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ASH & the Smoking and Pregnancy Challenge Group webinar: Getting back on track 
after COVID-19 (May 2021) 
 
Q&A responses 
 
This document addresses questions raised during the ASH/Challenge Group webinar ‘Getting 
back on track after COVID-19’. A recording of the session is available here. The responses 
have been provided by: 

• John Waldon, Senior Policy and Public Affairs Officer, ASH 

• Martyn Willmore, Tobacco Control Senior Programme Manager, PHE  

• Dr Misha Moore, National Specialty Advisor for Obstetrics (Public Health) NHS 
England and NHS Improvement     

• Jane Coyne, Strategic Lead for the Making Smoking History and Smokefree 
Pregnancy Programmes, GMH&SCP 

• Janette Beer, & Natalie Wood, UHD Royal Bournemouth Hospital  

Should Specialist Stop Smoking Service restart CO monitoring and re-introduce Face 

to Face interventions?  

NHSE, PHE and the NCSCT have recommended that CO monitoring can resume at local 

stop smoking service appointments and antenatal appointments, in line with Government 

COVID-19 guidance. This is in line with the resumption of other public health interventions, 

including drug and alcohol support and treatment by community healthcare providers.  

Any decision by service providers to resume face-to-face provision and CO monitoring should 

be considered alongside local coronavirus restrictions, as well as operational practicalities 

within the service. Remote behavioural support remains a practical option for continuity of stop 

smoking provision, where services consider that this remains the best local option. 

Resources and guidance to support the reintroduction of CO monitoring and face-to-face stop 

smoking support are linked below: 

• NCSCT: COVID-19: Face-to-face consultations and CO monitoring  

• e-LfH: e-learning for maternity professionals on reintroducing CO Testing 

• NCSCT: Remote consultation guidance 

• NCSCT: Standard Treatment Programme for Pregnant Women 

What is the standard risk assessment for CO monitoring? 

A risk assessment must demonstrate that the infection prevention and control (IPC) conditions 

for carrying out CO monitoring can be met. The RCM has provided guidance on carrying out 

CO monitoring risk assessments which includes: 

• Consider the size of the space and access to fresh air, through open windows/doors. 
Assess the extent to which air is flowing or re-circulating. 

• Measure 2 metres, allowing this distance to be kept between midwife and woman as 
she undertakes the CO test. The woman should face away from the midwife while 
blowing into the machine and should fit and dispose of the mouthpiece herself. 

• Decide whether these conditions can be met. 

• Record findings according to local protocol. 

• Report findings to the Head of Midwifery. 

• NOTE: CO monitoring is not classed as an Aerosol Generating Procedure (AGP) 
and so does not require a FFP3 filtration mask for the adviser undertaking the test. 

https://youtu.be/lkVyHeDC524
https://www.ncsct.co.uk/publication_COVID-19_18.11.20.php
https://portal.e-lfh.org.uk/Component/Details/679733
https://www.ncsct.co.uk/publication_Remote_consultations.php
https://www.ncsct.co.uk/publication_ncsct_stp_pw.php
https://www.rcm.org.uk/media/4661/clinical-briefing-carbon-monoxide-monitoring.pdf
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The e-learning for health module also provides a checklist of things to consider when 

reintroducing CO monitoring under the “supporting a smokefree pregnancy” heading. 

Does CO monitoring need to continue to be ‘COVID safe’ beyond stage 4 of the 

Government’s lockdown roadmap? 

Even as lockdown begins to lift in the UK, it is more important than ever to take precautions to 

stay safe and prevent new outbreaks of COVID-19. It is advisable to follow national guidance, 

adhere to your monitor manufacturer’s latest advice on the safe use of products, and use 

relevant Personal Protection Equipment (PPE) in relation to COVID-19 guidance. 

With CoC Model being the default model for 100% of those pregnant by 2023, how do 

you propose we tackle those midwives who say they would rather leave than work this 

way? 

