Smoking in Pregnancy Challenge Group response to Advancing our Health:
Prevention in the 2020s
About the Smoking in Pregnancy Challenge Group
The Smoking in Pregnancy Challenge Group is coalition of organisations working to reduce
rates of smoking in pregnancy. The membership includes Royal Colleges, third sector
organisations and academia.
It was established in 2012 in response to a challenge from the then Public Health Minister to
produce recommendations on how the smoking in pregnancy ambition contained in the
Government’s tobacco strategy could be realised. It presented its first report and
recommendations in June 2013 and continues to meet annually to review progress.
The Groups’ latest report: Review of the Challenge (2018), contains further
recommendations for reducing rates of smoking during pregnancy.
The Challenge Group has no direct or indirect links to the tobacco industry.
Introduction
1. Smoking during pregnancy is the leading modifiable risk factor for poor birth
outcomes, including stillbirth, miscarriage and pre-term birth.
2.

Smoking during pregnancy also increases the risk of children developing a number of
respiratory conditions, attention and hyperactivity difficulties, learning difficulties,
problems of the ear, nose and throat, obesity, and diabetes.1,2,3,4,5,6,7,8,9,10

3. As well as human costs, there are financial ones. In 2015/16, it’s estimated that the
cost of maternal smoking during pregnancy over £20 million through 10,032 episodes
of admitted patient care.11
4. Given this impact, Challenge Group has welcomed the Government’s ambition to
reduce rats of smoking at time of delivery (SATOD) to 6% or less by 2022.12 If this
ambition is achieved, analysis shows that in 2022 this would mean that around
30,000 fewer women smoking in pregnancy compared to 2017/18.13 We estimate
that this would mean from:
• 45 – 73 fewer babies stillborn
• 11 – 25 fewer neonatal deaths
• 7 – 11 fewer sudden infant deaths
• 482 – 796 fewer preterm babies and
• 1455 – 2407 fewer babies born at a low birth weight
5. However, rates of smoking in pregnancy have plateaued since 2015, hovering at
slightly below 11%.14 To hit the 6% ambition from the 2018/19 rate of 10.6% would
require a rate of decline of roughly 1.54ppt a year until 2022.
6. The 6% ambition will not be met without further dedicated activity to support pregnant
women to quit. This includes a national incentive scheme to support women in high
smoking prevalence communities and support for women’s households and families
reducing pregnant women’s exposure to secondhand smoke as well as supporting
them to quit.
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1. Life span to health span: Which health and social care policies should be reviewed
to improve the health of: people living in poorer communities, or excluded groups?
7. The Green Paper highlights current geographic differences in smoking at time of
delivery (SATOD) rates between Blackpool and Westminster, with variation across
the country ranging from 1.6% to 25.7% in 2018/19.14
8. As in the general population, smoking rates among pregnant women increase with
indicators of disadvantage. Booking data from 25,000 pregnant smokers from
2017/18 showed rates of smoking among women in the most deprived decile were
five times those in the least deprived decile (19.8% and 3.7% respectively), with a
clear gradient across the deciles.15 Further, younger women are most likely to smoke
during pregnancy and are least likely to quit. In 2017/18, 31% of women aged under
20 were current smokers at their booking appointment compared to just 6% of
women over the age of 40.15
Reviewing implementation
9. In order to address this variation, Public Health England (PHE) and NHS England
should review maternity services’ implementation of NICE Guidance PH2616 and
PH4817 to assess barriers to local implementation and ensure all women are
receiving the best care throughout their pregnancy.
10. Evidence suggests that healthcare practitioners welcome guidance around
supporting women to stop smoking, especially guidance on addressing smoking
without damaging their therapeutic relationship. However, this must be embedded
within clinical teams and have clinical ownership to ensure best practice is
maintained.18
11. An evaluation of the implementation of the Saving Babies’ Lives Care Bundle
(version 1) across 19 trusts found that implementation of carbon monoxide (CO)
monitoring was fairly well accepted and implemented, with the exception of one trust
that report never CO monitoring women.19 However, referrals into stop smoking
services were patchy with seven of the 19 trusts reporting to never refer or to refer
‘not much of the time’.19
12. This is illustrative of the variation in practice between trusts and the need for more to
be done to monitor and review the implementation of key support for women. Local
Maternity Systems (LMSs) have a key role to play in ensuring there are clear
pathways of support in place for pregnant women. Implementation of CO monitoring
and opt-out referrals to specialist stop smoking support must be key indicators for
LMSs to monitor local progress.
