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Tackling smoking in pregnancy in Scotland: a policy summit 
 

 
Foreword 
 
This is the report of a policy summit on Tackling smoking in pregnancy in Scotland, which was 
held on 4th October 2012 in Edinburgh and chaired by Donald Henderson, Head of Public Health 
Division, Scottish Government. The summit was organised by ASH Scotland, the UK Centre for 
Tobacco Control Studies and the Promoting Cessation and Health Group of the Scottish Tobacco 
Control Alliance (STCA) with the support of the following partners: 
 

 Bliss Scotland 

 NHS Health Scotland 

 Partnership Action on Tobacco and Health (PATH) 

 Queen’s Nursing Institute Scotland 

 Royal College of Midwives 

 Scottish Care and Information on Miscarriage 

 Scottish Cot Death Trust 

 Stillbirth and Neonatal Death Charity (SANDS) 

 The Scottish Government 
 
 

Introduction 
 
Every year over 11,000 Scottish babies are affected by smoking in pregnancy.  
 
The smoking and pregnancy summit came about as a result of concerns expressed across the UK 
by tobacco control policy makers, managers and practitioners working to further reduce the 
prevalence of smoking in pregnancy. In particular, there was a desire to ensure that reducing 
maternal smoking prevalence and smoke exposure was recognised as the goal of the entire 
healthcare community, and not just the role of midwifery services. It was also recognised that it 
was important to support maternity services to implement the NICE guidelines on smoking and 
pregnancy which have been adopted in Scotland. 
  
A challenge event was held in London, earlier in 2012, to address these issues across England. 
Linda Bauld, Professor of Socio-Management, University of Stirling, UK Centre for Tobacco 
Control Studies; David Tappin Professor of Clinical Trials for Children, University of Glasgow; and 
Brian Pringle, Director at ASH Scotland and PATH; believed that the time was right to hold a 
similar event in Scotland, particularly as a draft Scottish tobacco control strategy was imminent. 
  
There has undoubtedly been success over the period 1995 to 2011, with a fall from 29% to 19.3% 
in the overall percentage of women who reported smoking at the time of their first antenatal 
booking. 
 
However, there is variation across Scotland in the support available to pregnant women to stop 
smoking. Furthermore, 30.6% of pregnant women in the most deprived categories smoke at 
booking, compared to 6.1% in the least deprived categories. There is a similar deprivation 
disparity in smoking at first visit by a health visitor1 – 29.3% compared to 5.3%. In addition there is 
possible unreported smoking in pregnancy of as much as 25%. (For further statistics and 
reference to prevalence details see the ASH Scotland website.) 
  

                                                 
1
 First visit by a health visitor is normally around two weeks after delivery. 

http://www.ashscotland.org.uk/information/key-topics/pregnancy.aspx
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In recognition of the continuing threat to the health of both mother and child resulting from 
continued smoke exposure, the Maternal Care Quality Improvement Collaborative (MCQIC) 
coordinated through the Scottish Patient Safety Programme has designed a programme to ensure 
a more consistent approach to reducing maternal smoking across Scotland.  
  
The summit planning group used this as a key to stimulate discussion amongst the summit 
delegates, who were drawn from across those agencies with a remit to support maternal and 
infant health. However the summit was not simply focused on improving the response of those 
working in neonatal care, but to the wider issues that lead to maternal health disparity, such as 
community sub-culture, access to good pre- and post-conception advice, lack of involvement by 
communities in provision of services and failure to utilise or support voluntary sector expertise.  
 
The objectives of the summit were to: 
 
1. Identify the key health and social issues affecting maternal smokers in Scotland 
2. Identify current relevant policy drivers and opportunities 
3. Raise awareness of recent research findings relevant to improving prevention and cessation 
4. Describe current and emerging service provision 
5. Identify key recommendations for action 
6. Generate a report describing further improvement in the provision of support for reduced 

smoking prevalence in pregnancy in Scotland 
 
The report is set out in four sections: 
 
1. Section 1 summarises the keynote presentations, which provide the context for the 

discussions that followed during the summit2. 
2. Section 2 summarises three case studies presented at the summit which provide practical 

examples of interventions to reduce smoking in pregnancy. 
3. Section 3 summarises, under four broad themes which emerged, the questions and answers 

following presentations, the plenary discussions and the content of the parallel discussions. 
4. Section 4 sets out practical and focused recommendations to reduce smoking in pregnancy.  
 
