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Abstract 
 
The relationship between smoking during pregnancy and adverse pregnancy 
outcomes, for example, low birthweight, prematurity, ectopic pregnancy, spontaneous 
abortion, placenta praevia, placental abruption and perinatal death has been well 
reported in the literature for many years.   
Smoking remains one of the few potentially preventable factors associated with these 
adverse effects and while a higher proportion of women stop during pregnancy than at 
other times in their lives, many women find it hard to stop, or to reduce smoking 
during pregnancy.  
There is evidence that intervention provided by health care professionals can lead to 
reductions in the number of women who continue to smoke throughout pregnancy. 
The 5 A’s (ask, advise, assess, assist and arrange) are currently considered best 
practice for treatment of tobacco use and dependence. These interventions need to be 
done at each antenatal appointment in order to maximise their effect. 
 
Aim: The aim of this study is to describe the care provided to pregnant women in 
relation to tobacco dependence during routine antenatal appointments.  
 
Research method: It is a descriptive quantitative study which was carried out using a 
structured self-administered questionnaire. A sample of four hundred and seventy 
pregnant women attending routine antenatal appointments was used to collect the 
data. One hundred and ten women (23.5%) were smokers. 
 
Findings: The study found that the overall prevalence of smoking was 23.5%. Age, 
level of education and nationality were strongly associated with smoking status with 
younger, less educated Irish women being most likely to smoke. 
 Women attending for their first visit were much more likely to be asked about their 
smoking status (85.5% versus 17.8%) and advised to quit if they were smokers 
(73.3% versus 15.7%).  
Women attending for subsequent visits were unlikely to be asked about their smoking 
status (14.5% versus 82.2%) or advised to stop smoking (26.7% versus 84.3%). None 
of the women were offered specific assistance to help them stop smoking or had a 
follow-up appointment arranged specifically to do with smoking. 
One hundred and sixty seven women (35.6%) were exposed to passive smoking in 
their own homes. 
 
Conclusion: The first component of a brief intervention for smoking dependence 
(ask) is incorporated into routine care for women attending for their first antenatal 
visit, and is working well. However the other components (advise, assess, assist and 
arrange follow-up) which are necessary in order to maximise the effect of the 
intervention are not routinely done.  
Women attending subsequent antenatal visits are not routinely offered any 
intervention for smoking dependence. Pregnant smokers need help to stop smoking 
therefore it is incumbent on all antenatal care providers to carry out evidence based 
interventions routinely in an effort to reduce maternal smoking and improve 
pregnancy outcomes. 
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Chapter 1. Introduction and Significance of the Study 
 

Introduction 
 
The negative effects of smoking during pregnancy are well documented and include 
not only adverse effects to the mothers own health, but also to that of her unborn 
child. Smoking in pregnancy increases the risk of babies having low birthweight1, 
being born prematurely2  and perinatal death1. 
It is also associated with increased rates of ectopic pregnancy3, spontaneous abortion 
at less than 20 weeks gestation4, placenta praevia2, placental abruption5 and 
premature rupture of membranes2.  
  
Smoking remains one of the few potentially preventable factors associated with these 
adverse effects and while a higher proportion of women stop during pregnancy than at 
other times in their lives6,7 many women find it hard to stop, or to reduce smoking 
during pregnancy.  

Tobacco dependence is recognised as a disease in the International Classification of 
Diseases ICD-108. Almost 1 in 3 individuals in the world smoke and of these the 
majority want to stop9,10.  However we know from the literature that stopping 
smoking can be difficult11. The main reasons for this are a) that smoking is hugely 
habit forming and this habit is reinforced regularly throughout the day with each 
cigarette smoked and b) that addiction to nicotine resembles addiction to other 
psychoactive drugs, for example, heroin and alcohol12.  
 
A review of sixty four trials on interventions for promoting smoking cessation during 
pregnancy by Lumley and colleagues in 200413 concluded that smoking cessation 
programs in pregnancy reduce the proportion of women who continue to smoke, and 
reduces the incidence of low birth-weight and pre term babies born. 
 
I have chosen this topic because I believe that every pregnant smoker should be 
offered the best possible chance to stop smoking. Pregnancy is a special time in a 
woman’s life, a time when she is likely to take more care of herself and be concerned 
for the health of her unborn child. Therefore, it poses a unique opportunity for health 
care professionals to provide effective interventions for smoking dependence. 
 
The regular contact that antenatal care providers have with women during routine 
antenatal visits enhances this opportunity to provide ongoing support to the woman 
throughout her quit attempt. 
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Significance of this study 
 
One of the aims of health research is to improve clinical practice14. However many 
barriers have been identified which make it difficult to put research into practice. 
McCormack et al15 and McCaughan et al16 identified many barriers, for example, lack 
of resources, lack of knowledge, skills and an understanding of research and 
organisational constraints which have the potential to impact negatively on the 
implementation of research.  
Therefore despite there being evidence that effective intervention for smoking 
cessation in pregnancy exists, there is no guarantee that these interventions are used in 
practice. 
 
This is of particular concern in relation to smoking in pregnancy in light of the 
increasing amount of research into the effects of smoking in pregnancy, namely, its 
causal effects on birthweight, prematurity and perinatal death and its association with 
spontaneous abortion, placenta praevia, placental abruption, premature rupture of 
membranes and ectopic pregnancies. 
 
“As smoking cessation programs have been shown to increase smoking cessation, 
reduce preterm birth and low birthweight, and increase mean birthweight, smoking 
cessation programs need to be implemented in all maternity care settings. Attention to 
smoking behaviour together with support for smoking cessation and relapse 
prevention needs to be as routine a part of antenatal care as the measurement of blood 
pressure.”13.  
 
I am interested in finding out if pregnant women are provided with help and support 
in relation to stopping smoking while attending routine antenatal appointments. 
Therefore my research question is: Are pregnant women receiving evidence-based 
brief interventions for smoking dependence when attending routine antenatal 
appointments in a maternity hospital in Dublin? 
 
 The aim of the study is to describe the care provided to women attending routine 
antenatal appointments in a maternity hospital in Dublin, in relation to the World 
Health Organisation Evidence-based Recommendations on the Treatment of Tobacco 
Dependence17.  
 
The objectives for the study are directly informed by these recommendations. They 
are: 

• To establish if the smoking status of pregnant women is being assessed 
• To establish if pregnant women who smoke are being advised to stop smoking 
• To establish if pregnant smokers motivation to stop is being assessed 
• To establish if pregnant smokers are being assisted to stop smoking 
• To establish if follow-up support is being arranged to help pregnant smokers 

to stop smoking. 
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Chapter 2.    Literature Review 
 

Introduction 
 
The purpose of a literature review is to place the study in the context of previous 
research. An extensive amount of research has been conducted on the adverse 
pregnancy outcomes associated with smoking2,18,19, and on effective intervention to 
help pregnant smokers to stop smoking¹³. 
 
 Following this introduction an overview of tobacco and its constituents is presented, 
and the body of evidence linking tobacco use, both active and passive use, with 
adverse pregnancy outcomes is described and critiqued.  
 
Then the concept of evidence-based recommendations for brief interventions on the 
treatment of tobacco dependence, as outlined by the WHO is outlined and the 
components of a brief intervention are described. Smoking cessation intervention in 
practice is described and current recommendations regarding the use of 
pharmacotherapies to aid smoking cessation in pregnancy are discussed. 
 
This is followed by an outline of what constitutes routine antenatal care in Ireland and 
finally the current picture regarding tobacco use in Ireland is described.  
 
The review concludes with a summary of the existing scientific knowledge base 
presented in this chapter. 
 

2.1 Tobacco and its constituents 
 
There was a time when tobacco was considered a wonder drug, comparable to 
antibiotics, because it could be used to treat virtually any ailment, from mental illness 
and cancer to constipation and flatulence20. 
 
Controversy remains about its origins, but documentary evidence suggests that it was 
first used in South America in the seventh century AD. According to Johannes 
Wilbert, the leading expert on the use of tobacco by the South American Indians, 
Paleo-Indian hunter-gatherers, as they were known, discovered and cultivated twelve 
different species of tobacco with nicotiana tabacum and nicotiana rustica being the 
most significant21. They also discovered many ways of using it, for example, chewing 
tobacco quids, drinking tobacco juice and syrup, licking tobacco paste, applying 
tobacco enemas, snuff and smoking tobacco.  
 
It was introduced to Europe at the end of the fifteenth century22. It was mainly used 
for medicinal, ceremonial and pleasure purposes at this time, but soon became an 
integral part of European life. Currently tobacco is grown on all six continents of the 
world, in approximately 120 countries that are predominately located in Latin 
America, Africa and Asia23.  
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Its production represents a major world-wide industry that contributes in varying 
degrees to national economies, with several developing countries dependent on it for 
their national economic wealth24, 25.   
 
The constituents within tobacco products are not uniform, and are affected by the 
tobacco plant itself, where it is grown and the processing practices involved in its 
manufacture26, 27.   
 
There are more than 4,000 chemicals found in tobacco smoke28, 29. Following 
combustion, these chemicals can be categorised into those that result in either gaseous 
or participate phases30. While both phases contain known carcinogens and human 
irritants, the majority are found in the particulate phase, namely in tar. Nicotine is also 
found in the particulate phase31, 32. This is the highly addictive compound found in 
tobacco. 
 
Cigarettes have changed significantly since the 1950’s when manufacturers added 
filters. In the 1960’s, following concerns that tobacco use resulted in ill health, both 
tar and nicotine levels were manipulated during the manufacturing process resulting 
in “low tar”, “light” and “mild” brands33.  These new brands were targeted directly at 
women through sustained marketing and advertising campaigns. However, they have 
not been found to reduce the burden of ill health associated with tobacco use34.  
 
 
 
 

2.2 Adverse pregnancy outcomes due to active smoking 
 
Adverse pregnancy outcomes are commonly associated with smoking during 
pregnancy. Many studies link the cause of these adverse outcomes to impaired fetal 
oxygen delivery throughout the pregnancy. Pathologic evaluations of smoker’s  
placentas have shown structural changes, including a reduction in the fraction of 
capillary volume and increased thickness of the villous membrane when compared to 
non-smokers35,36. Lehtovirta and Forss37 found that exposure to cigarette smoke 
acutely decreases intervillous perfusion, possibly via nicotine-induced vasospasm. 
Also carbon monoxide exposure from smoking causes the formation of 
carboxyhaemoglobin, which has multiple effects on systemic and fetal oxygen 
delivery38.  
 
This section describes and critiques current literature on the association between 
smoking and adverse pregnancy outcomes including, spontaneous abortion, ectopic 
pregnancy, placental complications, fetal growth retardation, preterm birth and 
perinatal death. 
 

2.2.1 Spontaneous abortion 
Studies have found substantial evidence that smoking increases the risk of 
spontaneous abortion39, 40.  The Royal College of Physicians have estimated that the 
risk is increased by 25% in pregnant smokers. An example of one study of almost 
60,000 women in Canada found a clear dose response, with the risk of spontaneous 
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abortion increasing with the number of cigarettes smoked41. A limitation of this study 
is that the retrospective nature of the enquiry could have led to biased reporting of the 
use of alcohol, cigarettes or coffee, or recall of spontaneous abortion. 
 
 

2.2.2 Ectopic pregnancy 
Ectopic pregnancy is a leading cause of maternal death in the first trimester42, though 
thankfully this is a rare occurrence. It can also compromise future fertility. Smoking is 
associated with an increased risk of ectopic pregnancy43. A case control study 
conducted in France in seven large maternity hospitals where n = 279 found that 
maternal cigarette smoking at the time of conception was associated with an increased 
risk of ectopic pregnancy with a dose response relationship (adjusted odds ratio: 1.30 
to 2.49). Potential sources of bias to this study include recall bias which may have led 
to an overestimation of the risk and bias associated with the misclassification of the 
recent quitters and the confounding effects of unidentified risk factors44. 
 

2.2.3 Placental complications 
Placental complications include placental abruption and placenta praevia. They are an 
important cause of illness and death of the mother and baby. The placenta supplies 
oxygen and nourishment to the developing fetus. 
 
Smoking during pregnancy is repeatedly associated with placental abruption, and the 
risk increases with the number of cigarettes smoked45.  The possible mechanisms for 
this risk include degenerative and inflammatory alterations of the placenta found in 
smokers46 and the decreased levels of ascorbic acid which is necessary in collagen 
synthesis found in these women47. A medium sized study published in 2006 by 
Sanchez and colleagues48 on the risk factors of abruption placentae among Peruvian 
women found that smoking did not emerge as a risk factor. However this study had an 
unusually small proportion of smokers at only 3.1%, and this may account for this 
finding. 
 
Smoking has been consistently associated with placenta praevia, with reported 
relative risks ranging from 1.4 to 4.449, 50.  
Placenta praevia occurs when the placenta obstructs the internal cervical os, either 
partially or completely. In smokers the level of carbon monoxide is increased and the 
level of oxygen reduced as carbon monoxide has the ability to displace oxygen 
resulting in hypoxaemia. This chronic hypoxaemia is thought to result in placental 
enlargement, which increases the risk of the placenta reaching the cervical os. 
 