13. Further, the publication of Saving Babies’ Lives Care Bundle V220 with the welcome
commitment to CO monitor all women at 36 weeks, provides an additional source of
data for trusts and LMSs to monitor the smoking rates of women in their care.
Recording smoking status at 36 weeks is likely to provide a more accurate picture of
maternal smoking than SATOD data, and thus should provide a new and more
reliable benchmark for PHE and NHSE to track national progress.
Introducing incentives
14. More intensive, targeted approaches to support women to quit are also needed. A
2019 Cochrane review of the evidence on financial incentives found that they are an
effective way of supporting pregnant women to quit smoking during pregnancy and
remain quit post-partum, with women receiving incentives more than twice as likely to
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quit compared to those in non-incentives groups.21 This has immediate impacts, with
evidence from Glasgow showing that women who quit smoking with the support of
incentives had an average of 145 grams increase in birth weight.22
15. Significantly, research has found that incentives are effective among heavier
smokers who are likely to be the most disadvantaged.23 This is supported by
evidence from a 2013 North West incentive scheme which specifically recruited
women who were: living with a smoker, living in an area of high smoking prevalence
or deprivation, had smoked throughout a previous pregnancy or were teenagers.
Results showed 69% of women receiving incentives were CO validated as quit after
4 weeks compared to 41% of those receiving standard support.24 Incentives are also
a highly cost effective intervention with an estimated return on investment of £4 for
every £1 invested.25
16. These interventions can also have an impact on women’s households with a range of
schemes including vouchers for a ‘significant other supporter’ (SoS) if women remain
quit post-partum. These SoS either have to be non-smokers or undertake a quit
attempt alongside the woman herself. Evidence suggests that women who engage
with the support of a SoS may be more successful at quitting and maintaining that
quit attempt compared to women not supported by an SoS.24
17. As part of their ‘Making Smoking History’ strategy,26 Greater Manchester has
implemented an evidence-based incentive scheme targeting disadvantaged
pregnant women alongside comprehensive implementation of NICE Guidance to
support more women to quit and remain smokefree post-partum. This scheme
includes both engagement of a SoS and continues with a post-partum incentive for
remaining smokefree. The decision to target the incentive scheme was intended to,
and is, accelerating the quit rate across GM and support improved abstinence postpartum. Ultimately this is having a positive impact on local SATOD rates.
18. Greater Manchester’s scheme is being evaluated by Stirling University with interim
results expected in late 2019. Initial trust results from localities such as Bolton are
very encouraging with the maternity unit maintaining an 84% quit rate among
pregnant women involved in the scheme over three quarters.
19. Using this evidence of best practice and local examples, the Government should
introduce a national incentives scheme focused on supporting women in high
prevalence communities.
Supporting families
20. Women’s environments have a crucial impact on their smoking. Women who live with
a smoker are six times more likely to smoke throughout their pregnancy and for those
who do manage to quit, women living with a smoker are more likely to relapse once
the baby is born.27 An estimated 20% of women are also exposed to secondhand
smoke in the home throughout pregnancy, leading to many of the same adverse birth
outcomes that are experienced by women who smoke.27 This makes engagement
with women’s families and households especially important.
21. National and local government and NHS organisations should seek to better engage
a wider group of health and care professionals in reducing rates of smoking in
pregnancy. This will require engagement from commissioners to maximise the
delivery of very brief advice (VBA) on smoking in pregnancy and ensure professional
groups such as Health Visitors are trained to have these conversations. This has the
potential to reduce exposure of pregnant women to secondhand smoke as well as
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supporting their quit attempts, and ensuring more children are growing-up in
smokefree homes. Further pilot programmes to increase the evidence on what works
on engaging families are also needed to address this major barrier to progress.
