with limited eligibility. 

62 (2). A woman entitled to receive medical services under this section may choose to 
receive them from any registered medical practitioner who has entered into an 
agreement with the health board for the provision of those services and who is 
willing to accept her as a patient. 

62 (3). When a woman avails of services under this section for a confinement taking 
place otherwise than in a hospital or maternity home, the health board shall 
provide without charge obstetrical requisites to such extent as may be specified by 
regulations made by the Minister. 
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63 (I). A Health Board shall make provision without charge medical, surgical and 
nursing services for children up to the age of six weeks whose mothers are 
entitled to avail themselves of services under section 62. 

4.2 ELEMENTS OF CARE 

In Ireland publicly funded obstetric services are provided free of charge. Many women opt 
to attend an obstetrician 'privately' and almost all of these are in receipt of private medical 
insurance i.e. VHI or BUPA. 

Care during pregnancy is usually provided, on an agreed and standardised basis, by a 
hospital based consultant obstetrician in association with a general practitioner (GP). The 
GP is usually the first point of contact for the woman. A record of care, "The Combined 
Care Record", is completed by the obstetrician and GP. This is reviewed and updated with 
the woman by both the obstetrician and the GP during consultations. 

The frequency of medical check-ups is usually agreed by the GP and obstetrician. During 
the first two trimesters, monthly visits may occur and in the third trimester the frequency 
increases often to weekly visits towards the end of pregnancy. Nursing staff assist the 
obstetrician during antenatal check-ups in the hospital and increasingly GPs have the 
service of a practice nurse. Other health professionals become involved on a needs basis 
e.g. social workers. Generally consultations alternate between the obstetrician and the GP. 

The delivery of the baby usually takes place in hospital by a mid-wife, with an obstetrician 
available if required. A home birth service has recently been piloted in an area of Dublin. 

Health promotion and risk behaviours are discussed during routine consultations with the 
obstetrician, GP, mid-wife and practice nurse e.g. breast feeding, smoking, alcohol 
consumption and folic acid use. 

4.3 ACCESS TO AND USE OF HEALTH CARE 

Every new-born baby is examined by a paediatric doctor prior to hospital discharge. They 
are screened for inherited metabolic disorders either in hospital or at home by a public 
health nurse. Upon their return home mother and baby can avail of a full range of 
community services, as required. However, the public health nurse is the main source of 
community health care at this time. They are visited by the public health nurse as often as 
is required, but generally only contact the GP if problems arise. Each infant is examined at 
six weeks of age. 

Immunisation is provided free of charge to all children. Furthermore all children receive 
free developmental assessment and screening for vision and hearing defects during pre
school and school periods. 
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4.4 FINANCIAL ASPECTS 

There is currently no scheme which provides financial incentives for smoking cessation 
counselling. However, this may be due in part to its being a relatively recent initiative. 

In 1998 the Department of Health and Children (DHC) made funds available to subsidise a 
General Practitioner training initiative which involves day release training for GPs in 
smoking cessation. The programme is a collaboration between the Department of Health 
and Children, the Irish Cancer Society, STAG, the Irish Heart Foundation and the Irish 
College of General Practitioners. This initiative consists of one or half-day training 
workshops held across Ireland in conjunction with regional health boards to train GPs in 
brief intervention techniques for patients. The stages of change model is used and 
motivational interviewing is taught for smoking cessation but may be applied to a range of 
health behaviours. 
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5. SMOKING CESSATION STRATEGIES 

INTRODUCTION 

Motivation to quit is the single most important element in smoking cessation and 
maintaining non-smoking. It can also be aided with several proven methods. Those who 
quit without a smoking cessation programme relapse sooner than those who do participate 
in one.115 Self help intervention methods show a modest effect, around 10-14%.116 

Training and support of personnel implementing programmes has been found to increase 
motivation and the efficacy of interventions. Higher rates of cessation have been reported 
in studies using more intensive interventions than brief advice - the more intensive (i.e. the 
more components involved), the greater the effectiveness, but are less likely to be 
implemented.117 118 Programmes which report a positive effect on smoking cessation rates 
also report reductions in the number of cigarettes smoked.119 

During pregnancy, use of pregnancy specific materials in intervention programmes 
produce a significant benefit.120 Methods must, to a large extent, be individualised and 
include concrete and specific terms, rather than general and abstract terms in 
communication by health care professionals with patients. Low birth weight is not 
necessarily perceived to be undesirable by women and a preconception that a smaller baby 
means an easier labour prevails.42 122 A very successful smoking reduction trial challenged 
this myth as a fundamental element of its information. 

Antenatal smoking advice does have some impact, at least during the pregnancy.124 Use of 
self-instruction manuals have been shown to increase cessation rates beyond routine 
antenatal advice.125 Individual counselling has shown positive long term effects,126 

although interventions involving group sessions show extremely poor attendance rates and 
it has been recommended they are no longer attempted. During antenatal care, 
feedback using demonstration of fetal activity has been a successful component in 
cessation programmes, although showing mothers carbon monoxide levels does not 
appear effective. 131 132 

There is insufficient evidence to advise hypnosis, anxiolytics, antidepressants, 
acupuncture, clonidine, or lobeline in quit attempts. 133 l 4 135 Nicotine Replacement 
Therapy (NRT), although clinically proven as an effective aid to cessation and less harmful 
than smoking during pregnancy, is not recommended by manufacturers. However, as the 
World Health Organisation (WHO) states: 

"Even in those instances where there has been understandable caution to advocate 
NRT use, such as pregnancy and advanced heart disease, rational arguments based 
on efficacy and safety suggest it would be preferable to the likely alternative of 
continued cigarette smoking." 
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5.1 IRISH SMOKING CESSATION STRATEGIES 

In Ireland health care policy is determined by the Department of Health and Children 
(DHC) and is implemented on a local level by a health authority and the regional health 
boards. Accordingly, this chapter first outlines national structures and programmes, 
including mass media strategies, telephone quit lines, health professional smoking 
cessation counselling, registration of smoking habits and feedback to health professionals. 
This is followed by regional feedback methods and smoking cessation training, in addition 
to health board initiatives in schools, public houses, workplaces, maternity hospitals and a 
local media campaign. 

5.2 NATIONAL POLICY 

The Department of Health and Children (DHC) determines national health care policy. It 
also funds a health authority and the regional health boards, which implement the national 
policy as the main providers of health care at regional level. The health boards were 
established under the Health Act, 1970, and are the statutory bodies responsible for the 
provision of the health and personal social services in their areas (see appendix one for the 
Boards and their regions, and appendix two for statutory and non-statutory bodies 
organisational structure). 