An ASH Scotland ‘Briefing Paper on Tobacco Use in Pregnancy’ was circulated to delegates prior 
to the summit and is available here.3    
 
 

1. Keynote presentations 
 

The new Tobacco Control Strategy being developed the Scottish Government was outlined by 
Andy Bruce, Head of Tobacco, Alcohol and Diet at the Scottish Government. The overall aim of 
the strategy will be to make Scotland smoke-free (defined as a smoking prevalence among the 
adult population of 5% or lower) by a certain date (yet to be determined). The four pillars of the 
strategy will be:  

 Inequalities – all actions will address inequalities, in recognition that around one in ten adults 
living in the 10% least deprived areas of Scotland smoke, compared to 40% in the most 
deprived areas. 

 Prevention – with a particular focus on young people 

 Protection – including support to create smoke-free homes and reduce exposure to second 
hand smoke 

 Cessation – with the aim of increasing uptake of services and improving outcomes. 
 

                                                 
2
 Keynote slide presentations available here: http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-

policy-summit.aspx   
3
 http://www.ashscotland.org.uk/information/key-topics/pregnancy.aspx  

http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx
http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx
http://www.ashscotland.org.uk/information/key-topics/pregnancy.aspx
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The impact of maternal smoking and smoke exposure in Scotland was described by David 
Tappin, Professor of Clinical Trials for Children, University of Glasgow. Adverse effects of smoke 
exposure during pregnancy include:  
 

 an increased risk of several pregnancy complications 

 low birth weight 

 stillbirth 

 sudden infant death 

 diabetes, asthma and attention deficit disorder in the child.  
 
Twenty infant deaths a year in Scotland are directly attributable to smoking in pregnancy and 
many other complications have a dose-response relationship to tobacco.  
 
In absolute numbers, the largest proportion of pregnant smokers are in the 20-24 age group, but 
pregnant under-20s have a higher smoking prevalence. There is a strong correlation between 
smoking in pregnancy and deprivation as measured by Scottish Index of Multiple Deprivation 
(SIMD) scores. As 70% of women in Scotland have at least one child, pregnancy provides a 
unique opportunity to reach women who are smoking and support them to quit before their health 
and that of their child is permanently compromised.  
 
Evidence of what works in the provision of cessation support to pregnant women was 
presented by Linda Bauld, Professor of Socio-Management, University of Stirling. The priorities for 
cessation interventions are to:  
 

 identify pregnant women who smoke 

 refer them to appropriate cessation services 

 treat with behavioural support and pharmacotherapy 
 
There is NICE guidance on these and other elements of smoking cessation in pregnancy4 and this 
is summarised in the national guidelines for smoking cessation services in Scotland5. However, 
guidance is not applied consistently across Scotland.  
 
Midwives have a central role (though not the only one) in the identification of pregnant smokers. 
Evidence shows that not all women are truthful when asked about their smoking and that 
screening should include recent quitters as well as other household members. Smokers should be 
identified as early as possible in pregnancy and routine carbon monoxide (CO) testing should use 
a cut-off point of 4parts per million. Smoking cessation services need to make considerable efforts 
to engage with women as, even following referral, many will be reluctant to use services.   
 
Although abstinence in early pregnancy has the most benefit to the fetus, quitting at any point 
during pregnancy is beneficial. Psychosocial interventions - including counselling, health 
education, incentives and peer or social support –  have been found to be effective. However, 
there is limited evidence as yet of the efficacy of pharmacotherapy. Bupropion and varenicline are 
not licensed for use in pregnancy.  There is, as yet, no clear evidence on the safety or efficacy of 
nicotine replacement therapy (NRT) in pregnancy. Use of NRT should, therefore, be a clinical 
judgement, weighing up the risks of continued smoking and depending on levels of nicotine 
dependence. As fewer than 10% of pregnant smokers access smoking cessation services, wider 
tobacco control interventions have a significant role to play in driving down overall smoking rates 
among women of childbearing age. 
 