 

2.2.4 Fetal growth retardation 
As far back as 1957, Simpson and Linda reported that infants born to mothers who 
smoked 10 cigarettes or more per day weighed on average 200g less than infants born 
to non smokers. This association is consistently found in the literature and smoking is 
now regarded as a causal factor for fetal growth retardation51.  
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Women who smoke during pregnancy are three times more likely to have a low birth-
weight baby52 and there is a close association between low birth-weight and death in 
infancy53.  
 
A study carried out in London on 1,650 women found that maternal smoking is 
associated with an altered placental appearance on ultra-sonography, increased 
umbilical artery blood flow resistance and a reduction in longitudinal and intra-
abdominal organ growth. However, because randomisation was not possible, there is a 
possibility that smoking is a confounder and that the causal agent is not realised. What 
is clear from this study is that smoking cessation before or at the start of pregnancy 
can lead to a normal growth outcome for the baby54.  

2.2.5 Preterm birth. 
Preterm birth is described as a birth occurring before 37 weeks of pregnancy. It is a 
major cause of neonatal mortality and morbidity and is repeatedly associated with 
smoking55.  Approximately two thirds of all preterm births occur spontaneously, and 
one third are electively delivered owing to concerns about fetal or maternal well-
being. While smoking is associated with both adverse outcomes, it is more clearly 
linked to spontaneous preterm delivery56. This large study (N = 311,977) found that 
the risk of preterm birth consistently increased with the amount smoked.  
 
Smoking can increase the risk of preterm labour through increased production of 
prostaglandins in fetal membranes57 and through preterm rupture of membranes 
occurring before 37 weeks gestation. Smoking has consistently been associated with 
preterm rupture of membranes58. The smoking-related risks of elective preterm 
delivery include placental complications and fetal growth retardation, both of which 
have already been described. 
 
 A randomised controlled trial found that infants born to women who stopped 
smoking during pregnancy had longer gestation periods than did infants whose 
mothers smoked throughout the pregnancy59.  

2.2.6 Perinatal death 
This term encompasses both stillbirth and early neonatal death60.  The Royal College 
of Physicians estimate that about one third of all perinatal deaths in the UK are caused 
by smoking. Froen et al61, found that smoking was foremost associated with risk of 
unexplained stillbirth. 
 
 A U.S.study found that the elevated risk of stillbirth in smokers was due largely to 
high rates of placental abruption and placenta praevia62. Similarly, a Swedish study of 
more that 600,000 pregnancies found that smoking was associated with a 40% 
increased risk of stillbirth and a Danish study found that women who stopped 
smoking in early pregnancy reduced the risk of stillbirth to that of non-smokers63.  
 
A more recent population based study in Sweden of 526,691 women, by Hogberg & 
Cnattingius64, found that women who smoked during their first pregnancy, but not 
during their second did not have an increased risk of stillbirth, while corresponding 
risk among women who smoked during both pregnancies was 1.35. The results 
support the hypothesis that there is a causal relation between smoking and risk of 
stillbirth. However, the study was based on self reported smoking information which 
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can be considered a limitation, as studies have shown that pregnant women may 
underreport their smoking habits65, 66 and it also lacked information on other potential 
confounders, including use of alcohol or illicit drugs. 
 
Also, babies born to mothers who smoke are around 40% more likely to die within the 
first four weeks of life than babies born to non-smokers67.   
 
 

2.3 Adverse pregnancy outcomes due to passive smoking 
 
Passive smoking also called environmental tobacco smoke (ETS) or second-hand 
smoke is defined as the smoke inhaled by an individual not actively engaged in 
smoking. It is a mixture of the smoke given off by the burning end of tobacco 
products (sidestream smoke) and the mainstream smoke exhaled by the smoker68.  
 
 Assessing exposure to passive smoking and fetal development is complex because 
vulnerability to the effects of passive smoking may change throughout the pregnancy. 
Organogenesis occurs mainly during the embryonic period i.e. week’s three to nine. 
The developing embryo is particularly vulnerable to intrauterine conditions or 
exposures throughout this period. From week nine to term, susceptibility decreases 
and insults are more likely to lead to minor malformations or functional defects69.  
 
The 2006 report of the Surgeon General The Health Consequences of Involuntary 
Exposure to Tobacco Smoke68, provides a detailed review of the epidemiologic 
evidence on the health effects of involuntary exposure to tobacco smoke. The findings 
regarding adverse pregnancy outcomes due to passive smoking are as follows: 
 

Spontaneous abortion  
• The evidence is inadequate to infer the presence or absence of a causal 

relationship between maternal exposure to second-hand smoke during 
pregnancy and spontaneous abortion due to small number of studies and 
inconsistent findings. 

 

Infant deaths 
• The evidence is inadequate to infer the presence or absence of a causal 

relationship between exposure to second-hand smoke and neonatal mortality 
due to small number of studies and inadequate controls for potential 
confounders. 

 

Sudden Infant Death Syndrome 
• The evidence is sufficient to infer a causal relationship between exposure to 

second-hand smoke and sudden infant death syndrome70, 71.  
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Preterm delivery 
• The evidence is suggestive but not sufficient to infer a causal relationship 

between maternal exposure to second-hand smoke during pregnancy and 
preterm delivery due to small number of studies and inconsistent findings. 

 

Low birth weight 
• The evidence is sufficient to infer a causal relationship between maternal 

exposure to second-hand smoke during pregnancy and a small reduction in 
birth weight72, 73.  

 

Congenital malformations 
• The evidence is inadequate to infer the presence or absence of a causal 

relationship between maternal exposure to second-hand smoke during 
pregnancy and congenital malformations due to small number of studies and 
inconsistent findings. 

 
Further studies are needed to assess causality between passive smoking and 
spontaneous abortion, perinatal death, preterm delivery and congenital malformations. 
 
This review of the literature on adverse pregnancy outcomes demonstrates the toxic 
effect of smoking exposure during pregnancy. Smoking interventions have been 
proven to reduce the proportion of women who continue to passive smoke throughout 
their pregnancies, and in so doing, reduce the incidence of adverse pregnancy 
outcomes.  
 

2.4 Effective Smoking Cessation Intervention during Pregnancy 
 
Lumley et al13 reviewed the literature regarding effective smoking cessation 
interventions during pregnancy in 2004. The primary objective of this review was “to 
identify whether continued smoking during pregnancy can be reduced by information 
about the risks of continued smoking, advice to quit, more intensive advice or 
individual counselling, feedback on patho-physiological effects of smoking on mother 
or fetus, the provision of nicotine replacement therapy, more detailed 
information/pictures of the fetus, the supplementation of information and advice with 
self-help manuals/videos or computer aided messages on strategies for quitting, 
rewards or incentives, peer support or additional social support”. 
 
The authors identified and reviewed 64 trials conducted between 1975 and 2003.  
Whilst the interventions implemented differed substantially in their intensity, duration 
and the people involved in their implementation, they reduced the proportion of 
women who continued to smoke, and reduced the incidence of low birth-weight and 
preterm birth. “New analyses grouping interventions by strategies showed that the 
pooled cognitive behavioural interventions were effective, nicotine replacement 
therapy was borderline, and trials using 'stages of change' approaches or feedback 
were not effective. The two trials using a combination of rewards and social support 
were significantly more effective than other strategies”13.  
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The authors concluded that “attention to smoking behaviour together with support for 
smoking cessation and relapse prevention needs to be as routine a part of antenatal 
care as the measurement of blood pressure”. 
 
Therefore, the need for effective smoking cessation interventions, delivered routinely 
in all maternity care settings is of the utmost importance. The next section of this 
review will look at the concept of evidence-based recommendations for brief 
interventions on the treatment of tobacco dependence, as outlined by the WHO17.  
 
 

2.5 Evidence-based medicine and clinical practice 
 
Evidence-based medicine is commonly defined as “the conscientious, explicit, and 
judicious use of current best evidence in making decisions about the care of individual 
patients”74. It is used to address the persistent problem of clinical practice variation 
with the help of various tools, including standardized practice guidelines. 
 
Tobacco dependence has undergone extensive research in an effort to inform and 
improve clinical practice. This has resulted in the development of effective 
interventions for promoting smoking cessation, and reducing the adverse effects of 
continued tobacco use, and subsequently in the development of clinical practice 
guidelines in many countries throughout the world, for example, in United States, 
New Zealand, Sweden, and United Kingdom.  Several of these guidelines and reviews 
have informed the WHO Evidence-based Recommendations on the Treatment of 
Tobacco Dependence17.  
 
 

2.6 WHO Evidence-based Recommendations on the Treatment of 
Tobacco Dependence 
 
These recommendations, commissioned by the World Health Organisation, have 
drawn on the experience of a number of European countries, including the four 
original target countries of the WHO European Partnership Project to Reduce 
Tobacco Dependence, France, Germany, Poland and the United Kingdom. They are 
based on a number of authoritative reviews and guidelines and support three main 
types of intervention for health care systems: 

1. Brief opportunistic interventions delivered by health care professionals in the 
course of their routine work (Brief Interventions) 

2. Intensive support delivered by treatment specialists 
3. Pharmacological aids 

 
They are recommended for all health care professionals encountering smokers, and 
work well in all settings. With regard to smoking and pregnancy the guidelines 
recommend that “Pregnant smokers should receive clear and accurate information on 
the risks of smoking to the fetus, and be advised to stop smoking. They should be 
offered specialist support to stop”17.  
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A panel of experts was convened by the Agency for Healthcare Research and Quality, 
the American College of Obstetricians and Gynaecologists and the United States 
Department of Health and Human Sciences in 1998 to review the evidence of 
smoking cessation interventions for assisting pregnant smokers to stop smoking. They 
recommended a five-step counselling approach which included: 

1. asking the woman about her smoking status 
2. advising her to stop smoking using clear, strong and personalised messages 
3. assessing her willingness to stop smoking in the next 30 days 
4. assisting her to stop smoking using problem-solving techniques 
5. arranging follow-up contacts with her to encourage her to stop smoking and 

once stopped to remain smokefree75.   
 
These interventions should be repeated at each visit and the duration of each session is 
usually three to five minutes. The five steps are outlined in more detail as follows: 
 
 

2.6.1 Step 1: Ask the pregnant women about her current smoking status 
 
Screening for tobacco use is the first step in addressing tobacco use and dependence. 
Studies have shown however, that many pregnant women are reluctant to disclose 
their smoking status as a result of social pressure and an expectation that they 
shouldn’t be smoking76. Mullen and colleagues77 have recommended the use of a 
structured question to improve disclosure. This question allows the woman to report 
positive changes such as cutting down on the number of cigarettes she smokes, and is 
less confrontational than using a closed question. 
 

 

Ask the patient to choose the statement that best describes her smoking 
status: 

 
• I have never smoked or have smoked fewer than 100 cigarettes in my 

lifetime. 
• I stopped smoking before I found out I was pregnant, and I am not 

smoking now. 
• I stopped smoking after I found out I was pregnant, and I am not smoking 

now. 
• I smoke now, but I have cut down on the number of cigarettes I smoke 

since I found out I was pregnant. 
• I smoke regularly now, about the same as before I found out I was 

pregnant. 
 
Source: Mullen et al, 1991 

 
This question not only improves disclosure, it can also help to identify “pre pregnancy 
quitters” (women who stop smoking before becoming pregnant) and “spontaneous 
quitters”, (women who smoked prior to finding out that they were pregnant, and who 
subsequently stopped on their own). These women are likely to be older, more 
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educated and having their first child. They also have stronger beliefs about the 
potential harmful effects of smoking on the fetus and greater confidence in their 
ability to remain smoke-free78.    
 
However, they may be vulnerable to relapse79 and should be supported in their efforts 
to stay smoke-free. Melvin and colleagues80 suggests that recognition and 
encouragement may be helpful in preventing relapse “This includes affirming their 
decision to quit, congratulating them on their success in quitting, describing the health 
benefits for them and their baby, and encouraging them to remain abstinent”. Health 
care professionals in antenatal out patient clinics are ideally placed to do this. This 
intervention could help to reduce the high incidence of postpartum relapse in these 
groups. 
 

2.6.2 Step 2: Advise pregnant smokers to stop smoking  
 
Advise the pregnant woman to stop smoking using clear, strong and personalised 
advice about the impact of smoking and the benefits of quitting, both for the woman 
herself and her baby.  The earlier in pregnancy that she stops smoking, the better, 
though stopping at any stage is beneficial. This advice should be given in a non 
judgemental, client centred way so as not to alienate the woman. 
 

2.6.3 Step 3: Assess the woman’s willingness to stop smoking within the next 30 days 
 
Assess the woman’s willingness to stop smoking by asking if she is interested in 
stopping. If she says she is, then this is a good opportunity for the health care provider 
to maximise her motivation by reinforcing the knowledge that stopping will reduce 
the health risks to her baby, and also to emphasise the postpartum benefits both for 
her and her baby81. Self – help material can be useful at this stage. 
 
If she is not interested in stopping, then the health care provider can provide a 
motivational intervention and advise the woman of the availability of support when 
she feels ready for it. 
 