The Health Promotion Unit (HPU) of the DHC is not responsible for delivery of health 
care, but plays an active role in strategies to encourage and support healthier lifestyles 
among the Irish population, including smoking cessation. It retains a policy advice and 
development remit, in addition to the executive task of developing and implementing 
campaigns. The Community Health Unit of the DHC also determines policy and strategies 
relating to tobacco control. 

The recently initiated Tobacco Resource Centre will promote and develop academic 
excellence in tobacco and health studies in addition to conducting research. 

Additionally, the Tobacco Free Policy Review Group proposed two further bodies with 
potential input into this area, a Tobacco Free Council and an Office of Tobacco Control. 
The Council is to be comprised of key individuals with expertise in the disciplines and 
skills necessary to promote a tobacco free society, including leadership from the areas of 
public health, entertainment and communications industries, sporting organisations, legal 
and law enforcement experts, consumer and patient representatives. The Council's role is 
to advise and assist the various agencies in promotion of a tobacco free society. The Office 
of Tobacco Control, pending legislation, will co-ordinate and monitor programme 
implementation and act as a national competent authority in certain matters. 

5.2.1 Non-Governmental Organisations 

Several organisations other than the statutory health services retain input into smoking 
cessation during pregnancy and in the parents of new-borns although they have no 
responsibility for the provision of health care. However, they retain a consultative role 
with the statutory health services and work in conjunction with them to reduce smoking, 
during pregnancy as well as among the general population, and are therefore worthy of 
mention here. Briefly, these non-governmental bodies include: 
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i. The Irish Sudden Infant Death Association (ISIDA) is active in increasing 
awareness of the importance of preventing fetal and new-born ETS exposure by 
publicising it as a major SIDS risk factor. 

ii. The Irish Cancer Society (ICS). The national voluntary agency, founded in 1963, 
and a registered charity. It is dedicated to reducing cancer mortality, promoting 
cancer prevention and improving the lives of people living with cancer. 

iii. Action on Smoking and Health (ASH) Ireland is a anti-smoking lobby group for the 
development of a national strategy on tobacco and to increase tax on cigarettes. 

iv. The Smoking Target Action Group (STAG). This consists of a representative from 
each health board's Department of Health Promotion and representatives from 
Public Health, Action on Smoking and Health (ASH) Ireland, the Irish Heart 
Foundation and the Irish Cancer Society. 

v. The Irish College of General Practitioners (ICGP). The academic professional 
body for general practice, responsible for training, post-graduate education, 
research, quality, etc. Approximately 95% of Irish GPs are members. 

vi. Dublin Healthy Cities is a joint initiative of Dublin Corporation, Dun Laoghaire / 
Rathdown, Fingal, and South Dublin County Councils, the Eastern Regional Health 
Authority and the Health Promotion Unit in consultation with voluntary, statutory 
and community bodies in the Dublin area. This represents a total work force of 
over 25,000. Healthy Cities have identified eight target areas, of which one is 
smoking, to include in their strategic Plan to improve health and well-being in 
Dublin. 

5.2.2 Mass media strategies 

Over the past decade a number of fixed period mass media campaigns have been 
conducted by the DHC and implemented by regional health boards. The primary focus of 
these has been smoking cessation in the general population rather than specifically during 
pregnancy. These have been organised by the HPU in co-operation with statutory and 
voluntary groups. 

i. Between 1989 and 1993 the "Smoking is Dangerous and Disgusting - Stop it Now" 
campaign ran. Women were particularly targeted during this, with messages 
developed in consultation with the Council for the Status of Women. One 
advertisement focused on the hazards the fetus is exposed to by smoking during 
pregnancy. 

ii. A campaign was launched in March 1992 to increase awareness among parents of 
SIDS, incorporating publicising smoking during pregnancy and around new-borns 
as major risk factors for cot death. Campaign recommendations were based on 
study findings which highlighted the role of, among other factors, smoking during 
pregnancy and around infants. 
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iii. Between 1993 and 1995 the "I'm One Less" campaign operated. It employed a 
multi-media approach, utilising television, radio and outdoor advertising, and was 
aimed mainly at young people. The focus of the campaign was in encouraging the 
friends, relatives and peers of young smokers to adopt a positive and supportive 
role in assisting them to quit smoking. This campaign was the first to incorporate a 
freephone service. 

Evaluation of this campaign involved consultation with young people and revealed a 
demand for an anti-smoking campaign, delivered in a stark and up-front style. The ensuing 
media campaign was designed with this in mind. 

iv. "Say what you like - Smoking kills" campaign ran between 1995 to 1997, using 
print and outdoor advertising (including public transport), television and radio. The 
approach taken was as a result of an evaluation of the preceding campaign but it 
also sought a wider audience. The core focus was young people, especially girls, 
but also targeted the 30-45 age group and lower income smokers. 

Evaluation of this campaign revealed a positive reception and a high degree of recall of the 
campaign and its core message, the connection between smoking and ill health. However, 
the evaluation also revealed a demand, especially from heavy smokers, to emphasise the 
positive aspects of quitting and to offer help and support in cessation rather than solely 
conveying the negative consequences. Qualitative research was conducted into what 
smokers felt would assist them in quitting. In general it was felt that a high level of 
awareness of the potential detriment to health that smoking poses existed, and 
encouragement and practical help were necessary components of future campaigns. 

iv. In response to this, the current mass media strategy, "Break the Habit for Good", 
commenced in December 1998. It is operated in conjunction with the Irish Cancer 
Society and utilises a different tactic to previous campaigns. It employs outdoor 
postering and print advertising rather than television or other media. This 
campaign highlights the positive effects of smoking cessation for the individual. 
Help and support for those who want to quit are offered through local health board 
activities and national initiatives and it is on-going. 

This campaign includes an "Advice Kit" for individuals, a wallet which encloses simple 
and illustrated information on how to quit, or help a friend to, and how to avoid relapsing, 
including where to seek further help or advice. This approach differs from earlier 
campaigns which simply highlighted the importance of quitting. The current strategy 
provides support and aids for smoking cessation and emphasises the positive advantages of 
quitting, rather than focussing on the aspects of smoking detrimental to health. 

i •\n 

Evaluations have been carried out on all but the current campaign (unpublished). 