An important context for the drive to reduce smoking in pregnancy is the work of the Maternal 
Care Quality Improvement Collaborative (MCQIC).  Ros Gray, Head of Safety in Healthcare, 

                                                 
4
 http://guidance.nice.org.uk/PH26  

5
 http://www.healthscotland.com/documents/4661.aspx  

http://guidance.nice.org.uk/PH26
http://www.healthscotland.com/documents/4661.aspx
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Scottish Patient Safety Programme, described how this programme is working to ensure a more 
consistent approach to reducing maternal smoking across Scotland. The aim is to improve 
outcomes, and reduce inequalities in outcomes, by providing a safe and high quality care 
experience across maternity care settings. In the case of pregnant smokers, the collaborative aims 
to: 
 

 offer all women CO monitoring at booking 

 to refer 90% of those with raised CO levels or who are smokers to smoking cessation 
services  

 provide a tailored package of care to all women who continue to smoke during pregnancy.  
 
The improvement programme uses the Plan, Do, Study, Act (PDSA) cycle to test and deliver 
improvement. 
 
 

2. Case studies 
 
Three case studies were presented to illustrate different interventions in smoking cessation and 
support6. 
 

Smoking cessation provision in NHS Greater Glasgow and Clyde: the case for carbon 
monoxide testing at antenatal booking and automatic referral to cessation advice. 
Presented by Brenda Friel, Health Improvement Senior (Tobacco), NHSGGC 
 
NHSGGC has achieved 97% CO testing at antenatal booking in each of the past four 
months. This was an increase from 79% in 2010/11 and 92% overall in 2011/12. Key factors 
in the increase had been setting a target, support from senior managers, a mandatory 
requirement to test, the presence of the testing service within antenatal clinics and the 
introduction of electronic records and referrals.   
 
Out of 14,282 antenatal bookers in 2011/12, 2,521 were referred to the pregnancy smoking 
cessation service and 297 had quit smoking at 4 weeks (including 62% of those in the 40% 
most deprived areas). 1,665 were contacted by telephone and offered help to stop smoking. 
This required in excess of 3,500 telephone calls by the Smokefree Pregnancy Service 
Advisors, who aim to prevent opt-out. The cost of CO monitors currently used by midwives in 
the booking clinic across Greater Glasgow and Clyde was around £25,000. This cost may be 
less in other areas.  
 
Challenges included the additional work for midwives, barriers in raising the issue of 
smoking, CO testing of non-smokers, not having robust referral pathways in place, 
information governance and automatic referral. These challenges can be addressed by good 
communication, training and robust systems and procedures. 
 

 

                                                 
6
 Case study presentations are available here: http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-

policy-summit.aspx  

http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx
http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx
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Scottish Cot Death Trust: helping the community to help itself.  
Presented by Lynda Bathgate, Community Services Nurse, SCDT 
 
The sudden unexpected death of an infant takes place every nine days in Scotland. The 
Scottish Cot Death Trust plays a role in research, prevention and supporting affected 
families. It is currently piloting the ‘Next Infant Support Programme’ (NISP) which provides 
support to parents who are pregnant again after experiencing a sudden infant death. Helping 
them to quit or cut smoking is one of the issues which require support.  
 
Lynda described the experience of one couple who had taken part in the programme, 
explaining that due to the overwhelming grief they suffered, it was very hard to give up 
smoking. However, the couple were aware that smoking had been a contributory factor in 
their child’s death. Through support from NISP, they managed to cut their smoking down 
from 16 cigarettes a day to one a day, outside the home. Important factors to the couple 
were: being ready for support, setting a quit date, using NRT, linking with the specialist 
smoking cessation service and having a “very good health visitor and pharmacy”.  
 