Continuity of Carer (CoC) is being implemented across England through the Maternity 

Transformation Programme. NHS England recognises that features of the midwife-led CoC 

during the prenatal, intrapartum, and postnatal periods, such as increased on-call hours, 

insufficient staffing levels, and work-life balance issues, may have a detrimental impact on 

midwives.  

As a result, NHS England in the Maternity Workforce Strategy states: “We recognise the need 

to ensure any changes in demand are managed effectively. We will work with local maternity 

systems to ensure supporting programmes are in place, as well as access and funding.” 

Involving midwives in the development of the CoC model is likely to result in greater 

willingness to work within it. The benefits of the CoC model should be emphasised to 

midwives. A Cochrane Review found that women who get midwifery-led continuity of care are 

16% less likely to lose their baby, 19% less likely to lose their baby before 24 weeks and 24% 

less likely to experience pre-term birth. 

In a 2019 survey of 432 staff across 8 LMS, midwives reported higher job satisfaction due 

to the better relationships with the women they care for and the higher standard of care they 

feel able to provide.  These are some of the steps that could help in supporting upskilling. 

Can we please know the contact details of the PHE Long Term Plan regional leads who 

will help with the rollout of the smoking in pregnancy services? 

The contact details are: 

• East of England – Claire Parker, Claire.Parker2@phe.gov.uk  

• London – Alanna Molloy, Alanna.Molloy@phe.gov.uk  

• Midlands – James Gillies, James.Gillies@phe.gov.uk  

• North East and Yorkshire – Joanna Feeney, Joanna.Feeney@phe.gov.uk  

• North West – Rachel Swindells, Rachel.Swindells@phe.gov.uk  

• South East – Naseem Mushtaq, Naseem.Mushtaq@phe.gov.uk  

• South West – Natalie Sims, Natalie.sims@phe.gov.uk  

 

 

https://portal.e-lfh.org.uk/Component/Details/679733
https://www.hee.nhs.uk/sites/default/files/documents/MWS_ExecSummary_Web.pdf
https://www.cochrane.org/CD004667/PREG_midwife-led-continuity-models-care-compared-other-models-care-women-during-pregnancy-birth-and-early
file:///C:/Users/Efe%20Mamuzo/Documents/SiP%20event%20JDB%20120521.pdf
mailto:Claire.Parker2@phe.gov.uk
mailto:Alanna.Molloy@phe.gov.uk
mailto:James.Gillies@phe.gov.uk
mailto:Joanna.Feeney@phe.gov.uk
mailto:Rachel.Swindells@phe.gov.uk
mailto:Naseem.Mushtaq@phe.gov.uk
mailto:Natalie.sims@phe.gov.uk
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What are the early implementor sites for the smoking components of the Long Term 

Plan? 

The early implementer sites are listed below: 

Region Site Type 

North West Greater Manchester – 

Smoking in Pregnancy 

Programme 

Incentives 

Greater Manchester – 

CURE Programme 

Acute  

Blackpool NHS FT Maternity 

Yorks & Humber South Yorkshire and 

Bassetlaw ICS 

Mental Health 

Midlands Nottingham and 

Nottinghamshire LMNS 

Maternity 

East of England Great Yarmouth – James 

Paget NHS FT 

Acute 

South West BNSSG LMNS Maternity 

London Kings College & Guys and 

St Thomas’ Hospitals 

Acute 

East London Foundation 

Trust 

Mental Health 

 

Are there any national plans to support the data collection or reporting of implementing 

the LTP? 

We are establishing a national data collection process for the LTP, including maternity data 

for women receiving tobacco dependence treatment. This is being worked up and tested with 

the current early implementer sites. The next few months will be worked up into a formal 

collection process so that sites already delivering support or are rolling services out as part of 

the LTP will be able to submit data. 