A multi-media teenage anti-smoking initiative was launched in May 2000 by the ERHA 
Health Promotion Department. The campaign aims to encourage teenage girls to 'Live life 
without cigarettes and notice the difference'. The campaign incorporates television 
advertisements on three national Irish television stations, broadcast around programmes 
which have the highest ratings for viewing by teenage girls. This is supplemented in the 
ERHA region by internal and external posters on public transport, billboards in train 
stations and a poster campaign with G.P.s, hospitals, health centres and schools. All media 
feature the Quitline number (section 5.2.4) offering individual advice, counselling and free 
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advice materials to young girls. Quitline is available during extended hours during the 
campaign. 

In line with European Union directives, tobacco advertising and sponsorship will be 
banned in Ireland from 1 July 2000. 

5.2.3 National level strategies and programmes 

5.23* 1 Irish National Health Promoting Hospitals 
Network 

The Irish National Health Promoting Hospitals Network issued Smoke-Free Hospital 
Policy Minimum Standards on 30 May 2000. Development of this involved the HPH 
Network, Smoking Target Action Group, Department of Public Health Medicine and 
Epidemiology, UCD, and representatives from hospitals throughout Ireland. The position 
statement of this document is: 

• A minimum standards smoke-free hospital policy aims to establish uniformity in 
tobacco control policies in Irish hospitals. 

• While the long-term goal is to achieve a totally smoke-free environment in the hospital 
setting, the minimum standards policy seeks to support the adoption of a committed, 
realistic and incremental approach. 

• To be successful against tobacco requires that hospitals develop a framework that is 
complementary to existing tobacco policies. 

The document encompasses staff, patients and visitors, and the implementation issues of 
commitment, communication, cessation support, education and prevention, monitoring and 
review, how to use the policy and how to participate in the European Smoke Free Hospitals 
project. 

5.2.3.2 Growing Up in Smoke 

A national joint health board initiative to reduce the incidence of childhood exposure to 
ETS is in operation. The Health Promotion Unit, the Irish Cancer Society, the Irish Heart 
Foundation and the Office for Health Gain together have produced leaflets to increase the 
awareness of the hazards of ETS exposure for children. The campaign, entitled Growing 
Up in Smoke, uses two leaflets, one for parents and one for health professionals. 

Growing Up in Smoke: Protect your children from passive smoke informs parents of the 
dangers of ETS exposure, how and where it occurs, the health hazards associated with 
exposure, the relevant legislation, and how to protect children from passive smoking. 
Growing Up in Smoke: Information for Health Professionals to help Parents protect their 
children from Passive Smoking provides brief information on the components of tobacco 
smoke, how it affects a child's health, answers to frequently asked questions and the 
benefits for both parents and children of preventing exposure. Suggestions for and 
considerations in raising the topic with patients are also included. Contacts for further 
information and support are offered on both leaflets. 
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5.2.33 Irish Sudden Infant Death Association 

The ISIDA is active in increasing awareness of the importance of preventing fetal and 
new-born ETS exposure. The ISIDA produce a newsletter and, in conjunction with the 
DHC, a leaflet for parents, and a booklet for health professionals who participate in 
maternity and new-born care. 

The leaflet for parents is distributed by health professionals, especially midwives. It is also 
included in the 'bounty bag' pregnant women receive following their first antenatal clinic 
visit and therefore contacts a high proportion of the potential audience. The leaflet uses a 
low reading age requirement in order to reach a greater percentage of parents, and outlines 
good parenting practice guidelines for better health for the child. Several aspects are 
covered, such as sleeping environment, alcohol and drug intake during pregnancy, feeding, 
travelling, immunisation as well as the importance of avoiding smoking during pregnancy 
and around children. This 'good parenting' approach was adopted as less distressing and 
more constructive for parents than a specifically cot death theme. 

A separate booklet distributed to health professionals throughout Ireland explores childcare 
and SIDS in greater depth. It is also available, upon request, to parents. This booklet cites 
studies and findings which show cigarette smoke to be a risk factor for SIDS. The 
newsletter is produced on an annual basis and achieves a circulation of approximately four 
thousand of, among others, health professionals and parents. 

5.2.3.4 Department of Health and Children Strategy 
Documents 

The DHC issued five strategy documents since the 1990s which impact, amongst other 
health issues, upon smoking. In addition, the Tobacco Free Policy Review Group, 
comprised of medical, legal and administrative professionals from the DHC and regional 
health boards, also issued the report, including recommendations, Towards a Tobacco Free 
Society. 

Shaping a Healthier Future - a strategy for effective healthcare in the 1990s (1994) 
This document sets explicit objectives and targets in health promotion and prevention. 
With regard to smoking, the Strategy recognises smoking as a key area and accordingly set 
the following target: 

To reduce the percentage of those who smoke by at least one percentage point per 
year so that more than 80% of the population aged fifteen years and over are non-
smokers by the year 2000. 

The Strategy also proposed methods to achieve this target including, amongst others: 
i. Extending controls over tobacco, especially those in the workplace; 
ii. Continuing and intensifying multi-media anti-tobacco campaigns and health 

education programmes; 
iii. Continued action by doctors and other health professionals to encourage a decrease 

in smoking. 
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Developing a Policy for Women's Health: A Discussion Document (1995) 
This document draws attention to the importance of addressing smoking as a key issue in 
improving women's health. It notes the added risks specific to women and during 
pregnancy and calls for European level action on the targeting by tobacco companies of 
women through advertising. It also states that specific attention will be paid to reducing 
smoking among women in the achievement of the smoking prevalence reduction target set 
in Shaping a Healthier Future. 

Cancer Services in Ireland: A National Strategy (1996) 
Specifically incorporating health promotion into the Strategy, the document distinguishes 
the importance of smoking as a major risk factor for cancer and outlines the health 
promotion programme at the time of the report's publication. The Strategy reiterates 
Shaping a Healthier Future in targeting tobacco advertising, environmental controls over 
tobacco, the vital contribution of health professionals in conveying the anti-smoking 
message and training to facilitate this further. 

A Health Promotion Strategy...making the healthier choice the easier choice... (1995) 
The Strategy proposes a detailed set of goals and targets for the promotion of health. It 
considers the health status of the Irish population and risk factors associated with lifestyle 
and environment. Taking these into consideration, key settings and priority populations 
are identified in the Strategy. Actions planned with regard to smoking and maternal health 
include encouraging the avoidance of smoking before and during pregnancy. The Strategy 
reiterates the Shaping a Healthier Future target and also states: 

All pupils leaving school will have received information and education programmes 
on the dangers of substance misuse in the context of a comprehensive health 
education programme. 