Another programme has been piloted by the Scottish Cot Death Trust in Edinburgh and 
developed in response to higher sudden infant death rates in deprived areas. It is based on a 
New Zealand model - 6 plus 1 - which has three elements: peer education, ‘pass it on’ and 
facts for life. In Edinburgh a facilitator worked with groups of eight people who were taught 
three simple key messages about safe infant sleeping: (i) face up, (ii) face clear and (iii) safe 
place to sleep. Evidence so far suggests that the ripple effect is working to spread the 
messages to vulnerable groups. A similar intervention covering reduced exposure of infants 
to second hand smoke could be formulated and would have the advantage of making health 
information more accessible without excessive reliance on health professionals.  
 

Give it up for baby: A novel approach that makes full use of the cessation guidelines. 
Presented by Paul Ballard, Deputy Director of Public Health  and Andrew Radley, 
Public Health Pharmacist, NHS Tayside 
 
‘Give it up for baby’ is a smoking cessation scheme in Tayside which provides a financial 
incentive to pregnant women to stop smoking. Deprivation is a key driver for smoking in 
pregnancy and local qualitative research showed that a voucher for groceries would be a 
good motivator for women to quit. Cochrane Review evidence had shown an increase in 
smoking cessation from 6% to 21% at two months post-partum with a financial incentive plus 
social support.  
 
The Tayside scheme involves CO monitoring at booking, referral of smokers to a specialist 
cessation service or community pharmacy, weekly visits to a pharmacy for monitoring, and 
payment of a weekly £12.50 Asda voucher for those who are smoke-free, up to 12 weeks. 
Although it received negative press coverage, in 2011 the Tayside scheme reached 1,000 
women, achieved 39% quit attempts and 15% four-week quit rates (the highest for any 
health board in Scotland). However, there are still over 60% of pregnant smokers who are 
not engaging with the scheme and the next challenge is to find ways of reaching them.  
 
Research by Christakis and Fowler7 showed that half of successful quitters were in kinship 
or friendship groups and suggests that social networks and families may offer a new focus 
for intervention. 
 

                                                 
7
 The Collective Dynamics of Smoking in a Large Social Network, Nicholas A Christakis and James H Fowler. New England Journal of Medicine 

2008; 358:2249-58 
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3. Discussion 
 

The discussions at the summit, in both plenary sessions and small groups, have been summarised 
under six overarching themes:  
 
1. Prevention 
2. Approach: harm reduction or abstinence 
3. The care pathway – identification, referral and engagement  
4. Awareness raising, education and training 
5. Smoke-free homes, cars and families 
6. Co-production 
 
Theme 1: Prevention  
 

 There was discussion about the need to reach women before conception – this is more 
difficult now that many young women have three year contraceptive implants, rather than 
regular injections or the contraceptive pill, so health professionals see young women less 
often.  

 There is a prevention role for all practitioners, not just health professionals, e.g. youth 
workers, parenting support practitioners etc. Reference was made to the scope for smoking 
prevention work as part of the Scottish Government’s parenting strategy. 

 There is a need to recognise that many women do quit immediately before getting pregnant 
or very soon after discovering that they are pregnant, so quit rates appear lower during 
pregnancy than they are in reality.  

 NICE is currently producing guidance on two relevant topics: tobacco harm reduction for the 
general population which will include how to help people cut down before quitting and with 
temporary abstinence; and smoking cessation in acute and maternity services which will 
provide more detail on how midwives and others can support women to quit and to reduce 
exposure to second-hand smoke. 

 
Theme 2: Approach: harm reduction or abstinence 
 

 The overall approach to smoking cessation was discussed – should it be harm reduction or 
complete abstinence?  

 Evidence shows that reducing smoking can have some benefits, but quitting is better. 
However, evidence on the benefits of smoking reduction is from the general population and 
not pregnant women. Reduction is therefore best seen as a stepping stone to quitting.  

 In practice, maternity services and smoking cessation services should continue to promote 
abstinence for pregnant women. However, they should also recognise and praise steps 
towards abstinence, including cutting down over a very short period (i.e. a few weeks) before 
quitting.  