 

Misha mentioned some evidence that women need to quit before 15 weeks for best 

results to reverse risks of smoking - could we have the reference for this evidence, 

please? 

 

The study was conducted in New Zealand and Australia. Findings from the study showed that 

the incidence of spontaneous preterm birth and small for gestational age infants were not 

different from women who quit smoking before 15 weeks of pregnancy and non-smokers, 

indicating that these severe adverse effects of smoking may be reversible if smoking is 

stopped early in pregnancy. 

 

The study can be accessed here: https://www.bmj.com/content/bmj/338/bmj.b1081.full.pdf. 

 

 

https://www.bmj.com/content/bmj/338/bmj.b1081.full.pdf
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Has there been any progression in amending legislation so that Maternity Support 

Worker’s (MSW) can provide NRT direct supply?  

 

We are not aware of any change in legislation, but work is planned to explore this area further. 

  

Can we get a top-down response as to why smoking and pregnancy training is still not 

mandated with recommended quality standards (such as minimum time allowed) for 

midwives and other maternity care providers? 

 

In collaboration with national maternity partner organisations, including the Royal Colleges, 

HSIB, NMC and NHS Resolution, the Maternity Transformation Programme has led on the 

development of a Core Competency Framework to address known variation in training and 

competency assessment and ensure that every maternity and neonatal service includes 

training addressing significant areas of harm as a minimum core requirement. Core 

requirements must include training in many areas, including Saving Babies’ Lives Care 

Bundle V2 - Smokefree pregnancy as a ‘minimum requirement’. The Core Competency 

Curriculum is already rolled out across the maternity system as part of the Ockendon response 

and is in Safety Action 8 of the CNST Maternity Incentive Scheme. 

 

What defines a vulnerable woman in the University Hospitals Dorset (UHD) project? 

The UHD project describes vulnerable pregnant smokers as women with: 

o mental health illnesses 
o drug and alcohol addictions  
o safeguarding concerns  
o under the age of 16 years. 
 

Did Natalie and Janette provide behavioural support only, or did their roles encompass 
the women/families other needs such as PMH listening?  Were they flexible around 
when they undertook visits (i.e., meeting the requests/needs of women), or was it as 
per the protocol only? 

 
During smoking cessations consultations, Natalie liaised primarily with the women recruited to 

the pilot to discuss their smoking cessation behaviours and their requirements for nicotine 

replacement therapy.  But if other issues arose during those discussions - then Natalie had 

the ability to offer support and, as necessary, refer the woman to the midwives in the 

vulnerable women's team, of which Natalie was part. 

Regarding meeting the needs of the women: Early in the pilot, Natalie decided to allocate 

certain days/times for her smoking cessation role, e.g., to review referrals for potential pilot 

participants/ make visits/ arrange supplies of NRT/ review progress of women and as 

necessary initiate contact or respond to requests for support.   

This enabled Natalie to focus on smoking cessation - however, where necessary, Natalie was 

very flexible in terms of times/location of visits to meet the needs of each woman.  This proved 

important in maintaining the engagement of the women in the trial. 
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How does the Greater Manchester model link in with local authority-funded stop 

smoking services, and how is the data shared so that the in-house data collection can 

be included with the regional quarterly DoH reports? 

The local authority stop smoking services remains supporting those family members who may 

be choosing to quit alongside the pregnant woman. Regarding the data, in GM, some of our 

localities there do not submit to NHS digital – for those who do there are local arrangements 

in place to share data from maternity services that can be reported to NHS digital. Although I 

feel this is something that requires exploring nationally. Current reporting procedures are 

confusing if maternity services deliver services but the quits are reported by the local authority. 

 

Is the data system used by GM able to be shared / purchased by other areas? 

Yes, the data system is available for purchase by other areas. Please find the email contact 

for our provider Objectivity, Nigel Lomas, Public sector Lead nlomas@objectivity.co.uk. 

 

 

mailto:nlomas@objectivity.co.uk