Actions planned in the Strategy for this area include education and training programmes 
and mass-media initiatives that promote the avoidance of substance misuse, including 
tobacco. 

Building Healthier Hearts: the report of the Cardiovascular Health Strategy Group 
(1999) 
Following an extensive consultation process, the Group's report presents a comprehensive 
series of recommendations addressing the prevention and treatment of illness caused by 
cardiovascular disease. (See appendix three for recommendations pertaining to smoking 
and pregnancy). The report also incorporates an implementation process for these 
proposals. Further to this, an Advisory Forum and a Task Force have been set up to drive 
the implementation of recommendations contained in the Strategy. 

A National Anti-Smoking Strategy: A Report on Health and Smoking (1999) 
This Strategy was issued by the Oireachtas Joint Committee on Health and Children. It was 
devised after an inclusive consultation procedure which incorporated input from medical 
and health promotion personnel and cigarette manufacturers and proposes a far-reaching 
series of actions on tobacco. The Strategy advocates a multi-faceted approach including 
new legislation and initiatives. Recommendations relevant to this discussions include: 
i. Greater resources be allocated for anti-tobacco health promotion and advocacy by 

governmental and non-governmental organisations; 
ii. Explicit anti-smoking television, cinema and press advertising campaigns; 
iii. A pro-active anti-tobacco European policy focus and a co-ordinated committed 

governmental and health board anti-tobacco focus be adopted; 
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iv. Properly supported State and Health Board smoking prevention and cessation 
programmes, including the provision of smoking cessation products through the 
General Medical Services and Drug Payment Scheme; 

v. State sponsored annual tobacco surveys to assess the impact of initiatives taken 
and the effect of tobacco control legislation; 

vi. The formation of a new tobacco and health division or unit in the DHC whose staff 
are dedicated solely to dealing with tobacco issues. 

The Strategy also emphasised the need for urgency and for the Committee's recommended 
initiatives be implemented in full. 

Towards a Tobacco Free Society: The Report of the Tobacco Free Policy Review Group 
(2000) 
Established to conduct a fundamental review of health and tobacco and to make 
recommendations to the Minister for Health and Children, the Tobacco Free Policy Review 
Group issued a comprehensive report. When launching the report, the Minister also stated 
the recommendations made would be acted on immediately. He also stated: 
i. The age at which tobacco products can be bought will be raised from 16 to 18; 
ii. Prices would be maintained at a high level; 
iii. A minimum pack size of twenty; 
iv. Tobacco advertising and sponsorship will be prohibited in accordance with the EU 

Directive, as of July 2000: 
v. An increase in resources to health boards to improve legal compliance and to 

grant-aided local community based tobacco free initiatives. 
The Report details the contents of cigarettes and smoke; the health effects of smoking and 
ETS; the tobacco industry; Irish tobacco use and related disease; the present response to 
tobacco in Ireland; strategic objectives and recommendations. Pertaining, directly and 
indirectly to smoking in pregnancy and childhood ETS exposure, in its Action Plan, the 
Report recommends: 
i. Integrating the Tobacco Free Initiative into Third Level Curricula: The Institute of 

Public Health should be asked to undertake a review of existing education 
programmes, on an all Ireland basis, for those professions most likely to have 
influence on children. The Institute should be asked to report with 
recommendations as to how to integrate the theme of tobacco and health into 
relevant curricula. Priority areas will be teacher training, especially primary 
school teaching, community and youth leadership programmes, midwifery and 
gynaecology as well as general medical practice. 

ii. Maternity Services: Each maternity unit should be required to operate a specialist 
clinic to assist pregnant women during their pregnancy and to continue that 
support after discharge. 

iii. Data Collection and Epidemiological Studies: There is a need for the development 
of an EU wide system of monitoring tobacco consumption throughout the 
community. 

iv. Children: European wide initiatives which protect children from the commercial 
exploitation by the tobacco industry and also to protect them from the secondary 
effects of tobacco smoke should be promoted. 

Additionally, the HPU, with the support of the Irish Congress of Trade Unions, the Irish 
Business and Employers Federation, the ICS, the IHF and the Health and Safety Authority 
developed the Voluntary Code on Smoking in the Workplace. This code encourages a 
consensual approach to smoking control policies through a consultation process between 
staff and management interests. The code is included in the Working Together for Cleaner 
Air booklet which was distributed to over five thousand companies in late 1994. 
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5.2.3-5 Department of Health and Children (DHC) 
Initiatives Funding 

The sum of £180,000 was allocated to the Health Boards by the Minister for Health and 
Children in 1999 specifically to promote a Smoke Free Society. The money will be used 
to foster integration of smoke free policies into health board service plans and to improve 
tobacco law compliance. The Minister also supported the establishment of a Tobacco 
Information Resource and Research Centre, including the allocation of £50,000 to ASH 
Ireland to initiate the project in 1999. 

Also, a grant of £20,000 was made by the DHC to the Department of Community Health 
and Medicine at Trinity College, Dublin, to initiate a diploma course in academic year 
1999 / 2000 in tobacco and health studies. 

The Report of the Tobacco Free Policy Review Group, Towards a Tobacco Free Society, 
(outlined in 5.1.2.3), stated regarding budgets and sources of finance for anti-tobacco 
initiatives in the Report's recommended Action Plan: 

We will continue to accelerate the level of funding to this public health initiative until 
each programme is fully operational. Our current estimate is that this will cost 
about £20 million in a full standard year (a standard year is when all programmes 
are fully operational). Funding will be kept under review and adjusted in the light of 
experience. These additional costs will be met from the tobacco industry on the 
"polluter pays principle ". 

5.2.4 Telephone quit lines 

The Irish Cancer Society operates a freephone Quitline, which is advertised, among other 
locations, in conjunction with the "Break the Habit for Good" media campaign. 

In addition, a teenage callsave quitline was set up as a component of the Europe Against 
Cancer Week campaign, which focused on teenagers, promoting cessation amongst 
smokers aged 15 to 19. The quitline involved a trained smoking cessation counsellor 
giving advice to adolescents on how to stop smoking. Further to this, during the initiative 
encouraging teenage girls to 'Live life without cigarettes and notice the difference' 
(outlined in section 5.2.2) operated for extended hours with additional emphasis on 
offering individual advice, counselling and free advice materials to young girls. 

There is no quit line specifically targeting smoking during pregnancy currently in 
operation. 

5.2.5 Counselling strategies by health care professionals 

Training in smoking cessation counselling strategies is implemented on a regional level, 
which is outlined in section 5.2.1. 