2.6.4 Step 4: Assist the woman to stop smoking 
 
There are many strategies for providing assistance with stopping smoking. They 
include: 

• Set a quit date – ideally within 2 weeks of the brief intervention 
• Remove tobacco products from the immediate environment 
• Get support from family, friends and colleagues 
• Anticipate challenges and devise methods of dealing with them 
• Review past quit attempts – identify what worked well and what factors 

contributed to relapse 
• Discuss withdrawal symptoms and ways to deal with them 
• Discuss use of pharmacotherapy if appropriate (see below) 
• Provide pregnancy-specific self-help cessation materials 
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2.6.5 Step 5: Arrange follow-up 
 
Follow-up contact should be arranged to support the woman in her attempt to stop 
smoking. This should take place soon after her quit date, preferably during the first 
week. At this contact, congratulate her success and provide ongoing support and 
encouragement. Consider referral to more intensive help and support if needed.  
 

2.7 Antenatal smoking cessation intervention in practice 
 
Some research has been done on health care professionals’ attitudes, beliefs and 
practice regarding their role in providing smoking cessation support in antenatal 
settings. While it is recommended that smoking cessation interventions should be 
delivered by all health care professionals, much of the available research pertains to 
nurses and midwives. Cooke et al82 found that doctors and midwives differ in their 
use of smoking cessation support, with more midwives using interventions and for a 
longer period of time. 
 
A study by Price et al83 to examine Ohio nurse-midwives’ perceptions and use of 
smoking cessation support for pregnant smokers, found that they were routinely 
practicing three of the five-step counselling approach: ask (73%), advise (92%), and 
assess (66%). They were less likely to routinely practice the last two steps: assist 
(34%-63%) and arrange follow-up (12%). This study found that only 36% of the 
nurse-midwives were confident in their ability to perform the “arrange” step and that 
only 41% believed that this step would help pregnant smokers to stop smoking. The 
study went on to extrapolate that this lack of confidence and low outcome expectation 
regarding its effectiveness could explain why so few of the nurse-midwives 
performed it. 
 
McLeod et al84 found that midwives acknowledged that asking women about their 
smoking behaviour was part of their role as antenatal care providers. However many 
midwives found it difficult to ask women about smoking and to support them 
regarding their smoking behaviour. Their main concern was to protect their 
relationship with the women and not to make them feel guiltier about their smoking 
behaviour. Interestingly, this study also looked at the midwife’s role in facilitating 
smoking behaviour from the pregnant smokers’ perspective and found that pregnant 
smokers expected their midwife to ask them about their smoking behaviour and that 
women who were interested in stopping smoking appreciated the support offered by 
their midwife and found it very valuable.   
 
 A study carried out in Germany on midwives’ attitudes to counselling women about 
their smoking behaviour during pregnancy and postpartum concluded that midwives 
reported that they recognised the adverse consequences of smoking and exposure to 
environmental tobacco smoke and routinely addressed them with pregnant women. It 
went on to say that midwives are a target population to deliver brief interventions for 
smoking cessation with pregnant smokers, and therefore, that they should be 
supported to do so85. 
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The most likely times that women will try to quit are pre-conceptually, when they are 
planning to become pregnant and immediately on finding out that they are pregnant if 
they are still smoking. Another group of women who are of note are those who cut 
down significantly on the number of cigarettes they smoke. 

2.7.1 Pre-pregnancy quitters 
The term pre-pregnancy quitter is used to describe a woman who stopped smoking 
before becoming pregnant. Since these women typically report that they are not 
current smokers, they are usually classified as being non-smokers or ex-smokers and 
are therefore not offered any form of intervention relating to smoking cessation.  
Pre-pregnancy quitters typically sustain cessation throughout the pregnancy and 
postpartum period86. However these women can be vulnerable to relapse depending 
on the strength of their nicotine addiction and their level of motivation to stay smoke-
free. Therefore they are a group who deserve to be identified and offered help and 
support in their ongoing efforts to stay smoke-free. 

2.7.2 Spontaneous quitters 
The term spontaneous quitter is used to describe a woman who reports stopping 
smoking on her own after finding out she is pregnant and before she receives advice 
or intervention from her prenatal care providers 78. There is evidence that spontaneous 
quitters are more likely to be more educated than women who continue to smoke 
throughout the pregnancy. However this significant group of women are prone to 
relapse, particularly in reaction to a stressful event or a reduction in social support 79. 
Supporting these women to stay smoke-free during pregnancy and postpartum is 
important. Melvin et al 80 suggests that recognition and encouragement may be 
helpful in preventing relapse. 
 

2.7.3 Harm reduction 
Many pregnant smokers reduce the number of cigarettes they smoke on finding out 
that they are pregnant. The term “harm reduction” is used to describe this 
phenomenon. Li et al87 found that reduction of smoking during pregnancy offered 
some measure of protection for the fetus. Whilst reduction will never give the same 
protection to the fetus as complete cessation, it is generally accepted that less 
exposure to active smoking is more beneficial to the fetus than greater exposure. 
However, harm reduction has not produced consistent improvement in pregnancy 
outcomes88. This finding in conjunction with concerns that women who reduce the 
number of cigarettes smoked may compensate by inhaling deeper, has led to the 
recommendation that complete cessation should be the primary outcome89.  
 
 

2.8 Pharmacotherapies to aid smoking cessation in pregnancy 
 
While pharmacotherapies have been shown to increase quit rates in smokers 
generally90, 91 first line use in pregnancy is a controversial topic. Questions about 
their safety and efficacy are unanswered and there have been many calls for defini
work to be done on their safety.  

tive 

There are three first-line therapies licenced for use in Ireland for the general public at 
the moment. They include: 
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1. Nicotine Replacement Therapy (NRT) 
2. Bupropion (Zyban) 
3. Varenicline (Champix) 

 
The NHS, NICE (National Institute for Clinical Excellence) Guidelines92 on the use 
of Nicotine Replacement Therapy and Bupropion for smoking cessation state that 
with regard to NRT, pregnant smokers can use “NRT only after careful consideration 
of risks and benefits and after discussion with a health care professional”. 
Regarding Bupropion and Varenicline, NICE states that neither Varenicline or 
Bupropion should be offered to pregnant or breastfeeding women, (NICE public 
health guidance 10). 
Manufacturers of these drugs have advised that they should not be used in pregnancy 
as their potential risk have not undergone any safety trials with this population. 
 
The American College of Obstetricians and Gynaecologists93 in a position statement 
said “the use of nicotine replacement products or other pharmaceuticals for smoking 
cessation aids during pregnancy have not been sufficiently evaluated to determine 
their efficacy or safety”. 
 

2.9 Routine antenatal care 
 
In Ireland, all pregnant women are entitled to free maternity care covering antenatal 
appointments, delivery and postnatal care. The woman can opt for services under the 
Maternity and Infant Care Scheme, which is a system of combined care split between 
the woman’s G.P. and a maternity unit/hospital obstetrician. Alternatively, she can 
choose to visit the hospital’s antenatal clinic as a public, semi-private or private 
patient. 
 
The frequency of antenatal appointments is dependent on the well-being of the mother 
and the baby. In uncomplicated pregnancies the following schedule of antenatal 
appointments is recommended by NICE – Routine care for healthy pregnant women 
guideline. “For a woman who is nulliparous with an uncomplicated pregnancy, a 
schedule of ten appointments should be adequate. For a woman who is parous with an 
uncomplicated pregnancy, a schedule of seven appointments should be adequate”. 
 
First visit, also called the booking visit should ideally take place as soon as possible 
after pregnancy is confirmed. In practice, it usually takes place around the twelfth 
week of pregnancy. The main objectives of this visit are to: 

• Assess levels of health by taking a detailed medical, surgical, menstrual, 
obstetric, social and family history 

• Ascertain base-line recordings of weight, height, blood pressure and blood 
tests (blood group and RhD status and screening for anaemia, red-cell 
alloantibodies, hepatitis B virus, HIV, rubella susceptibility and syphilis) 

• Provide an opportunity for the woman and her family to express any concerns 
they may have about the pregnancy 

• Give advice on general health including advice on maternal nutrition, 
infection, smoking and use of alcohol or drugs 

• Begin building a trusting relationship in which plans of care are discussed94. 
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The amount of information needed to support the woman at this early stage of 
pregnancy is considerable. Where possible, verbal information and advice should be 
supported with written information and advice, and reinforced at subsequent visits. 
 
Subsequent visits are concerned with monitoring the developing fetus and maternal 
well-being. They also provide an opportunity for the woman to express any worries or 
fears she may be experiencing and an opportunity for the health care provider to 
evaluate the effectiveness of advice or treatment given during previous visits. Good 
record keeping is essential for this process, especially where combined care is in use. 
 
It is obvious from these schedules that many opportunities exist for health care 
professionals to provide brief interventions for smoking dependence to pregnant 
smokers and ongoing support throughout pregnancy to the women who have stopped 
smoking. 
 
 

3.0 Current picture regarding tobacco use in Ireland. 
 
The overall prevalence of smoking in Ireland is 29%, (31% of men and 27% of 
women)95. Smoking prevalence in women aged 18-29 years decreased between 1998 
(44%) and 2002 (31%), but increased again in 2007 to 32%. Smoking prevalence in 
women aged 30-44 years has continued to fall with rates at 1998 (34%), 2002 (32%) 
and 2007 (29%). The trend regarding higher smoking prevalence in lower social 
classes persists with smoking prevalence for women in social classes 3-4 (28%) and 
5-6 (41%) being higher than that of women in social classes1-2 (23%). 
 
The prevalence of smoking during pregnancy is difficult to quantify. Estimates of 
smoking prevalence during pregnancy are usually based on self-reported information. 
Validation of such information using biochemical markers such as cotinine has shown 
repeatedly that pregnant women may conceal their smoking96, 97.  Reasons for this 
deception needs further research, but suggestions for this phenomenon in the literature 
include feelings of guilt and shame, fear of being stigmatised, and simply choosing 
not to reveal their smoking status to antenatal care providers98. Therefore, smoking 
prevalence during pregnancy is probably underestimated.  
 
There is no nationally representative data on prevalence of smoking during pregnancy 
in Ireland. A study published in 1992 by Daly and his colleagues99, which looked at 
alcohol and cigarette use in a pregnant population, found that 63% of women 
surveyed smoked prior to the pregnancy, 5% of these women stopped smoking when 
they found out that they were pregnant, while 3% restarted smoking after becoming 
pregnant, all of these women had previously been smokers. 57% of these women 
reported that a doctor had told them of the harmful effects of smoking to the fetus. 
 
This study was repeated in 2004 by a student in part fulfilment of MSc in Women’s 
Health. The findings had improved somewhat on the previous study with 56% of 
women surveyed reporting that they smoked prior to this pregnancy, 16% quit when 
they found out they were pregnant and 57% cut down on the number of cigarettes 
they smoked on finding out about being pregnant100. Both of these small studies were 
carried out on a random sample of 100 postnatal women. 
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Summary 
 
Women who smoke during pregnancy are at greater risk of many adverse outcomes to 
the pregnancy, for example, ectopic pregnancy, spontaneous abortion, placental 
problems, low birth-weight baby, or neonatal death. These risks are reduced 
significantly by stopping smoking, preferably before pregnancy, but quitting at any 
stage is beneficial. 
 
Passive smoking is also adversely associated with poor pregnancy outcomes. It is vital 
that all pregnant women are aware of these risks and reduce fetal exposure to passive 
smoking. 
 
There is evidence that intervention’s provided by antenatal care providers can lead to 
reductions in the number of women who continue to smoke throughout pregnancy. 
These interventions should be done at each antenatal appointment in order to 
maximise their effect. As pregnant women are seen frequently throughout their 
pregnancies, many opportunities exist to assess for smoking dependence, and provide 
effective interventions to enable these women to stop smoking, or in the case of 
women who have already stopped, to reinforce abstinence.  
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Chapter 3.   Research Methodology 

Introduction 
 
The purpose of this study is to describe the care provided to women attending routine 
public antenatal appointments in a maternity hospital in Dublin, in relation to the 
World Health Organisation Evidence-based Recommendations on the Treatment of 
Tobacco Dependence. It may identify good practice which will be acknowledged and 
reinforced, or highlight areas of care that need to be improved upon. 

3.1 Research Design 
 
This study is concerned with whether brief interventions occur or not, therefore a 
quantitative approach is required. I aim to describe the frequency of activity in 
relation to the variables (5A’s) and as there is no manipulation of the variables it can 
be described as a descriptive study. Descriptive studies are useful when little is known 
on a subject area101. They can potentially highlight good practice and also, areas 
where practice needs to be improved. 
 
Several methods could be used to get this information. It could be done directly, by 
observing the interaction between the health care provider and the women or 
indirectly, by asking either the health-care providers or the women if the intervention 
occurred. Burns and Grove102 state that there is no perfect measurement instrument, 
each have their advantages and disadvantages. 
 
The direct approach to getting information for this study is not appropriate due to the 
study setting, so I have used an indirect approach to carry out the study by asking the 
women whether or not they received a brief intervention for smoking dependence. 