22. The commitment within the NHS Long Term Plan to a dedicated pathway of support
for pregnant women and their partners around smoking is especially welcome.
Evidence suggests that over three quarters of women who quit smoking during
pregnancy relapse post-partum.28 NHS England needs to consider extending the
pathway of support offered into the post-partum period to help prevent relapse after
birth.
2. Supporting smokers to quit: What ideas should the government consider to raise funds
for helping people stop smoking?
23. Tobacco is not like any other consumer product: it is lethal when used as intended.
Tobacco manufacturers are highly profitable and can and should be made to pay for
the cost of tobacco control.29 The Challenge Group endorses the proposal in the
Green Paper for a ‘polluter pays’ approach to funding tobacco control, using
legislative mechanisms set out in the Health Act 2006.
24. Making tobacco manufacturers pay a levy or licence fee to Government for measures
to help smokers quit and prevent young people from taking up smoking is supported
by 72% of adults in England with only 7% opposed.30
3. Eating a healthy diet: How can we do more to support mothers to breastfeed?
25. Prevalence of breastfeeding is lowest among young mothers and women from lower
socioeconomic groups who also have highest smoking rates. Women who have quit
smoking for at least a month are more likely to initiate breastfeeding.31 In addition,
women who quit smoking tend to continue breastfeeding for a longer period of time
than those who continue to smoke.32,33
26. Health professionals should therefore combine delivery smoking cessation and
relapse prevention advice with lactation counselling to maximise efforts to initiate and
maintain breastfeeding.34
4. Prevention in the NHS: Have you got examples or ideas for services or advice that could
be delivered by community pharmacies to promote health?
27. Research conducted by ASH shows that just over 40% of local authorities no longer
commission a universally accessible stop smoking service.35 While a number of
these areas that have closed their universal service have maintained some provision
for pregnant women, to reduce maternal smoking it’s important to ensure their
households and families can access support to quit.
28. To enable households to be smokefree and further protect children from exposure to
tobacco smoke, people living with pregnant women should be offered specialist
support to quit. Community pharmacies are currently well placed to provide this
support to family members and households, both protecting children and reducing
the likelihood that children will grow-up with smoking role models.
5. Value for money: How can we make better use of existing assets - across both the public
and private sectors - to promote the prevention agenda?
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29. There are multiple benefits to having a focus on reducing smoking among parents of
young children; it protects children from secondhand smoke and removes smoking
role models from the home reducing the likelihood of future smoking uptake among
children. It also increases the likelihood that women remain smokefree during future
pregnancies. Pregnancy and the first few months of a child’s life are a key
opportunity for behaviour change. It’s estimated that up to 76% of women who quit
when they are pregnant relapse after giving birth.28 Tackling this through the role of
health visitors and other professional groups could have wide-ranging benefits.
30. Exposure to secondhand smoke is a major cause of childhood illness costing the
NHS nearly £12 million a year.11 Professionals working across children’s services are
well placed to deliver very brief advice to families about quitting and the benefits of
keeping a smokefree home. Training on delivering very brief advice is available
online (eg from the National Centre for Smoking Cessation and Training36) and would
give professionals the skills they need to engage families in these conversations.
6. Local action: What more can we do to help local authorities and NHS bodies work well
together?
31. Collaboration between NHS organisations and local authorities is too often
dependent upon individuals and personal relationships. Embedding this collaboration
into service specifications and operational support for commissioners would ensure
that this engagement becomes a routine part of service delivery. All LMSs should
have a dedicated prevention lead part of whose role is to support this collaboration
across local areas with regard to smoking in pregnancy.
32. The NHS Long Term Plan commits to providing a pathway of stop smoking support
for pregnant women and their partners, in addition to the stop smoking services
commissioned by local authorities.37 NHS England must ensure that collaboration
between NHS and local authority commissioned support is considered in the
specifications for this pathway and that the expectations for what this service will look
like are clear.