5.2.5-1 Guidelines 

The ICGP issued The Management of Smoking Cessation in General Practice in 1998. 
This booklet was distributed to all College members upon publication. It includes 
guidelines for primary care teams to help patients stop smoking. It also discusses helping 
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smokers to stop, nicotine replacement therapy (NRT), interventions available to health care 
professionals, and barriers to successful interventions. 

The document advocates the 'stages of change'' model. In helping smokers to stop, the 
issues of understanding attitudes and beliefs, social support and withdrawal symptoms are 
examined. Methods of raising the issue, discussing and recording smoking habits, helping 
to plan a quit smoking strategy and following up on this are summarised. The ICGP also 
produces a patient information leaflet Stopping Smoking, which may be used in 
conjunction with the brief advice. 

However, the Smoking Target Action Group (STAG) have recognised the absence of 
guidelines for all health professionals and are in the process of addressing it. 

5.2.6 Registration of smoking habits 

As stated above, the smoking behaviour of pregnant women and in the parents of new
borns is not currently documented. It has been suggested that registration of smoking 
status be initiated and it is proposed that it be added to the birth notification form. This 
would facilitate the creation of health promotion strategies as necessary and allow both the 
creation of targets, for these to be evaluated accordingly, and modification of strategies as 
necessary. 

On a regional level, as part of a project the North Eastern Health Board (NEHB) is 
currently engaged in with its maternity units, it was requested that smoking status be 
recorded at all antenatal clinic visits. At the time of writing, three units are already 
recording the data, and the fourth is in the process of setting up a system to do so. In 
training workshops GPs and practice nurses are also encouraged to record these data but 
the extent to which this is actually being done is presently unclear. It should also be noted 
that some women residing in the NEHB region travel to maternity units in Dublin and so 
prevalence statistics need to be interpreted accordingly. 

5.2.7 Feed back systems for health professionals — national 
level 

On a national level, health care professionals receive feedback on research projects on 
smoking during pregnancy and on statistics on smoking habits through several different 
avenues, such as through annual reports, scientific meetings and national journals. With 
regard to reports and journals, these may be accessed either as publications or webpages. 
However there is not, as yet, a method of disseminating findings to all health professionals 
involved in maternity care specifically for smoking cessation information and techniques. 
The EURO-scip newsletter will assist in addressing this. 

5.2.7.1 Newsletters & Journals 

The EURO-scip newsletter is the only one specifically focusing on tobacco or smoking in 
pregnancy currently distributed in Ireland, although professional newsletters and journals 
may incorporate such information. 

For example, An Bord Altranais (the Irish Nursing Board) keeps nurses updated through 
research abstracts in their newsletter. The winter 1999 edition includes findings from a 
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student nurse smoking survey and an article summarising an ICS survey on Irish smoking 
habits, prevalence and factors affecting decisions to quit. The newsletter is distributed to 
every registered nurse in Ireland on a quarterly basis. 

The ICGP publishes a monthly journal which is distributed to all members of the College. 
The journal includes research abstracts and news articles informing GPs of developments 
in smoking cessation techniques and strategies. The March 2000 issue focuses on how 
GPs can successfully encourage patients to consider, attempt and maintain quitting. 

The Public Health faculty of the Royal College of Physicians in Ireland also publishes a 
biannual newsletter for members. 

There are also several Irish health care journals and newsletters which supply regular up to 
date news on current health related issues including anti-tobacco initiatives and smoking 
cessation techniques, for example, Irish Journal of Medical Science and the Irish Medical 
Journal. The medical newspapers are the Irish Medical News, Irish Medical Times, and 
Medicine Weekly. 

5.2.8 Feed back systems for health professionals — regional 
level 

5^2.8.1 Reports 

Each health board publishes an annual report. These may provide information on health 
matters including relevant current tobacco control programmes and outline new initiatives. 
These reports are distributed to relevant organisations upon publication, and are available 
throughout the year on request. 

Regional Departments of Public Health also publish regular reports. These provide data on 
population health status and priorities for health and social gain including smoking. For 
example, the 1998, 1999 and 2000 Eastern Health Board Department of Public Health 
reports provide updates on the Smokebusters and the Rotunda Hospital Stop Smoking 
programmes, and on a survey of 11-18 year old school children's health behaviour and the 
Department's actions on smoking in pregnancy. As with the other annual reports, they are 
distributed to relevant organisations and individuals, including healthcare professionals, 
upon publication. They are available throughout the year on request. 

5.2.8.2 Scientific meetings 

The main academic medical professional organisation in Ireland is the Royal College of 
Physicians (RCPI). Faculties of the RCPI include Paediatrics, Public Health, Occupational 
Health, General Medicine, Dermatology, Pathology and Obstetrics and Gynaecology. The 
Public Health faculty holds biannual scientific meetings at which relevant research is 
presented and discussed. 

5.2.8.3 Health Board Health Promotion Departments 

The Health Promotion Departments (HPDs) disseminate information to health 
professionals on a an ongoing basis, as opportunities occur. HPD staff include officers 
with special responsibility for tobacco control who distribute feedback as part of training 
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workshops or courses or during meetings between groups such as health promotion 
committees in acute hospitals or hospital and community care management. 

5.3 REGIONAL STRATEGIES AND RESEARCH PROJECTS 

A range of anti-tobacco initiatives have been implemented or are currently underway in 
Ireland. However, those specifically focusing upon reducing the prevalence of smoking 
during pregnancy and around new-borns are in the minority. In light of recent research 
which has shown that maternal exposure to environmental tobacco smoke also impacts the 
fetus,138 139 several programmes which aim to minimise ETS and therefore maternal and 
infant ETS, albeit indirectly, are also included. All ten Health Promotion Departments are 
proactively involved in such initiatives, although in some instances a health board may be 
piloting an individual programme. Examples of regional initiatives and strategies are 
outlined below. 

53' 1 European Actions on Smoking Cessation In Pregnancy (EURO-
scip) 

The project is part of the European Network of Smoking Prevention (ENSP) framework 
project within the European Commission Europe Against Cancer programme and runs 
from March 1999 to June 2000. Overall, eight countries are participating - these are 
Belgium, Germany, Greece, Ireland, the Netherlands, Spain, Sweden, and the UK. The 
two Irish partners involved are the Eastern Regional Health Authority Department of 
Public Health, and Women of the North West, in Ballina, Co. Mayo. 

The project includes two editions of a newsletter for health care professionals in each 
participating country. Each country's edition includes both international input, and salient 
local information. The newsletter is an initial step in raising awareness of the issue of 
smoking during pregnancy and assembling information on smoking cessation techniques 
which have been shown to be effective. 