3.2 Study Setting 
 
This study took place in a busy maternity out patient department in Dublin, serving a 
population of 597,286 people. It has a birth rate of approximately 8,000 per annum. 
Access to the study setting was gained through its ethical committee. (See appendix 1 
for letter requesting permission to carry out the study and appendix 2 for letter 
granting approval to carry it out). 

3.3 Study Population 
 
The population for this study is women attending routine public antenatal 
appointments. The women were recruited as they were checking out after their 
appointment. A questionnaire (See appendix 3 for questionnaire and appendix 4 for 
permission to use it) and a patient information leaflet detailing the reasons for the 
survey and the voluntary nature of it (see appendix 5) was distributed to all women, 
and they were requested to fill out the questionnaire prior to leaving the outpatient 
department. 
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3.4 Sample 
 
Sampling from all clinics is most representative and reduces bias as all women 
attending the public antenatal outpatient department have an opportunity to participate 
in the study. The public antenatal clinics take place each morning from Monday to 
Friday. This study was carried out over the course of one full week to allow women 
attending each clinic to be represented.  
 
Both smokers and non smokers were targeted. Hospital records show that 539 women 
attended the public outpatient clinics during the course of the week. A total of 502 
questionnaires were distributed. 32 women refused to take part in the survey; 
therefore the final number of completed questionnaires was 470 which is a response 
rate of 87%.  
  
Exclusion criteria:  

• Women under 16 years of age and therefore unable to give informed consent 
to participate in the study 

• Women with insufficient proficiency in English to fully understand the 
questionnaire 

• Any woman attending the antenatal clinic for urgent care 
• Women could only complete the survey once, so in the unlikely event of a 

woman being asked to attend the clinic twice in the same week, she was not 
asked to complete the survey twice. 

3.5 Data Collection 
 
Using a previously validated and published questionnaire saves time and resources 
and allows for subsequent comparison with other studies103. I used a questionnaire 
that has undergone reliability and validity testing. It was originally designed by 
Murphy, M.104 to carry out a study similar to this one in a general hospital setting. I 
adapted the questionnaire, removing all irrelevant questions pertaining to gender, and 
adding two new questions to make it more suitable to the maternity setting. (See 
appendix 3 for questionnaire and appendix 4 for permission to use it from the author). 
 
The final questionnaire contained 16 questions which were predominantly closed 
ended with a list of options for respondents.  Closed ended questions are particularly 
useful to produce aggregated data quickly but, as the researchers set the range of 
possible answers, there is a risk that all potential responses will not be considered.  
Therefore, an “other” category with the option to specify was included in all the 
closed ended questions. 
   
Boynton & Greenhalgh103 suggest that it is good practice to offer a free text box at the 
end of the questionnaire to provide an opportunity for respondents to explain any of 
their answers. Such comments may add richly to the quantitative data.  Accordingly, 
respondents to this questionnaire were given the opportunity to include a general 
comment. 
 
The questionnaire was formatted to fit on three A4 pages and printed on cream paper.  
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The researcher was available throughout the data collection period to answer any 
queries and to help respondents where required. On completion, all questionnaires 
were placed in a collection box marked “Questionnaires” by the respondent. 

3.6 Pilot Study 
 
The importance of piloting both the format and the specific questions of the 
questionnaire with a group who are representative of the sample group is well 
recognised103. The amended questionnaire was piloted with five pregnant women, to 
get feedback on the question content, format, wording, structure, clarity, 
appropriateness and sequencing105. Minor modifications were made to reflect 
feedback received. (See appendix 3 for final questionnaire). 

 

3.7 Data Analysis 
 
The quantitative data was analysed using the statistical package SPSS 15 software 
product:  SPSS Base and SPSS Table. 
The main statistical method involved is descriptive analysis using Chi-Square Tests. 
Chi-Square tests were used to explore the relationship between variables measured at 
a nominal level and to test whether a significant relationship existed between 
variables. The smaller the probability, the more confident you can be of your results. 
Generally, the probability should be less than 0.05 in order to believe that some 
relationship exists between variables. 
SPSS function, Cross tabulations and Chart builder were used to provide most of the 
tables in the report. Qualitative comments are described to enrich the data and provide 
further discussion.  
 

3.8 Issues of Reliability and Validity 
 
The reliability of an instrument refers to its ability to produce consistent 
measurements every time it is used. “Ambiguity in the wording of questions, a change 
in the physical setting for data collection, a respondent’s mood when providing 
information, the nature of the interaction between interviewer and interviewee, and 
the regressive effect of the instrument, are factors that can affect the reliability of a 
research instrument”106. In this study, administration of a questionnaire ensures that 
all study participants are asked the same questions, in the same setting. The 
anonymity of the questionnaire promotes honest answers and being asked to complete 
the questionnaire immediately after the consultation will improve its reliability. 
 
The concept of validity with respect to measurement procedures relates to whether a 
research instrument is measuring what it set out to measure. “There are two 
approaches used to establish validity of an instrument: the establishment of a logical 
link between the objectives of a study and the questions used in an instrument, and the 
use of statistical analysis to demonstrate this link”106.  In this case, the 5 verbs (ask, 
advise, assess, assist and arrange) are the variables to be measured and the questions 
are directly informed by these variables. The questionnaire used has been previously 
validated and the statistical package SPSS was used to analyse the data. 
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3.9 Ethical Considerations 
 
“In every discipline it is considered unethical to collect information without the 
knowledge of participants, their informed willingness, and expressed consent” 106. 

Each participant was informed by the person distributing the questionnaire that 
completion was voluntary. A Patient Information Leaflet was provided for each 
potential participant, to facilitate this decision (see appendix 5). 
Participants were recruited after they had been seen in the clinic.  
The survey questionnaire did not contain any identifying markers, so anonymity was 
guaranteed and confidentiality maintained. 
 
Ethical approval was sought and granted from the ethics committee of the 
participating hospital. (See appendix 1 and 2). 
 
Written information and contact details for local smoking cessation services was 
available to all women who requested support for either themselves or another family 
member, friend or colleague to help them stop smoking. 
 
The researcher was available throughout the survey to provide a brief intervention for 
smoking cessation for any woman who considered that she needed it.  
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Chapter 4.   Results 

Introduction 
 
This study is concerned with describing the care provided to pregnant women in 
relation to tobacco dependence during routine antenatal appointments using a 
quantitative approach. The study was carried out over the course of one week in a 
large public antenatal out patient department in Dublin. Data from five public 
antenatal clinics was collected. All pregnant women attending the clinics, apart from 
those listed in the exclusion criteria, were given an opportunity to take part in the 
study. Women were recruited as they were waiting to check out following completion 
of their antenatal visit. Five hundred and thirty nine women attended the outpatient 
department over the course of the week. Five hundred and two of these women were 
asked to take part in the study. Thirty two women declined. Four hundred and seventy 
women returned the completed questionnaire; therefore the response rate is 87%. One 
hundred and ten of these women were smokers. The results of the survey are 
presented in this chapter as follows: a demographic profile of the participants is 
outlined and key findings are listed. This is followed by three sections: 
Section one provides a descriptive analysis of each question asked. 
Section two looks at the relationship between demographic variables and smoking 
status. 
Section three looks at the relationship between demographic variables and passive 
smoking. 
 

4.1 Demographic profile 
The women who took part in this study were at varying stages of their pregnancies. 
The minimum number of weeks of pregnancy observed was six weeks and the 
maximum number was forty one weeks. 
They ranged in age from 18->40 years, with almost 70% being aged 30 years and 
younger. 
Education levels also varied. 45% of women completed secondary level, 47% 
completed third level or technical education. 3.4% attended primary level only, with a 
further 3.4% stating that they had attended “other” education. 
The majority of the women who took part in the study were Irish (63.4%), with the 
remaining 36.6% coming from foreign countries. In total forty two countries were 
represented in the study. 
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4.2 Key Findings: 
 

• Of the population surveyed 23.5% were current smokers. 
• During this antenatal visit 70.2% of women surveyed were not asked if they 

smoke  
• Women who were attending for their first visit were more likely to be asked 

about their smoking status and advised to stop smoking if they were smokers. 
• Irish women were more likely to smoke during pregnancy compared to 

women from other countries. 
• Women with higher levels of education were less likely to smoke during 

pregnancy. 
• Younger pregnant women were more likely to smoke than older pregnant 

women. 
• Of the women surveyed, 35.6% were exposed to passive smoking in their 

homes. 
• Younger women were more likely to be exposed to other people’s smoke in 

their own home. 
• Pregnant smokers were more likely to be exposed to other people’s smoke in 

their own homes than pregnant non-smokers. 
• None of the smokers in the study were offered any specific help to give up 

smoking. 
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4.3 Section One: Descriptive analysis 

4.3.1  Is this your first visit to the outpatient department on this 
pregnancy? 
 

84 17.9%
386 82.1%
470 100.0%

Yes
No
Total

First Visit Outpatient
Department

Count %

 
Table 1 
Four hundred and seventy women responded to the survey. Eighty four (17.9%) of 
these women were on their first visit to the outpatient department on this pregnancy. 
 

 
Figure 1 

4.3.2  What age group are you? 
 

170 36.2%
152 32.3%

95 20.2%
45 9.6%

8 1.7%
470 100.0%

18-25
26-30
31-35
36-40
>40
Total

Age
Count %

 
Table 2 
 

 31



The women vary in age with almost 70% (36.2% + 32.3%) of the women being aged 
30 years or under. 
 

Age (years)

0
20
40
60
80

100
120
140
160
180

18-25 26-30 31-35 36-40 >40

 
Figure 2 
 
 
 
 
 

4.3.3  How many years education have you had in the following areas? 
 

16 3.4%
213 45.5%
223 47.6%

16 3.4%
468 100.0%

Primary
Secondary
Third Level/Technical
Other
Total

Years of
education

Count %

 
Table 3 
 
All levels of education were represented, but in excess of 90% of women achieved 
secondary education or higher. Two women did not respond to this question.  
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Figure 3 
 
 
 
 

4.3.4  How many weeks pregnant are you? 
 

6
41
28
31

Minimum
Maximum
Mean
Median

Numbers
of weeks
Pregnant

 
Table 4 
 
This table shows the varying stages of pregnancy of the participants. The minimum 
number of weeks of pregnancy observed was six weeks and the maximum number 
was forty one weeks. 
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4.3.5  In what country were you born? 
 

298 63.4%
26 5.5%
21 4.5%
12 2.6%
11 2.3%

102 21.7%
470 100.0%

Ireland
Poland
India
Nigeria
Lithuania
Other
Total

Country
Count %

 
Table 5 
 
Forty two countries were represented in this survey. The top five countries were 
Ireland, Poland, India, Nigeria and Lithuania. Two hundred and ninety eight (63.4%) 
of all the women in the survey were from Ireland, 5.5% from Poland and 4.5% from 
India. 
 

298 63.4%
172 36.6%
470 100.0%

Ireland
Foreign Countries
Total

Region
Count %

 
Table 6 
 
The countries were broken down into Ireland and Foreign countries in the table above 
for further analysis. 
63.4% of the women in the survey were Irish, and 36.6% were from foreign countries 
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4.3.6 Smoking includes smoking cigarettes, cigars or the pipe. Which of 
the following statements best describes you now? 
 

243 51.8%

79 16.8%

37 7.9%

88 18.8%

22 4.7%

469 100.0%

Never/Less than 100
Stopped Before finding
out pregnancy and not
smoking now
Stopped After finding
out pregnancy and not
smoking now
Cut down Since finding
out
Smoke regularly same
as before finding out
Total

Smoking
Behaviour

Count %

 
Table 7 
 
Two hundred and forty three women in the study (51.8%) have never smoked or have 
smoked less than 100 cigarettes in their lifetime. Twenty two women (4.7%) have 
continued to smoke in the same way as before finding out that they were pregnant. 
Seventy nine women (16.8%) stopped smoking before finding out about the 
pregnancy and thirty seven (7.9%) stopped smoking since finding out about their 
pregnancy. Eighty eight women (18.8%) reduced their level of smoking. One woman 
didn’t answer this question and so her smoking status is unknown. 
 

Smoking Behaviour

0

50

100

150

200

250

300

Never/Less than
100

Stopped before
finding out about
pregnancy and

not smoking now

Stopped after
f inding out about
pregnancy and

not smoking now

Cut dow n since
finding out about

pregnancy

Smoke regularly
now , same as

before f inding out
about pregnancy

 
 
Figure 4 
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359 76.5%
110 23.5%
469 100.0%

Non Smoker
Smoker
Total

Smoking
Status

Count %

 
Table 8 
 
The women were further classified as either currently being a smoker or a non-
smoker. Those who have cut down their smoking since finding out they were pregnant 
or have continued smoking were considered to be smokers while those who never 
smoked or stopped smoking either before or after finding out about the pregnancy 
were considered to be non-smokers. One hundred and ten women (23.5%) were 
smokers.  
 

4.3.7  Are you exposed to other people’s smoke at home? 
 

167 35.6%
302 64.4%
469 100.0%

Yes
No
Total

Exposed to people's
smoke at home

Count %

 
Table 9 
 
One hundred and sixty seven (35.6%) women reported that they were exposed to 
other people’s smoke in their homes. 