33. To better enable this collaboration, local NHS and local authority public health teams
should consider what data sharing options can be put in place to ensure that when
women transition from NHS to local authority care their smoking status is known and
appropriate support can be provided. This can be especially relevant post-partum for
example, data sharing could ensure health visitors are aware of a woman’s smoking
status in advance of the new birth visit and are able prepare accordingly.
7. Sexual and reproductive health: What are the top 3 things you’d like to see covered in a
future strategy on sexual and reproductive health?
34. Research looking at the relationship between smoking and fertility has concluded that
tobacco use negatively affects every system involved in the reproductive process.38,39
35. Women who smoke take longer to conceive than women who do not smoke,40 and
smoking is linked to greater pregnancy complications, including higher rates of
ectopic pregnancies.41,42 There is evidence to suggest that smoking reduces the
success of fertility treatment,43 with studies of women undergoing assisted
reproductive treatment demonstrating a significant negative effect associated with
smoking.44,45,46 One study from the 1990s showed a 50% reduction in implantation
rate among smokers compared to women who had never smoked.47
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36. Men who smoke have a lower sperm count than non-smokers, and their semen
contains a higher proportion of malformed sperm.48,49,50 Mounting evidence shows a
significant association between smoking and male sexual impotence with the
association increasing with the number of cigarettes smoked per day.51,52,53,54,55
These impacts of smoking and smoke-exposure should be considered within any
sexual and reproductive health strategy.
37. Further, women who use the contraceptive pill who smoke are at risk of venous
thromboembolism and arterial thrombosis.56,57,58 It is therefore important that all
women who take the contraceptive pill be advised not to smoke. Reducing rates of
smoking among women of childbearing age will be an important step towards
decreasing rates of smoking during pregnancy and sexual and reproductive health
services can play an important role in this.
38. Where it is known that a woman is trying to conceive, health professionals and others
who have contact with her and her partner should identify smoking status, provide
very brief advice, and offer referral to stop smoking services.
8. Next steps: What other areas (in addition to those set out in this green paper) would you
like future government policy on prevention to cover?
39. The Challenge Group’s 2018 report: Review of the Challenge59 sets out further
recommendations for national action to reduce smoking in pregnancy.
40. In particular the Government should consider recommendations for:
• The Department of Health and Social Care to task the National Screening
Committee with including CO monitoring as part of its antenatal screening
programme.
• CCGs and local authorities alongside stop smoking services and NHS trusts
to ensure comprehensive implementation of the NICE guidance in relation to
training. All midwives, and other health professionals working with women
who smoke while pregnant, should have training on smoking cessation that is
appropriate to their role.
Age of Sale
41. Young mothers have the highest rates of smoking during pregnancy and are also
more likely to smoke throughout their pregnancy.15 A report by the US Institute of
Medicine strongly concluded that increasing the tobacco age to 21 would significantly
reduce the number of adolescents and young adults who start smoking; including
improving the health of young mothers who would be deterred from smoking as well
as health of their children.60 This could also impact the number of young mothers
exposed to secondhand smoke from partners and their peers.
42. Experimentation with tobacco smoking is rare after age 21. Two thirds of people who
experiment with tobacco go on to become regular smokers;61 but this shift to regular
smoking largely happens between 18 and 21. US data highlights that while less than
half of adult smokers (46%) become daily smokers before age 18, four out of five do
so before they turn 21.62
43. While smoking rates among young people have declined over the past decade, the
ratio of those starting before 18, compared to those starting between 18 and 21 has
changed, with more young people starting smoking between 18 and 21. Overall, from
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between 2007-2011 and 2014–2018 the proportion of young people trying smoking
between 18 and 21 compared to under 18 has increased from 30% to 35%.63
44. The previous increase in the age of sale for tobacco from 16 to 18 was associated
with reductions in regular smoking among young people and appeared similarly
effective across all socioeconomic groups.64
45. The Government should consider the evidence for raising the age of sale for tobacco
products to 21 as part of efforts to decrease smoking among young people, including
young mothers.
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