The EURO-scip website includes an introduction to the project and its members, relevant 
contacts in each member country, and makes all eight editions of the newsletter and 
national status reports available online. It also provides links to other related sites, both 
globally and nationally, and suggests individuals to contact for further information. 

The ultimate objective of EURO-scip is the production of European guidelines on 
strategies for promoting smoking cessation. The guidelines will be designed specifically 
for medical professionals who have input into health care for pregnancy and children. 
They will be informed by the national status reports and designed for daily use, supported 
by empirical evidence. 

5.3-2 Smoking Cessation Training 

Each Health Board's Health Promotion Department runs smoking cessation training classes 
for health professionals. These may be delivered in conjunction with the ICS. Enrolment 
on courses is voluntary. Although each HPD may offer slightly different training, 
targeting different health care professionals to a differing extent, courses are on offer for 
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facilitators, practice/ public health staff, occupational health nurses, community 
development officers and midwives. 

The training primarily utilises the 'stages of change' model. Two separate types of course 
are run teaching either brief or intensive intervention techniques. Training on interventions 
in either a one-to-one setting or a smoking cessation group are available. Motivational 
interviewing training is designed for professionals in promoting healthy lifestyles and 
facilitating behaviour change in several areas including smoking. Courses employ 
information on local and national initiatives and campaigns, role plays, quizzes and / or 
written and visual materials. 

Depending upon the target audience for the training, smoking during pregnancy and 
around children will be focused upon to varying degrees. Further training is offered by 
HPDs to revise techniques and skills and during which updates on programme 
effectiveness are supplied. The latest developments in relevant research, strategies and 
specialist treatments for quitting are also discussed. Courses are evaluated (unpublished). 

Brief intervention training in the ERHA region is currently underway with public health 
nurses, area medical officers, practice nurses, G.P.s and pharmacists. It is hoped to extend 
this to antenatal midwives and dentists in 2001. An audit of smoking cessation activities in 
the ERHA was being conducted at the time of writing. 

533 School Based Programmes 

Education about smoking is included in health education programmes in schools. In 
addition to this, several other independent programmes operate to discourage uptake of 
smoking and to encourage quitting for pupils who do smoke. 

Two anti-tobacco initiatives are run in schools. The Smoking Reduction Action 
Programme (SCRAP) is a peer-led programme developed for schools by the DHC, the 
Department of Education and Science, the ICS, and the National Youth Federation. The 
programme is aimed at older children in their junior years in secondary school. 

'Smokebusters', is aimed at urban primary school children aged 7 to 11 years in areas with 
high levels of economic deprivation. The Eastern Health Board devised Smokebusters with 
the DHC in conjunction with the ICS, the National Youth Federation, and the support of 
the Department of Education and Science. Approximately five thousand pupils in seventy-
six schools in the ERHA region have been involved each year. It also offers support to 
parents who smoke. Smoking cessation clinics are run by public health nurses in a variety 
of locations. 

Evaluation of the programme found a sustained increase in knowledge among non
smoking primary school aged children, but no lasting change in attitudes towards smoking. 
It suggested that school based primary prevention programmes be used in conjunction with 
focused community and environmental interventions for maximum efficacy. 

A primary and secondary school initiative was launched in 1999, Social and Personal 
Health Education (SPHE) which will be extended to all schools. Amongst other topics, 
SPHE confronts substance misuse, including tobacco, the effects of smoking, self-esteem, 
and teaching children to say no. The programme is ongoing and will be evaluated. 
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As part of the Health Kicks project in the North Western Health Board smoking cessation 
training was offered to post primary school teachers. The project also incorporated 
development and implementation of a smoke free policy within the school environment. 
Teachers were asked to offer smoking cessation groups to students in their school over a 
six week period as part of the school timetable (i.e., sessions were not held at breaktimes). 
A detailed report on this initiative is currently being compiled. 

53A Workplace Smoking Policies 

HPDs devise and assist in implementing work place tobacco control policies for 
organisations. As the ERHA's Workplace Policies: A Guide to Staff Health Promotion 
notes, "Pregnant women who work are exposed to smoke in the workplace. This may 
affect the health of their unborn child as well as their own health". In addition, visitors and 
clients including children and pregnant women will be impacted by ETS exposure whilst 
on the premises. Consultative processes are involved and evaluations are carried out. The 
objectives of a policy for a smoke-free workplace are: 
i. To minimise and, where reasonably practicable, to eliminate exposure of 

employees, clients and visitors to ETS. 
ii. To encourage, through support and positive action, employees who do smoke to 

quit or to minimise their smoking. 
iii. To ensure compliance with legislation, in particular the Tobacco Regulations 1995, 

The Safety, Health and Welfare at Work Act 1989 and The Safety, Health and 
Welfare at Work (General Application) Regulations 1993. 

iv. To promote a decrease in smoking in the general population by portraying a 
healthy, clean environment to the public. 

Smoking policies in the fifty-six ERHA premises were being audited, at the time of 
writing, to add to the tobacco control strategy, which will be published. 

5.3-5 Public Houses 

In November 1999 the Health Promotion and Environmental Health Departments of the 
EHB launched a joint pilot project introducing smoke free areas into public houses. The 
initiative aims to assess the impact of the introduction of a voluntary code to promote 
smoke free areas in pubs in line with the statutory code introduced for restaurants, 
canteens, cafes and snack bars in the Tobacco (Health Promotion and Protection) 
Regulations 1995 and the Tobacco (Health Promotion and Protection) Act 1988. The 
components involved include free promotional items for participating pubs, information 
and training for staff, and a range of health education seminars. 

53-6 Dublin Healthy Cities 

In the Dublin Healthy Cities Phase 1 Plan for 1998 - 2000 aims with regard to smoking 
include: 
i. To reduce the prevalence of smoking in Dublin by at least one percentage point per 

year. 
ii. The partner organisations will provide models of good practice to promote non

smoking within their own organisations. 
iii. The partner organisations will promote non-smoking amongst the general public 

and specific sub-groups and in various settings. 
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The Plan also commits partner organisations to actions regarding lobbying, buildings, staff, 
information dissemination, the community and young people. 

53- 7 Smoking Cessation in Maternity Hospitals 

The North Eastern Health Board's Department of Health Promotion is currently 
implementing a smoking cessation in pregnancy initiative in its four maternity units. This 
initiative began in 1998 and will continue into 2000. A component of this is the creation of 
a system for compiling baseline data on the prevalence of smoking during pregnancy in 
women attending NEHB maternity units. 