 
Figure 5
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4.3.8 During your visit to the outpatient department today, did anyone 
ask you if you smoke? Who did this? 
 

139 29.8%
327 70.2%
466 100.0%

Yes
No
Total

Did anyone
ask you if you
smoke?

Count %

 
Table 10 
 
Four hundred and sixty six women answered this question. One hundred and thirty 
nine women (29.8%) reported that they were asked if they smoked on this visit to the 
out patient department. 

 
Figure 6 
 
Three hundred and twenty seven of the women surveyed (70.2%) were not asked if 
they smoked. Of the one hundred and thirty nine women who were asked if they 
smoked, thirty four were asked by their doctor, ninety five by their midwife, three by 
another health care professional and seven women did not state who had asked them if 
they smoked. Two women were asked by both the doctor and the midwife. 
 

34 25.8%
95 72.0%

0 .0%
0 .0%
3 2.3%

132 100.0%

Doctor
Midwife
Physiotherapist
Dietician
Other
Total

Who did
ask you
if you
smoke?

Count %

 
Table 11 
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4.3.9 During your visit today, did anyone advise you to stop smoking? 
 

22 25.9%
63 74.1%
85 100.0%

Yes
No
Total

Did anyone advise
you to stop smoking?

Count %

 
Table 12 
 
Of the one hundred and ten pregnant smokers, eighty five answered this question. 
Sixty three (74.1%) stated that they were not advised by anyone to stop smoking on 
to-day’s visit. 

 
Figure 7 
 
Twenty two women (25.9%) were advised to stop smoking as follows: eight by their 
doctor and fourteen by their midwife. Three women were advised to stop smoking by 
both their doctor and midwife. 
 

8 36.4%
14 63.6%

0 .0%
0 .0%
0 .0%

22 100.0%

Doctor
Midwife
Physiotherapist
Dietician
Other
Total

Who did
advise you
to stop
smoking?

Count %

 
Table 13

 38



4.3.10 During your visit today, did anyone ask you what you thought 
about your smoking? 
 

4 3.6%
106 96.4%
110 100.0%

Yes
No
Total

Did anyone ask you
what you thought about
your smoking?

Count %

 
Table 14 
 

 
Figure 8 
 
Of the one hundred and ten women who are smokers, one hundred and six were not 
asked by anyone what they thought about their smoking. Of the four who were asked, 
two were asked by their doctor and two by their midwife. 
 

2 50.0%
2 50.0%
0 .0%
0 .0%
0 .0%
4 100.0%

Doctor
Midwife
Physiotherapist
Dietician
Other
Total

Who did ask
you what you
thought about
your smoking?

Count %

 
Table 15 
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4.3.11 During your visit today, did anyone ask if you were interested in 
giving up smoking? 
 

6 5.5%
104 94.5%
110 100.0%

Yes
No
Total

Did anyone ask you if
you were interested in
giving up smoking?

Count %

 
Table 16 

 
Figure 9 
 
Six women out of the one hundred and ten smokers were asked if they were interested 
in giving up smoking. Three were asked by their doctor and three by their midwife. 
 

3 50.0%
3 50.0%
0 .0%
0 .0%
0 .0%
6 100.0%

Doctor
Midwife
Physiotherapist
Dietician
Other
Total

Who did ask
you if you were
interested in
giving up
smoking?

Count %

 
Table 17
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4.3.12 During your visit today, did anyone offer to help you to stop 
smoking? 
 

0 .0%
110 100.0%
110 100.0%

Yes
No
Total

Did anyone offer
to help you stop
smoking?

Count %

 
Table 18 
 
 
 
 

 
Figure 10 
 
None of the women in the survey were offered any help to give up smoking. 
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4.3.13 What help did they offer? 
 
Since no woman was offered help, it is not surprising to find that no-one selected any 
of the options offered for this question. Two women made comments in the free text 
box after this question as follows “None” and “Just said no good for me and baby”. 
 

4.3.14 During your visit today, did anyone arrange a follow-up 
appointment for you specifically to do with your smoking? 
 

0 .0%

109 100.0%

109 100.0%

Yes

No

Total

Did anyone arrange a
follow up appointment
specifically to do with
your smoking?

Count %

 
Table 19 
 
 
 

 
Figure 11 
 
Since there was no offer of help in giving up smoking, it is not surprising to see that 
none of the pregnant smokers were offered a follow up appointment specifically to do 
with their smoking. 
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4.3.15  Which of the following statements best describes you now? 
 

29 34.5%

13 15.5%

22 26.2%

20 23.8%

84 100.0%

I am not thinking about
stopping smoking
I am thinking about
stopping smoking
sometime in the future,
but not in the next 3
months
I am thinking about
stopping smoking in the
next 3 months
I am ready to stop
smoking in the next
month
Total

Which of
the
following
statements
best
describe
you now?

Count %

 
Table 20 
 
Of the one hundred and ten smokers in the survey, eighty four women responded to 
this question. Of the women who responded, twenty nine (34.5%) were not thinking 
about stopping smoking. The remaining seventy three women (65.5%) were 
considering stopping smoking but at varying stages in the future. 
 

Which of the following statements best 
describes you now?

0
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10
15
20
25
30
35

I am not thinking about
stopping smoking

I am thinking about
stopping smoking

sometime in the future,
but not in the next 3

months

I am thinking about
stopping smoking in
the next 3 months

I am ready to stop
smoking in the next

month

 
Figure 12 
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4.3.16 Has anything that happened today during this visit influenced 
your position in question 15 above? 
 

5 10.6%

42 89.4%

47 100.0%

Yes

No

Total

Has anything that
happened today during
this visit influenced
your position in Q14

Count %

 
Table 21 
 
Forty seven women responded to this question. 
Five women suggested something did happen during to-day’s visit to influence their 
opinion with regard to question 15.  
When asked to specify what had happened to influence their position, their responses 
were “advice given”, “I feel foolish for smoking”, “information given”, “Want to stop 
but can’t” and “Just filling out this form”.  
 

 
Figure 13 
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4.4 Section Two:  Relationship between Demographic 
Variables and Smoking status 
 
Cross tabulations of each of the demographic variables against smoking status is now 
considered. Smoking status is measured on two different scales. Firstly a five point 
scale going from Never Smoker to Regular Smoker is used and then a binary scale 
where each individual is classified as being either a smoker or a non-smoker is used. 
One woman whose smoking status is unknown is excluded from these calculations. 

4.4.1 First visit Vs. Smoking Status 
Based on 5 category scale of smoking status 

Firstly, we look at smoking status on a 5 point measurement scale against whether or 
not this is the first visit for the woman to the outpatient department. 
 

Smoking Behaviour * First Visit Outpatient Department Crosstabulation

41 202 243

16.9% 83.1% 100.0%

18 61 79

22.8% 77.2% 100.0%

8 29 37

21.6% 78.4% 100.0%

14 74 88

15.9% 84.1% 100.0%

3 19 22

13.6% 86.4% 100.0%

84 385 469

17.9% 82.1% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

Yes No

First Visit Outpatient
Department

Total

 
Table 22 
There is approximately 20% in each smoking status category for whom this is their 
first visit to the outpatient department indicating that there is no evidence of a 
relationship between smoking status and first visit to the outpatient department. This 
means that whether or not this is your first visit to the outpatients department does not 
affect your smoking status.   
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Figure 14 

Based on 2 category scale of smoking status 
We now consider smoking status as a two category variable, where each individual is 
either a smoker or a non-smoker. Again, we find that 15.5% of smokers and 18.7% of 
non-smokers are visiting the outpatient department for the first time. Hence there is no 
relationship between smoking status and first visit to the outpatient department.  
 

Smoking Status * First Visit Outpatient Department Crosstabulation

67 292 359
18.7% 81.3% 100.0%

17 93 110
15.5% 84.5% 100.0%

84 385 469
17.9% 82.1% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

Yes No

First Visit Outpatient
Department

Total

 
Table 23 
 
The above table illustrates that there were three hundred and fifty nine non-smokers in 
the survey, sixty seven of these women (18.7%) were attending for their first visit and 
two hundred and ninety two (81.3%) were return visits. 
Of the one hundred and ten smokers in the survey, seventeen (15.5%) were attending 
for their first visit, and ninety three (84.5%) were return visits. 
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First visit Vs. Smoking Status 

Chi-Square Tests

2.314a 4 .678

2.248 4 .690

.049 1 .825

469

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

1 cells (10.0%) have expected count less than 5. The
minimum expected count is 3.94.

a. 

 
Table 24 
P-value is 0.678 which is not statistically significant. Therefore there is no 
relationship between first visit and smoking status. 

 

4.4.2 Ask Vs. First Visit 
 

First Visit Outpatient Department * Did anyone ask you if you smoke? Crosstabulation

71 12 83

85.5% 14.5% 100.0%

68 315 383

17.8% 82.2% 100.0%

139 327 466

29.8% 70.2% 100.0%

Count
% within First Visit
Outpatient Department
Count
% within First Visit
Outpatient Department
Count
% within First Visit
Outpatient Department

Yes

No

First Visit Outpatient
Department

Total

Yes No

Did anyone ask you if
you smoke?

Total

 
Table 25 
 
There is a strong relationship between first visit and whether the women were asked if 
they smoked. Seventy one of the women (85.5%) who were visiting the outpatients 
department for the first time were asked if they smoke compared with only sixty eight 
(17.8%) of women who were not visiting for the first time.  
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Figure 15 
 
The above figure demonstrates the increased likelihood of being asked about smoking 
behaviour at the first antenatal visit. Also demonstrated is the very obvious difference 
of not being asked about smoking behaviour during subsequent visits to the antenatal 
clinics. 
 
 Ask Vs. First Visit 

Chi-Square Tests

149.762b 1 .000
146.541 1 .000
141.153 1 .000

.000 .000

149.440 1 .000

466

Pearson Chi-Square
Continuity Correctiona

Likelihood Ratio
Fisher's Exact Test
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)
Exact Sig.
(2-sided)

Exact Sig.
(1-sided)

Computed only for a 2x2 tablea. 

0 cells (.0%) have expected count less than 5. The minimum expected count is 24.
76.

b. 

 
Table 26 
 
P-value <0.001 indicating a statistical significance between being asked about 
smoking status and first visit to the antenatal out patient department. 
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4.4.3  First Visit Vs. Advise 
 

First Visit Outpatient Department * Did anyone advise you to stop smoking? Crosstabulation

11 4 15

73.3% 26.7% 100.0%

11 59 70

15.7% 84.3% 100.0%

22 63 85

25.9% 74.1% 100.0%

Count
% within First Visit
Outpatient Department
Count
% within First Visit
Outpatient Department
Count
% within First Visit
Outpatient Department

Yes

No

First Visit Outpatient
Department

Total

Yes No

Did anyone advise you
to stop smoking?

Total

 
Table 27 
 
There appears to be a strong relationship between first visit and whether a woman is 
advised to stop smoking. 73.3% of those women for whom it was their first visit were 
advised to stop smoking compared to 15.7% of the women who had previous visits. A 
woman is much more likely to be advised to stop smoking on her first visit than on 
subsequent visits. 
 

 
Figure 16 
 
Again this figure demonstrates an obvious difference in the likelihood of being 
advised to stop smoking depending on whether or not it is a first or subsequent visit to 
the antenatal clinic. 
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3. First Visit Vs. Advise 

Chi-Square Tests

21.378b 1 .000
18.480 1 .000
18.926 1 .000

21.127 1 .000

85

Pearson Chi-Square
Continuity Correctiona

Likelihood Ratio
Fisher's Exact Test
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

Computed only for a 2x2 tablea. 

1 cells (25.0%) have expected count less than 5. The
minimum expected count is 3.88.

b. 

 
Table 28 
 
P-value <0.001 indicating a statistical significance between being advised to stop 
smoking and first visit to the antenatal out patient department. 

 

4.4.4 Age Group Vs. Smoking status 
Based on 5 category scale of smoking status 

There is a relationship between smoking status and age.  
Smoking Behaviour * Age Crosstabulation

80 78 51 28 6 243

32.9% 32.1% 21.0% 11.5% 2.5% 100.0%

20 30 20 9 0 79

25.3% 38.0% 25.3% 11.4% .0% 100.0%

18 13 5 1 0 37

48.6% 35.1% 13.5% 2.7% .0% 100.0%

47 22 14 4 1 88

53.4% 25.0% 15.9% 4.5% 1.1% 100.0%

5 9 4 3 1 22

22.7% 40.9% 18.2% 13.6% 4.5% 100.0%

170 152 94 45 8 469

36.2% 32.4% 20.0% 9.6% 1.7% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

18-25 26-30 31-35 36-40 >40
Age

Total

 
Table 29 
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Based on 2 category scale of Smoking Status 

Smoking Status * Age Crosstabulation

118 121 76 38 6 359
32.9% 33.7% 21.2% 10.6% 1.7% 100.0%

52 31 18 7 2 110
47.3% 28.2% 16.4% 6.4% 1.8% 100.0%

170 152 94 45 8 469
36.2% 32.4% 20.0% 9.6% 1.7% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

18-25 26-30 31-35 36-40 >40
Age

Total

 
Table 30 
 
Among the one hundred and ten smokers, nearly 50% of them are aged 18-25 years, 
nearly 30% are aged 26-30 years, while only 1.8% are aged over 40 years. This table 
suggests that younger pregnant women more likely to smoke, whilst older women are 
likely to be non-smokers. 
 

 
Figure 17 
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Age Group Vs Smoking Status 

Chi-Square Tests

28.551a 16 .027

30.867 16 .014

6.869 1 .009

469

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

8 cells (32.0%) have expected count less than 5. The
minimum expected count is .38.

a. 

 
Table 31 
 
P-value = 0.027 indicating a significant relationship between age and smoking status. 
 
 

4.4.5 Level of Education Vs. Smoking Status 
Based on 5 category scale of smoking status 

Here we consider the relationship between education and smoking status.  There is a 
relationship, such that, the more educated you are the less likely you are to be a 
smoker.  

Smoking Behaviour * Years of education Crosstabulation

7 96 127 12 242

2.9% 39.7% 52.5% 5.0% 100.0%

3 34 41 0 78

3.8% 43.6% 52.6% .0% 100.0%

1 18 18 0 37

2.7% 48.6% 48.6% .0% 100.0%

2 52 30 4 88

2.3% 59.1% 34.1% 4.5% 100.0%

3 12 7 0 22

13.6% 54.5% 31.8% .0% 100.0%

16 212 223 16 467

3.4% 45.4% 47.8% 3.4% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

Primary Secondary

Third
Level/

Technical Other

Years of education

Total

 Table 32 
 
One hundred and twenty seven women (52.5%) who never smoked have a third level 
or technical qualification while twelve of those who smoke regularly (54.5%) are 
educated to second level only. 
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Figure 18 

Based on 2 category scale of Smoking Status 
 

Smoking Status * Years of education Crosstabulation

11 148 186 12 357
3.1% 41.5% 52.1% 3.4% 100.0%

5 64 37 4 110
4.5% 58.2% 33.6% 3.6% 100.0%

16 212 223 16 467
3.4% 45.4% 47.8% 3.4% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

Primary Secondary

Third
Level/

Technical Other

Years of education

Total

 
Table 33 

 
More than 50% of all the smokers have only secondary level of education; while over 
50% of all the non smokers have third or technical level of education. 
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Figure 19 
 
There is a significant relationship between education level and smoking status, the 
analysis suggest that the more education the women have the less likely they are to 
smoke during pregnancy. 
  
Education Vs Smoking Status 

Chi-Square Tests

11.730a 3 .008

11.899 3 .008

8.144 1 .004

467

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

2 cells (25.0%) have expected count less than 5. The
minimum expected count is 3.77.

a. 

 
Table 34 
 

P-value is 0.008 indicating a statistical significance between level of education 
and smoking status. 
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4.4.6 Pregnancy Trimester Vs. Smoking Status 
There is no relationship between the stage of pregnancy a woman is at and their 
smoking behaviour.  There are similar percentages in each category showing that the 
stage of pregnancy does not affect the smoking behaviour of the women in the survey. 

Based on 5 category scale of smoking status 
Smoking Behaviour * Stage of Pregnancy Crosstabulation

28 62 153 243

11.5% 25.5% 63.0% 100.0%

8 25 46 79

10.1% 31.6% 58.2% 100.0%

2 10 25 37

5.4% 27.0% 67.6% 100.0%

11 20 57 88

12.5% 22.7% 64.8% 100.0%

1 9 12 22

4.5% 40.9% 54.5% 100.0%

50 126 293 469

10.7% 26.9% 62.5% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

First
Trimester

Second
Trimester

Third
Trimester

Stage of Pregnancy

Total

 
Table 35 

Based on 2 category scale of Smoking Status 
 

Smoking Status * Stage of Pregnancy Crosstabulation

38 97 224 359
10.6% 27.0% 62.4% 100.0%

12 29 69 110
10.9% 26.4% 62.7% 100.0%

50 126 293 469
10.7% 26.9% 62.5% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

First
Trimester

Second
Trimester

Third
Trimester

Stage of Pregnancy

Total

 
Table 36 
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Figure 20 
 
The results are similar for the two category smoking status. There are similar 
percentages in each category indicating stages of pregnancy have no bearing on 
smoking status. 
 
Pregnancy Trimester Vs Smoking Status 

Chi-Square Tests

.023a 2 .988

.023 2 .988

.000 1 .999

469

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

0 cells (.0%) have expected count less than 5. The
minimum expected count is 11.73.

a. 

 
Table 37 
 
P-value is 0.98 indicating that there is no statistical significance between stage of 
pregnancy and smoking status. 
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4.4.7 Nationality Vs. Smoking Status 
We have seen earlier that the women in the study have come from a wide range of 
countries. I have reduced the categories and now classify women as coming from 
Ireland or from a foreign country. Irish women are more likely to be smokers with 
ninety of the smokers (81.8%) in this survey coming from Ireland.  
 

Based on 5 category scale of smoking status 
Smoking Behaviour * Region Crosstabulation

120 123 243

49.4% 50.6% 100.0%

57 22 79

72.2% 27.8% 100.0%

30 7 37

81.1% 18.9% 100.0%

71 17 88

80.7% 19.3% 100.0%

19 3 22

86.4% 13.6% 100.0%

297 172 469

63.3% 36.7% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

Ireland
Foreign

Countries

Region

Total

 
Table 38 
 
There is a significant relationship between nationality and the smoking status. 
Pregnant Irish women are more likely to smoke than women from foreign countries. 
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Figure 21 

Based on 2 category scale of Smoking Status 
 
 

Smoking Status * Region Crosstabulation

207 152 359
57.7% 42.3% 100.0%

90 20 110
81.8% 18.2% 100.0%

297 172 469
63.3% 36.7% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

Ireland
Foreign

Countries

Region

Total

 
Table 39 
 
There is a significant relationship between pregnant women’s country of origin and 
their smoking status. There are a total number of one hundred and ten smokers in the 
survey. Ninety (81.8%) of the pregnant smokers are from Ireland while twenty (less 
than 20%) of the smokers are from foreign countries.  
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Region * Smoking Status Crosstabulation

207 90 297

69.7% 30.3% 100.0%

152 20 172

88.4% 11.6% 100.0%

359 110 469

76.5% 23.5% 100.0%

Count
% within Region

Count
% within Region

Count
% within Region

Ireland

Foreign Countries

Region

Total

Non Smoker Smoker
Smoking Status

Total

 
Table 40 
 
If we focus on pregnant Irish women in the survey, there are two hundred and ninety 
seven Irish pregnant women in total of whom, approximately 30% are smokers. 
Compared with the overall average of 23.5% of women being smokers in this survey, 
Irish pregnant women have nearly 7% higher than the average smoking ratio; other 
foreign countries have less than 12% lower ratio than the overall average. 
 

 
 
Figure 22 
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Nationality Vs Smoking Status 

Chi-Square Tests

21.159b 1 .000
20.132 1 .000
22.920 1 .000

21.114 1 .000

469

Pearson Chi-Square
Continuity Correctiona

Likelihood Ratio
Fisher's Exact Test
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

Computed only for a 2x2 tablea. 

0 cells (.0%) have expected count less than 5. The
minimum expected count is 40.34.

b. 

 
Table 41 
P-value <0.001 which is statistically significant, indicating a strong relationship 
between nationality and smoking status. 
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4.5 Section Three:  Relationship between Demographic 
Variables and Passive Smoking 
 

4.5.1  Exposure to Passive smoking Vs. Smoking Status 
Based on 5 category scale of smoking status 

 
There is a significant relationship between whether a pregnant woman is exposed to 
other people’s smoke at home and her own smoking status.  
 

Smoking Behaviour * Exposed to people's smoke at home Crosstabulation

77 166 243

31.7% 68.3% 100.0%

20 59 79

25.3% 74.7% 100.0%

14 23 37

37.8% 62.2% 100.0%

42 45 87

48.3% 51.7% 100.0%

14 8 22

63.6% 36.4% 100.0%

167 301 468

35.7% 64.3% 100.0%

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour
Count
% within Smoking
Behaviour

Never/Less than 100

Stopped Before finding
out pregnancy and not
smoking now

Stopped After finding
out pregnancy and not
smoking now

Cut down Since finding
out

Smoke regularly same
as before finding out

Smoking
Behaviour

Total

Yes No

Exposed to people's
smoke at home

Total

 
Table 42 
 
Overall there are one hundred and sixty seven women (35.7%) in the survey who are 
exposed to passive smoking in their homes.  For those who are regular smokers, a 
large percentage (63.6%), are exposed to passive smoking, compared to only 31.7% 
of women who never smoked. 
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Based on 2 category scale of Smoking Status 

Smoking Status * Exposed to people's smoke at home Crosstabulation

111 248 359
30.9% 69.1% 100.0%

56 53 109
51.4% 48.6% 100.0%

167 301 468
35.7% 64.3% 100.0%

Count
% within Smoking Status
Count
% within Smoking Status
Count
% within Smoking Status

Non Smoker

Smoker

Smoking
Status

Total

Yes No

Exposed to people's
smoke at home

Total

 
Table 43 
 
Over 50% of pregnant smokers are exposed to passive smoke in their homes 
compared to 30.9% of the non smokers. A significant relationship was shown here 
between exposure to passive smoking at home and smoking status.  
 

 
Figure 23 
This figure demonstrates clearly the increased likelihood of pregnant smokers being 
exposed to other people’s smoke in their homes. 
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Exposure to passive smoking Vs Smoking Status 

Chi-Square Tests

15.246b 1 .000
14.368 1 .000
14.803 1 .000

15.214 1 .000

468

Pearson Chi-Square
Continuity Correctiona

Likelihood Ratio
Fisher's Exact Test
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

Computed only for a 2x2 tablea. 

0 cells (.0%) have expected count less than 5. The
minimum expected count is 38.90.

b. 

 
Table 44 
 
P-value < 0.001 which is statistically significant indicating a strong relationship 
between exposure to passive smoking, and the woman’s own smoking status. 
 
 
 
 

4.5.2 Exposure to Passive Smoking Vs. Age 
This analysis shows that young women are more likely to be exposed to passive 
smoking. 

Exposed to people's smoke at home * Age Crosstabulation

77 55 19 12 4 167

46.1% 32.9% 11.4% 7.2% 2.4% 100.0%

92 97 75 33 4 301

30.6% 32.2% 24.9% 11.0% 1.3% 100.0%

169 152 94 45 8 468

36.1% 32.5% 20.1% 9.6% 1.7% 100.0%

Count
% within Exposed to
people's smoke at home
Count
% within Exposed to
people's smoke at home
Count
% within Exposed to
people's smoke at home

Yes

No

Exposed to people's
smoke at home

Total

18-25 26-30 31-35 36-40 >40
Age

Total

 
Table 45 
 
There are a total number of one hundred and sixty seven pregnant women in the 
survey who are exposed to other people’s smoke at home. Seventy seven of these 
women (46%) are in the age group of 18-25 years and a further fifty five (32%) are 
between 26-30 years. 
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Age * Exposed to people's smoke at home Crosstabulation

77 92 169
45.6% 54.4% 100.0%

55 97 152
36.2% 63.8% 100.0%

19 76 95
20.0% 80.0% 100.0%

12 33 45
26.7% 73.3% 100.0%

4 4 8
50.0% 50.0% 100.0%

167 302 469
35.6% 64.4% 100.0%

Count
% within Age
Count
% within Age
Count
% within Age
Count
% within Age
Count
% within Age
Count
% within Age

18-25

26-30

31-35

36-40

>40

Age

Total

Yes No

Exposed to people's
smoke at home

Total

 
Table 46 
 
There is a significant relationship between age and exposure to passive smoking at 
home. 45.6% of women aged 18-25 years are exposed to passive smoking, compared 
to only 20% aged 31-35 years.  
 
 
Exposure to Passive Smoking Vs Age 
 

Chi-Square Tests

19.314a 4 .001

20.056 4 .000

10.960 1 .001

468

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

1 cells (10.0%) have expected count less than 5. The
minimum expected count is 2.85.

a. 

 
Table 47 
 
P-value is 0.001 indicating a statistically significant relationship between exposure to 
passive smoking and age. 
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4.5.3 Exposure to Passive Smoking Vs. Pregnancy Trimester 
 
No relationship was found between exposure to other people’s smoke and pregnancy 
trimester. 
 

Exposed to people's smoke at home * Stage of Pregnancy Crosstabulation

21 48 98 167

12.6% 28.7% 58.7% 100.0%

29 77 195 301

9.6% 25.6% 64.8% 100.0%

50 125 293 468

10.7% 26.7% 62.6% 100.0%

Count
% within Exposed to
people's smoke at home
Count
% within Exposed to
people's smoke at home
Count
% within Exposed to
people's smoke at home

Yes

No

Exposed to people's
smoke at home

Total

First
Trimester

Second
Trimester

Third
Trimester

Stage of Pregnancy

Total

 
Table 48 
 
Exposure to Passive Smoking Vs Stage of Pregnancy 

Chi-Square Tests

1.111a 3 .774

1.112 3 .774

.636 1 .425

466

Pearson Chi-Square
Continuity Correction
Likelihood Ratio
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

0 cells (.0%) have expected count less than 5. The
minimum expected count is 5.70.

a. 