The Eastern Regional Health Authority Department of Public Health is also in consultation 
with Dublin maternity hospitals to assist them in reducing the prevalence of smoking in 
pregnancy. 

53-8 The Rotunda Stop Smoking Programme 

This fixed period programme, conducted in the Rotunda maternity hospital in Dublin 
divided a sample of women into either an intervention or a control group.96 The 
intervention materials used included an administered questionnaire, one to one counselling, 
a specially designed information pack, a carbon dioxide monitor and smoking cessation 
support groups. Upon conclusion of the programme, a two part evaluation was conducted, 
involving both analysis of the hard data collected, and secondly, of the practical aspects of 
organising and managing the programme, including feasibility. This programme is 
detailed further in appendix four. 

53-9 Media Campaigns 

The development of a media campaign targeting parents has also been proposed for 2000 
by the North Eastern Health Board, the core messages of which would be: 

i. To avoid smoking in the presence of their children; 
ii. To avoid visible smoking apparatus in the home; 
iii. To consider quitting and explaining this to their children; 
iv. To never ask their children to buy their cigarettes. 
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RECOMMENDATIONS 

Smoking prevalence in Ireland is clearly widely recognised as a crucial focus for action 
and many of the strategies and actions will impact, indirectly, on pregnant women and the 
parents of new-borns. However, there remains a considerable margin for more attention to 
be concentrated on women of child-bearing age. It is essential that clearly structured 
strategies be developed in the health interests of both the parents and the baby. 

In the health interests of both parents and their baby a specific smoking cessation strategy 
should be developed for women of child bearing age and pregnant women in conjunction 
with anti-smoking initiatives targeted at the general population. This should operate to 
provide support for women who smoke during pregnancy and particularly avoid victim 
blaming or inducing guilt. In particular, this strategy should include the following 
recommendations: 

1. The dangers of smoking during pregnancy and of exposure to environmental tobacco 
smoke should be discussed during antenatal care for all mothers and their partners. 

2. Women who smoke during pregnancy should be offered structured support to quit. 
This should be a standardised part of their antenatal care. 

3. Health professionals who care for pregnant women (e.g. G.P.s, midwives, practice 
nurses, obstetricians) should be trained in smoking cessation techniques that are aimed 
at meeting the specific needs of pregnant smokers. In addition, these health 
professionals should be afforded appropriate resources to implement cessation 
practices. 

4. A national health promotion and mass media campaign highlighting the dangers of 
smoking among women of child-bearing age, during pregnancy and around new-borns 
should be undertaken. 

5. Health promotion information should also improve awareness among the general 
population of the specific dangers of environmental tobacco smoke during pregnancy 
for the fetus. 

6. Smoking prevalence during pregnancy and in parents of new-borns should be collated 
by documenting smoking status at certain points during a pregnancy and at postnatal 
examinations. 

7. Regular national data on trends in smoking during pregnancy and by the parents of 
new-borns should be published. 

8. An information and quit line specifically for women who smoke during pregnancy 
should be established. 

9. The effectiveness of smoking cessation strategies should be monitored and evaluated. 
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APPENDIX ONE: REGIONAL HEALTH BOARD AREAS MAP 
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APPENDIX THREE: CARDIOVASCULAR HEALTH STRATEGY REPORT 

RECOMMENDATIONS 

The Report of the Cardiovascular Health Strategy Group, Building Healthier Hearts was 
submitted to the Minister for Health and Children in 1999. The report included a lengthy 
and comprehensive series of recommendations on a range of aspects of health behaviour, 
health care and health promotion which impact cardiovascular health, including smoking. 
Pertaining to smoking and pregnancy, the report proposed that: 

R 5.8 The experience of evaluated health promotion projects should be 
distilled into a set of guidelines for good practice. 

R 5.17 Evidence based health promotion programmes should be incorporated 
into the health services provided to older people and to pregnant 
women. 

R 5.20 It is recommended that data on tobacco smoking prevalence in adults 
be collected on an annual basis. 

R 5.21 Legislation should be extended to other areas such as the workplace, 
eating areas in public houses and all areas where children gather to 
protect people from exposure to environmental tobacco smoke. 

R 5.24(2) Media and education campaigns should be undertaken to discourage 
adults smoking when babies and children are present. 

R 5.27 Three sets of three year targets should be set and there should be an 
annual audit of progress in achieving the targets. 

R 5.28 A Tobacco Task Force should be established with a remit to reduce 
smoking prevalence in Irish adults and children. All relevant 
government departments, including Finance, should be involved as well 
as statutory, business, trade union and voluntary agencies. 

I 5.1 The Health Promotion Unit of the Department of Health and Children 
should publish evidence-based guidelines of best practice. 

I 5.7 The Government should establish a Task Force to address all issues 
relating to the use of tobacco in Ireland. 

I 5.8 The Minister for Health and Children should present an annual report 
from the Tobacco Task Force to the Dail and Seanad. 

An Advisory Forum and a Task Force have been set up to drive the implementation of 
recommendations contained in the Strategy. 
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APPENDIX FOUR: THE ROTUNDA STOP SMOKING PROGRAMME96 

Introduction 

The study was organised and implemented by Eastern Health Board's Department of 
Public Health and the Rotunda Hospital, Dublin, with the assistance of the Department of 
Health's Health Promotion Unit. Funding was provided by Europe Against Cancer, the 
Health Promotion Unit, the Eastern Health Board, with additional overheads and support 
from the Rotunda Hospital. 

The Rotunda Hospital, in which the study was conducted, is one of the capital's major 
maternity units. The hospital's catchment area is approximately 400,000, drawn mainly 
from north central Dublin and north County Dublin. Approximately 6,000 deliveries are 
made each year, around 70% of which are to public patients. 

A baseline study was carried out by the author in 1991 on the behaviour, beliefs and 
attitudes of women attending the public (non-fee paying) antenatal clinics in the Rotunda. 
Recommendations were made by the study. Building upon this research, and a 
comprehensive literature review, the overall aim of the smoking intervention programme 
study was to encourage pregnant women to stop smoking. The study further identified 
three key objectives: 
1. To develop a programme to encourage and support women to stop smoking pregnancy 

and to maintain smoking abstinence after delivery. 
2. To implement this programme. 
3. To evaluate the effectiveness of this programme by: 

a) Measuring smoking cessation or dose reduction in pregnancy, and continued 
abstinence post-partum; and 

b) Evaluating pregnancy outcome. Pregnancy outcome indicators chosen were birth 
weight, gestation and perinatal mortality. 