 
Table 49 
 
P-value is 0.774 which is not statistically significant, indicating that there is no 
relationship between passive smoking and the woman’s stage of pregnancy 

 65



4.5.4 Nationality Vs. Exposure to Passive Smoking 

Region * Exposed to people's smoke at home Crosstabulation

116 181 297

39.1% 60.9% 100.0%

51 120 171

29.8% 70.2% 100.0%

167 301 468

35.7% 64.3% 100.0%

Count
% within Region

Count
% within Region

Count
% within Region

Ireland

Foreign Countries

Region

Total

Yes No

Exposed to people's
smoke at home

Total

 
Table 50 
 
There is a relationship between nationality and exposure to other people’s smoke. It 
appears that a higher percentage of Irish women are passive smokers at 39.1% 
compared with 29.8% of women from foreign countries. 

  

 
Figure 24 
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Nationality Vs Exposure to Passive Smoking 

Chi-Square Tests

4.031b 1 .045
3.638 1 .056
4.083 1 .043

4.022 1 .045

468

Pearson Chi-Square
Continuity Correctiona

Likelihood Ratio
Fisher's Exact Test
Linear-by-Linear
Association
N of Valid Cases

Value df
Asymp. Sig.

(2-sided)

Computed only for a 2x2 tablea. 

0 cells (.0%) have expected count less than 5. The
minimum expected count is 61.02.

b. 

 
Table 51 
 
P-value is 0.045 which is statistically significant, indicating that there is a relationship 
between nationality and exposure to passive smoking 
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Chapter 5  Discussion  

Introduction 
This chapter will present and discuss the main findings of the survey in relation to its 
aim and objectives which are: Aim - to describe the care provided to women attending 
routine antenatal appointments in a maternity hospital in Dublin, in relation to the 
World Health Organisation Evidence-based Recommendations on the Treatment of 
Tobacco Dependence.  
 
Objectives for the study are directly informed by these recommendations. They are: 

• To establish if the smoking status of pregnant women is being assessed 
• To establish if pregnant women who smoke are being advised to stop smoking 
• To establish if pregnant smokers motivation to stop is being assessed 
• To establish if pregnant smokers are being assisted to stop smoking 
• To establish if follow-up support is being arranged to help pregnant smokers 

to stop smoking. 
It will compare findings with other literature, highlighting where they either challenge 
or add to previous literature. Strengths, limitations and implications of the study will 
be identified and discussed, and finally a conclusion and recommendations will be 
drawn. 
 

5.1 Response rate 
Five hundred and thirty nine pregnant women attended the public antenatal clinics 
over the course of the week. All participants were asked to take part in the survey 
after their appointment, as they were waiting to check out of the outpatient 
department.  Five hundred and two were asked to take part in the study. The 
remaining thirty seven women were missed. This could be due to a number of 
reasons, for example, some women may have been admitted to the antenatal or labour 
wards directly from the clinic, or they may not have checked out of the out-patient 
department themselves, getting their partners to check out for them. As only pregnant 
women were targeted to complete the survey, they could have been missed in this 
way.  
Thirty two women refused to fill out the questionnaire, therefore the response rate was 
87%, with four hundred and seventy women agreeing to take part.  
This very high response rate could be attributed to a number of factors including 

• The questionnaire was distributed to respondents personally by the researcher 
and respondents were asked to fill it in on the spot, with the researcher 
available to answer any questions that respondents had. 

• The questionnaire was short, containing 16 questions, which took 
approximately two to three minutes to fill in. 

• The questionnaire was anonymous therefore the answers could not be linked 
to the respondents. 
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5.2 Findings in relation to active smoking 
This part of the discussion will look at smoking prevalence and the findings in this 
survey related to prevalence, namely age, level of education and nationality. 
 

5.2.1 Smoking Prevalence 
The overall prevalence of smoking in Ireland is 29% (SLAN 2007)95. This “Survey of 
Lifestyle, Attitudes & Nutrition in Ireland” was first done in 1998, and repeated in 
2002 and 2006. The overall percentage of the population smoking decreased for men 
and women across all age groups from 1998 (33%)10 to 2002 (27%), but has increased 
slightly in 2007 (29%). In 2007 more men (31%) than women (27%) reported being 
current smokers.  
 
This survey found that 23.5% of the women were smokers. 31.4% of women reported 
smoking prior to this pregnancy, 7.9% quit spontaneously on finding out that they 
were pregnant resulting in a prevalence rate of 23.5%.This figure compares 
favourably with SLAN surveys and with previous surveys conducted with pregnant 
populations in Ireland, for example, Cleary100 found an overall prevalence rate of 40% 
in her survey in 2004. The finding in this survey represents a very significant 
reduction in the prevalence of smoking among pregnant women, and whilst it is a 
very welcome finding, it needs a concerted effort on the part of all antenatal health 
care providers to maintain and improve this trend.  
 
It is worth noting that prevalence rates in this survey are based on self-reported 
information which has been shown in previous studies to be underestimated. 
Validation using biochemical markers was not possible. However, use of other 
strategies, for example, using a non-judgemental approach to recruit the women and 
the use of a structured question to illicit smoking status, were used with all 
participants to improve disclosure. 
 
Seventy nine women (16.8%) reported that they stopped smoking before this 
pregnancy. These women are recorded as being ex-smokers and are not being offered 
any support to maintain their smoke-free status. They are a group who deserve to be 
identified and offered help and support in their ongoing efforts to stay smoke-free. 
 
Thirty seven women (7.9%) reported that they stopped smoking after finding out 
about the pregnancy. This figure is small when compared to Cleary’s survey100 which 
found that 16% of women stopped smoking spontaneously on finding out that they 
were pregnant. Again, these women are recorded as being ex-smokers and they are 
particularly prone to relapse in response to a stressful event or a reduction in social 
support. Identifying and supporting these women is critical to maintaining their new 
smoke-free status. 
 
Eighty eight women (18.8%) reported that they had reduced their smoking since 
finding out that they were pregnant. These women require ongoing support and 
encouragement to maintain this reduction and possibly go on to complete cessation. 
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Effective recruitment of women across all stages, pre-pregnancy quitters, spontaneous 
quitters, women who have cut down on the number of cigarettes they are smoking and 
women who continue to smoke is the first critical stage in order to maximise smoking 
cessation interventions, and consequently reduce smoking prevalence. 
 

5.2.2 Age and Smoking Status 
This survey demonstrated a very clear relationship between age and smoking status 
with younger women being more likely to smoke throughout their pregnancies when 
compared with older pregnant women. Over 75% of pregnant smokers are under 
thirty years of age, fifty two (47.3%) of the one hundred and ten smokers are aged 18-
25 years, and a further thirty one (28.2%) are aged 26-30 years.  
 
The prevalence of smoking among young females in the general population is high 
compared with the rest of the female population of child bearing age (32% for ages 
18-29 and 29% for ages 30-44)95. Some of the reasons for this phenomenon are that 
many young women start smoking at a very young age, sometimes as young as 10-11 
years of age, often as a result of peer pressure. They are unaware of the addictive 
nature of nicotine and these young women find themselves becoming addicted very 
quickly.  
 
The ritual of smoking is extremely habit forming and this compounds the problem as 
smokers use the rituals around lighting up and smoking to make them feel more 
confident and less awkward in certain social situations. Smoking is also used as a 
means of controlling weight as nicotine is an appetite suppressant and many young 
women replace eating with smoking. 
 

5.2.3 Level of Education and Smoking Status 
There is an abundance of literature demonstrating links between inequalities in health 
and socio-economic status. These studies demonstrate that there are certain lifestyle 
differences among various socio-economic groups. Smoking, heavy use of alcohol 
and less healthy diets are some examples of lifestyle differences associated with lower 
levels of educational attainment. Reasons for this phenomenon include being caught 
in a cycle of poverty as a result of being unemployed, having low levels of motivation 
due to the poor example that they have seen from parents, abusing substances leading 
to addiction to legal and illegal drugs and being bored and disempowered, as they do 
not feel that they have much to offer to society. 
 
In this survey, one hundred and twenty seven women (52.5%) who have never 
smoked have a third level or technical education, while 68% of regular smokers are 
educated to primary or second level only.  
 
With regard to women who quit smoking before finding out about the pregnancy, over 
96% of them were educated to secondary or third level. Similarly for the spontaneous 
quitters, over 97% were educated to secondary or third level. This is in keeping with 
the evidence that pre-pregnancy and spontaneous quitters are more likely to be more 
educated than women who continue to smoke throughout the pregnancy 
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5.2.4 Nationality and Smoking Status 
Forty two countries were represented in this survey. Of the one hundred and ten 
smokers, ninety (81.8%) were Irish. The remaining twenty women were from 
Lithuania (6), Poland (4), U.K. (3), South Africa (2), Estonia (1), Canada (1), China 
(1), Bulgaria (1) and Philippines (1). 
 
Cultural diversity could account for the low prevalence of smoking for foreign women 
as smoking is not the norm for women in some cultures, for example African and 
Chinese cultures. Other reasons may be that foreign nationals tend to be highly 
educated and as a result fit the profile of more educated people smoking less. There 
may also be economic reasons for this with foreign nationals being more sensitive to 
the high price of cigarettes and tobacco in Ireland and to extra demands on their 
income, if they are expected to send money home for the upkeep of extended families 
in their own countries. 
 
The prevalence of smoking among Irish women was 30.3%, compared with 11.6% for 
women from foreign countries. This figure is also higher than our national average for 
women, which stands at 27% (SLAN 2007)95. More needs to be done to raise 
awareness of the effects of smoking and the benefits of stopping smoking with young 
Irish women. 
 
It is also important for smoking cessation services to be aware of the cultural 
differences that exist in our increasingly multi-cultural society and to be in a position 
to offer culturally appropriate services to women. 
 
 
 
 
 
 

5.3 Findings in relation to passive smoking  
Passive smoking is adversely associated with pregnancy outcome as it is causally 
associated with preterm birth and low birth weight. It is also associated with 
respiratory illnesses and disease in young children. 
 
One hundred and sixty seven (35.7%) of the women surveyed in this study reported 
that they were exposed to passive smoking. A higher percentage of younger women 
were exposed to passive smoking with over 46% of those exposed being in the 18-25 
year age group. This could be related to the high prevalence of smoking among 
younger women as the study found that pregnant smokers are more likely to be 
exposed to other people’s smoke at home than pregnant non smokers.  
 
Other reasons for this phenomenon are that pregnant women may not be aware of the 
potential health risks to their unborn children, or that these women may not be 
assertive enough to insist that they are not exposed to passive smoking while 
pregnant. 
 
Comparing Irish women with women from foreign countries, one hundred and sixteen 
(39%) Irish women were exposed to passive smoking compared with fifty one (30%) 
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of women from foreign countries. Whilst this finding is statistically significant, it is 
worth noting that foreign women are more likely to be passive than active smokers. 
Again this can be explained through cultural differences as men are much more likely 
to be smokers in some cultures, for example, Chinese culture. These statistics suggest 
that both Irish and foreign national populations need to be targeted with awareness 
and education campaigns about the effects of passive smoking on everyone 
particularly the unborn child. 
 
 

5.4 Findings in relation to intervention components 
The components of a brief intervention are asking the woman about her smoking 
status, advising her to stop smoking using clear, strong and personalised messages, 
assessing her willingness to stop smoking in the next 30 days, assisting her to stop 
smoking using problem-solving techniques and arranging follow-up contacts with her 
to encourage her to stop smoking and once stopped to remain smoke free.  

5.4.1 Asking about smoking status 
 
Overall one hundred and thirty nine (29.8%) women were asked about their smoking 
status. Seventy one (85.5%) women on their first visit and sixty eight (17.8%) women 
on subsequent visits reported that they were asked if they smoked. 
 
As described earlier, a detailed history is taken from each woman at her first visit, 
usually by the midwife. In this hospital all women are routinely asked about their 
smoking status on their first visit. The question is asked as part of the woman’s 
medical/surgical history and is phrased as follows: 
 
  “Have you ever smoked before?   Yes/No” 
  “How many?     1-5 
.      6-10 
      10-15 
      > 15” 
 
Answers are documented and are available and easily accessible in the woman’s 
chart. 
These questions regarding smoking status provides the midwife with an opportunity 
to advise the woman to stop smoking and to give her assistance on the best way of 
doing this.  
 
It is good that the first component of a brief intervention is incorporated into the care 
that pregnant women receive on their first antenatal visit. However as Mullen et al77 
have shown, increased smoking disclosure can be achieved by changing the format of 
this important question by moving away from closed questioning requiring Yes/No 
answers to allowing responses such as “I stopped smoking before/after finding out 
about the pregnancy” or “I have cut down the number of cigarettes I smoke since 
finding out about the pregnancy”. This would serve to identify clearly where the 
woman is at with regard to her smoking behaviour, for example, a never smoker, pre-
pregnancy quitter, spontaneous quitter, woman who has cut down on the number of 
cigarettes she smokes and woman who is continuing to smoke as normal. This is 
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really important as it allows the antenatal care provider to maximise the effectiveness 
of the short amount of time they can give to providing a brief intervention for 
smoking dependence. 
 
Interestingly twelve (14.5%) women on their first visit reported that they had not been 
asked about their smoking status. This may be due to the fact that the volume of 
advice and information given over the course of this visit is considerable, therefore 
she may not remember being asked about her smoking status or it may be that she 
does not see the questions regarding smoking status as being personally relevant to 
her.  
 
With regard to subsequent visits, three hundred and fifteen (82.2%) women were not 
asked about their smoking status. As “Ask” is the first component in a brief 
intervention, it follows that these women were not offered any kind of intervention 
with regard to their smoking dependence. Sadly this is a missed opportunity to 
provide evidence-based brief intervention for smoking dependence in this setting. 
 
Where possible, verbal information and advice should be supported with written 
information and advice, and reinforced at subsequent visits. 
At present written information about the effects of smoking and the benefits of 
stopping smoking in pregnancy is not routinely given to pregnant smokers. 
 
Of the women who were asked about their smoking status, ninety five (72%) were 
asked by their midwife, thirty four (26%) by their doctor and three (2%) by another 
healthcare provider. Two women reported that they were asked by both their Doctor 
and their Midwife. This is in keeping with Cooke et al82 who found more midwives 
than doctors provide interventions for smoking dependence. 
 

5.4.2 Advise to stop smoking 
 
Overall twenty two (25.9%) pregnant smokers were advised to stop smoking. Eight 
(36.4%) were advised by their doctor and fourteen (63.6%) by their midwife. Three 
women reported that they were advised to stop smoking by both their Doctor and their 
Midwife. Sixty three (74.1%) pregnant smokers were not advised to stop smoking. 
 
With regard to first visits, eleven (73.3%) smokers reported that they were advised to 
stop smoking.  Four (26.7%) reported that they were not advised to stop smoking.  
 
Price et al (2006)83, McLeod et al (2003)84, and Thyrian et al (2006)85 found that 
“time” is one of the most significant barriers to providing interventions for smoking 
dependence in a maternity setting. This is likely to be the case in this out-patient 
department as in excess of 100 women attend each of the public antenatal clinics 
every day. The clinics commence each morning at 8am and are usually finished by 
1pm. 
Other barriers identified in the literature include concern about making the woman 
feel guiltier about her smoking and creating additional stress on the woman. 
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5.4.3 Assessment of motivation to stop smoking 
 
Only four women (3.6%) were asked what they thought about their smoking and six 
women (5.5%) were asked if they were interested in stopping smoking. Three were 
asked by their doctor and three by their midwife. Similarly to the previous 
component, time may be a barrier to the conducting of this component of a brief 
intervention.  Other barriers could be that antenatal care providers may feel that they 
lack the skills to assess motivation to stop smoking or they may feel that it is not in 
their remit to provide smoking cessation support to their patients. Further research 
needs to be conducted to elicit antenatal care provider’s knowledge and attitudes to 
smoking cessation interventions in this setting. 
 

5.4.4 Assistance to stop smoking 
 
None of the pregnant smokers were offered assistance to stop smoking. 
The questionnaire suggested eight common strategies that may have been used as 
follows: 

1. They encouraged me to set a stop date 
2. They provided me with tips on how to stop 
3. They helped me to devise a plan to stop 
4. They helped me to plan to deal with difficult social situations 
5. They encouraged me to get my family to support me 
6. They encouraged me to get my friends to support me 
7. They referred me to a specialist for help to stop 
8. They asked me about my past attempts to stop to see what worked well and 

what did not work well. 
 
There followed a free text box for other comments in which one woman responded 
“bad for baby”. 
 
It was disappointing that specific help to stop smoking was not offered to any 
pregnant smoker, as it is probably the most important component of a brief 
intervention, but as Walsh et al (1995)107 found, the one most commonly omitted by 
antenatal care providers. This finding is in keeping with previous studies. Price et al 
(2006)83 found that nurse-midwives were less likely to routinely practice the last two 
steps of a brief intervention. 
 

5.4.5 Arrange a follow-up appointment 
 
None of the pregnant smokers were offered a follow-up appointment specifically to 
do with their smoking. This is not surprising as there is no smoking cessation service 
in existence in this hospital. However, there are a number of specialist community 
based smoking cessation services in the area that this hospital serves, and no referrals 
were made to any of them. Possible explanation for this may be that the antenatal care 
providers are not aware of these services, or unsure of how to refer a woman to them. 
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It is also possible that as stated earlier they do not feel that stopping smoking is 
important to the health of the woman or her unborn child.  
 
 

5.5 Has to-day’s appointment influenced your position in 
relation to stopping smoking? 
 
Of the women who answered this question forty two (89.4%) stated that nothing had 
happened during to-day’s appointment to influence their position in relation to 
stopping smoking. 
Five (10.6%) women answered yes to this question, indicating that something had 
happened during to-day’s appointment to influence their position. There responses 
were as follows “Information given”, Advice given”, “Want to stop but can’t”, “Just 
filling out this form” and “I feel foolish for smoking”. 
It is apparent from these few comments that even very short interventions can 
influence some people’s thoughts about their smoking behaviour and that pregnant 
women are very open to receiving information and advice. 
 
Some women requested information from the researcher at this stage, and it was given 
verbally and in writing. Information about existing local smoking cessation services 
was also available to all women who expressed an interest in receiving further care. 
 
Finally, in answer to the question “Which of the following statements best describes 
you now?”, which gave respondents an opportunity to state their feelings with regard 
to continuing smoking or to stopping smoking either now or in the future, 55 women 
(65.5%) expressed an interest in stopping. 20 reported that they were ready to stop 
smoking in the next month, 22 in the next three months and a further 13 at some stage 
in the future. Again, this compares positively with Friel et al (1999)10 who found that 
80% of Irish smokers would like to stop smoking at some stage.  

 

5.6 Limitations 
 

• The main limitation to this study is that it is based on self-reports. Reliability 
of self-reports is always a concern because it is dependant on interpretation 
and accurate reporting and this population group are often reluctant to disclose 
their smoking status to their antenatal care providers. Validation of smoking 
status using biochemical markers, for example cotinine testing would have 
eliminated this limitation, however it was outside the scope of the researcher. 

• Women may have been influenced by the setting and therefore reluctant to 
provide information which might be interpreted as critical of the hospital, 
however this limitation was minimised by using an anonymous questionnaire 
to collect the data.  

• Midwives and doctors seeing these women may have been unconsciously 
influenced to change their behaviour in the consultation if they were aware 
that the study was going on. 

• Only one method of data collection was used. 
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5.7 Conclusion 
 
The dominant principle guiding this study is the promotion and protection of the 
health of pregnant women. Reducing the prevalence of smoking among this 
population will improve maternal health and reduce the risk of adverse pregnancy 
outcomes related to smoking. This study explored the care provided to pregnant 
smokers in relation to the frequency of activity for each component of a brief 
intervention for tobacco dependence. 
 
There is a marked difference between the care provided to women attending for their 
first antenatal visit and to that provided on subsequent visits to the outpatient 
department. Women attending their first visit are asked about their smoking behaviour 
and a large percentage of them are advised to stop smoking. Smoking status is 
recorded in the woman’s chart. It is a concern that the remaining components of a 
brief intervention, namely assessment, assistance and follow-up arrangements are not 
done, as the 5A’s approach offers an effective and safe counselling approach that 
improves quit rates by 30%-70%.  
 
For women attending subsequent appointments, the care regarding tobacco 
dependence is poor with only sixty eight (17.8%) women being asked about their 
smoking and eleven (15.7%) advised to stop smoking. Again, the remaining 
components of a brief intervention are not offered. 
 
Pre-pregnancy quitters and Spontaneous quitters are two special groups within this 
population group who need extra care and attention. Whilst they appear to be a very 
motivated group, ongoing support and encouragement is essential to help them to 
maintain their smoke-free status. 
 
It is notable and a concern in light of available evidence that passive smoking is not 
addressed with pregnant women in any constructive way. 
 
Further research is required to establish the reasons behind this lack of provision of 
evidence-based care regarding tobacco dependence with this population group. It 
would also be useful to examine the role of General Practitioners in supporting 
pregnant smokers to stop smoking and to stay stopped as they are actively involved in 
the provision of combined antenatal care. 
 

5.8 Recommendations 
 

• Further research needs to be carried out to establish antenatal care provider’s 
current knowledge, skills, attitudes and practice with regard to the provision of 
brief interventions for tobacco dependence routinely in the out patient 
department setting. 

• Review antenatal care providers current curricula to establish the extent to 
which they are provided with effective education to provide brief interventions 
for tobacco dependence. 
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• Training in brief intervention for tobacco dependence should be provided to 
all antenatal care providers in the out patient department. 

• Antenatal care providers should be provided with information about the 
support services that are available on a regular basis. 

• Antenatal care providers should be encouraged to refer pregnant smokers to 
local smoking cessation services. 

• Pregnancy specific smoking cessation resources on the effects of smoking and 
benefits of quitting should be freely available, in different languages and 
easily accessible for all pregnant smokers. 

• Spontaneous quitters need to be identified and offered ongoing support and 
encouragement to stay smoke-free. 

• Passive smoking needs to be addressed with all pregnant women, and advice 
and interventions provided as appropriate. 

• Add “Smoking status” as a routine question in the combined antenatal card to 
encourage all antenatal care providers to address this important issue as a 
routine component of all antenatal care encounters. 
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Appendix 1.    Letter Seeking Ethical Approval 
 
  
 
 
 
Dear  
 
I am currently in my second year of the MSc in Women’s Health course with the 
RCSI. 
 
As part fulfilment for my degree, I am obliged to undertake a research project. I plan 
to conduct a study of the care provided to pregnant women regarding tobacco 
dependence while attending routine antenatal appointments as follows: 
 
Aim: to describe the care provided to women attending routine antenatal 
appointments in a maternity hospital in Dublin, in relation to the World Health 
Organisation Evidence-based Recommendations on the Treatment of Tobacco 
Dependence (Raw 2001). 
 
The objectives for the study are directly informed by these recommendations. They 
are: 

• To establish if the smoking status of pregnant women is being assessed 
• To establish if pregnant women who smoke are being advised to stop smoking 
• To establish if pregnant smokers motivation to stop is being assessed 
• To establish if pregnant smokers are being assisted to stop smoking 
• To establish if follow-up support is being arranged to help pregnant smokers 

to stop smoking. 
I propose to collect data using a self administered questionnaire. 
 
Anonymity for both the participants and the institution hosting the study is 
guaranteed. 
 
I would be grateful if you would allow me to conduct this study in your public 
outpatient clinic in the Coombe Women’s Hospital, and would be happy to meet with 
you at your convenience to discuss this project if necessary. 
 
 
Yours sincerely, 
 
_______________________________ 
Geraldine Cully. 
Health promotion Officer. 



Appendix 2.   Letter Confirming Ethical Approval  

 
 

 

 

 



Appendix 3. Questionnaire  
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Appendix 4.   Permission to adapt and use 
questionnaire. 

 
 
 
 
 
 
 
 



Appendix 5.   Patient Information Leaflet 
 

You are invited to take part in a research study called “Are pregnant women 
receiving evidence-based brief interventions for smoking dependence while 
attending routine antenatal appointments?” 
 
All pregnant women attending the public outpatient department this week are invited 
to take part in this study.. 
 
Purpose of the study 
The purpose of the study is to describe the care given to pregnant women while 
attending routine antenatal appointments in relation to smoking. 
 
What do you have to do? 
You have to complete a questionnaire about the care you received in relation to 
smoking during your appointment. The questionnaire should be completed AFTER 
your appointment. It will take between 1-5 minutes to complete, and the investigator 
will be available to you, to answer any questions you may have. 
 
Benefits and risks 
Although the study will not benefit you directly, it will provide information about the 
current level of care provided to women in relation to smoking. It will highlight areas 
of good practice and areas where care needs to be improved. There are no foreseeable 
risks to completing this questionnaire. 
 
Anonymity and confidentiality 
You will not be asked to put your name on the questionnaire, therefore your answers 
are anonymous and cannot be linked to you. You will not be asked to name in person 
the health care professionals that cared for you to-day, therefore the results cannot be 
linked directly to them. The results will be presented in a thesis as part of a Masters in 
Women’s Health degree and may be used for research articles or health care 
conferences. 
 
Voluntary nature of this study 
You are under no obligation to take part in this study. You have the right to withdraw 
from the study at any time. Deciding not to take part or withdrawing will have no 
effect on your relationship with health care professionals. 
 
Investigator 
Geraldine Cully, Health Promotion Officer is completing this study as part fulfilment 
of an MSc in Women’s Health at the Royal College of Surgeons in Ireland. 
 
Geraldine Cully is employed with the Health Promotion Service and can be contacted 
on (01) 4632 831. You are welcome to ask Geraldine any questions you may have 
about the study. 
 
Ethical Approval 
This study has been approved by the Coombe Women’s Hospital Research 
Committee 
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