The sample (n. 418) was randomly divided into either an intervention or a control group. 

The intervention materials used by the study were: 
1. A three part interviewer administered questionnaire; 
2. One to one counselling conducted by the stop smoking facilitator (a midwife - the 

study's key worker); 
3. An information pack designed specifically for the programme; 
4. Use of a carbon monoxide monitor; and 
5. Stop smoking support groups. 

Questionnaire 

Part one was administered by the key worker at the first visit following recruitment 
including demographic details and smoking habit at both the time of interview and prior to 
the pregnancy for both groups. For the intervention group only, questions to gauge their 
motivation towards quitting and the supports they might employ to achieve their goals 
were also asked. 
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Part two was administered by the key worker in the immediate post-partum period while 
the respondent was still an in-patient and included, for both groups, questions on smoking 
habit immediately before delivery and for the last three months of the pregnancy, and the 
number of quit attempts and smoke free days, if any. By reviewing hospital records 
information on the type of delivery, gestation, sex of infant, condition of infant and birth 
weight, the number of antenatal visits and hospitalisations during the antenatal period was 
also recorded. For the intervention group only, the number of contacts with the key worker 
was also recorded. 

Part three was administered by the key worker at twelve weeks post-partum. For both 
groups, smoking habit at the time of interview and illness or death of the infant since birth 
were recorded. Intervention group members were also asked questions to ascertain their 
views of the programme, their assessment of its effectiveness and their recommendations 
for its future use. 

Counselling 

At the first visit to the clinic a 10-15 minute interaction, in private, took place between the 
facilitator and the woman, and to which her partner, if present, was invited to join. The 
session consisted of a short talk on the effects of smoking on her and her baby's health; 
giving the woman the information pack; an exploration of the woman's attitude to smoking 
and cessation. 

The approach was tailored to what was perceived to be the woman's level of motivation 
and stage in the cycle of change, with an emphasis on empowering her to make the 
changes herself. The session was delivered in a non-judgemental and friendly approach 
and concluded with the woman having decided to either quit, reduce the amount smoked 
with a view to quitting, or consider what had been discussed with an agreement of further 
contact with the facilitator. 

The facilitator was also available at subsequent visits to the antenatal clinic and women 
attending this were invited to make contact with her. However, she was unable to attend 
community based clinics. 

Information pack 

Data collected from focus group work with a group of women who had previously attended 
the Rotunda for maternity care assisted in development of the written materials in the 
information pack. The materials were designed to reach the specific population attending 
and were enclosed in a wallet labelled with the programme title. The pack consisted of: 
1. An information leaflet outlining the effects of smoking on the health of the woman and 

of the baby in utero, and the effects of passive smoking on children; 
2. An invitation to join stop smoking support groups in the hospital; 
3. A letter to the husband or partner asking him to support his partner in her attempts to 

quit smoking and, if a smoker himself, an invitation to join the stop smoking support 
groups; 
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4. A self help booklet which dealt with: 
a) Preparing to stop; 
b) Stopping smoking; 
c) Strategies to cope with withdrawal symptoms; and 
d) Advice for relapse management; 

5. Prompt cards - 'reasons for quitting for myself, and ' reasons for quitting for my baby' 
which the woman was to fill out herself. 

Carbon monoxide monitor 

A carbon monoxide monitor was available and women were encouraged to use it at the 
first and subsequent visits. It was introduced during the initial counselling and used if the 
woman consented. However, on subsequent visits it was rarely used due to lack of privacy 
and time constraints. 

Stop smoking support groups 

Support groups were incorporated and partners were also invited to attend. 

The study operated a fixed project period. The programme's preparatory phase was June to 
September 1995, women were recruited September to December 1995, implementation 
took place September 1995 to August 1996 and evaluation took place between September 
and November 1996. 

The study included a two part evaluation: 
1. Analysis of the results of the data collected by questionnaire, with especial reference to 

a change in smoking habit and pregnancy outcome, comparing intervention and control 
groups; and 

2. Analysis of the practical aspects of conducting such a programme, including the 
observations of the key worker and the co-ordinator, the costs of the project, and the 
feasibility of incorporating such a programme into routine antenatal care in this hospital 
and other settings. 

Briefly, the outcome of the evaluation was as follows: 
1. The programme had a high rate of participation, was successfully developed and 

implemented and the experience was anticipated to be of benefit in improving it for 
future use. 

2. The opinions and recommendations of the participants were generally very positive. 
They felt that the programme was of use and should be continued. Suggestions made 
by the women were in keeping with those made by the key worker and were 
incorporated into the recommendations made in the report. 

3. Information pack materials were found to be acceptable and useful to most women. 
Prompt cards were generally not felt to be useful. 

4. Infant outcome indicators were assessed and the effect of continuing to smoke on birth 
weight was in keeping with that described in reviewed literature. A higher number of 
intervention group babies visited the general practitioner or baby clinic and a 
significantly higher number were admitted to hospital, although the explanation can 
only be speculated upon. For example, perhaps participation resulted in greater 
maternal anxiety about the babies' health. 
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5. Although the quit rate was higher in the intervention group than the control group, (11% 
vs. 8%), this did not reach statistical significance. However, a significantly higher 
number of women in the intervention group reported having tried to quit during the 
pregnancy than those in the control group, and a higher proportion of the intervention 
group attempted to quit post-partum. Although the final quit rates were low, the 
average reduction in daily number of cigarettes smoked was higher in the intervention 
group than the control. Most women reported changes in their smoking behaviour as a 
result of the programme, and a considerable amount of mobility between smoker and 
non-smoker status was observed. 

6. The key worker's observations were that running a smoking cessation programme 
within the antenatal setting was feasible, but that it would run more smoothly and be 
more acceptable to women if certain aspects were taken into account. These were that 
there was a need for privacy, protected spaces and time in which to conduct the 
counselling. These would be more readily available if the topic was incorporated into 
routine antenatal healthcare, rather than operating as an independent issue. 

7. The carbon monoxide monitor was not found to be useful in this study, although it had 
been in others. 

8. Attendance at stop smoking support groups was disappointing, reflecting the 
inaccessibility of the clinics in terms of timing and location. 

9. It was acknowledged that a smoking intervention programme must be acceptable to the 
women attending the antenatal care as well as the health care professionals who provide 
that care. It was recommended that all health care professionals who come into contact 
with the woman during the course of maternity care are trained in smoking cessation 
counselling skills. 
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