 
Theme 3: The care pathway – identification, referral and engagement 
 

 The NICE guidance provides a clear care pathway from identification to referral and 
treatment. Despite the key elements of this guidance being summarised in the Scottish 
Smoking Cessation Guidelines, they are not consistently implemented by Health Boards. 

 The MCQIC framework, to be introduced from January 2013, will require the NHS across 
Scotland to ensure that all women are asked about smoking status at booking, that 90% of 
these women have their smoking status validated by exhaled CO testing and that identified 
smokers are referred to smoking cessation services 

 It is important for midwives to recognise that the first interaction with a pregnant woman is 
pivotal from a risk management perspective. A good brief intervention is vital at this stage.  
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 Every subsequent contact (e.g. at ultrasound scanning) should also be used as an 
opportunity for intervention. Research and experience has shown that contact by mobile 
phone, including the use of text messages, can be effective. 

 In identifying smokers, talking about carbon monoxide levels rather than smoking may be 
less value-laden and therefore more productive (similarly, there has been a shift from talking 
about breast-feeding to infant feeding). 

 There were some fears that midwives are being bombarded with information to pass to 
pregnant women and that they are reluctant to ‘hector mothers’. These issues are best 
addressed through training. The NICE guidelines prompt midwives to test, question and refer 
and leave the rest to specialist smoking cessation services. 

 It is crucial for midwives to see the benefits of having an infrastructure in place so that they 
know how to get referrals into the system, recorded and passed on. Electronic systems had 
greatly increased referrals in NHSGGC. 

 There was some discussion about follow-up calls after referral and issues of confidentiality 
and consent but some felt these were red herrings and that the focus should be on evidence-
based practice (as reflected in the NICE guidance). 

 Improving use of the care pathway could be achieved through better marketing, targeting 
resources, providing good training, improving communication and resolving issues of consent 
and confidentiality. 

 Where there are good levels of referrals into services but high drop-out, there is a need to go 
back to the referrer to know and understand particular issues for the individual referred. 

 
Theme 4:  Awareness raising, education and training 
 

 Each contact with a pregnant woman presents a ‘teachable moment’. These opportunities 
should be used by all practitioners (across health and other services) to give simple, 
consistent messages to pregnant women about the risks of smoking.  

 There are perceptions that training is too basic for some health professionals, therefore 
different training levels and content should be developed for different professional groups. 

 Some midwives are said to lack detailed knowledge about the full spectrum of dangers of 
smoking in pregnancy (beyond low birth weight). It was also said that midwives are reluctant 
or lack confidence to talk about some of the dangers, e.g. cot death. It was reported that 
there has not been a consistent investment in midwives’ understanding, skills and confidence 
to address smoking and that these issues should be addressed through training.  

 Although PATH provides training on Raising the Issue of Smoking in Pregnancy across 
Scotland, there is not optimal awareness of this. More information can be found here8.   

 Although training is recognised as important, there can be difficulties in releasing staff. There 
should be a more systematic approach to encouraging the take-up of training. 

 Training on tobacco and its effects in pregnancy and early years should be included in all 
health professionals’ undergraduate training, along with brief advice training and treatment 
options available. 

 Training should be open to all health professionals, allied health professionals and other 
practitioners involved with families, including those from third sector organisations. 

 Training on key messages and brief interventions should be part of the induction for all staff.  
 

                                                 
8 http://www.ashscotland.org.uk/ash/6749 

 

http://www.ashscotland.org.uk/ash/6749
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Theme 5: Smoke-free homes, cars and families 
 
The conclusion from discussions was that a multi-method approach was needed to reduce 
exposure to second-hand smoke in homes, cars and within families. 
 
This approach should include:  

 Strong policy leadership 

 Social marketing and mass media campaigns 

 Role models and champions for children – e.g. through TV programmes, storylines about cot 
death, smoking-related illness and smoking cessation. The example was given of the book 
Jenny and the Bear9  

 Legislation on smoke free cars – to ban smoking if transporting under 16s 

 Developing the role of children as advocates, for example, through working with schools  

 Engaging with people to shift social norms  

 Working with families to change whole family beliefs and behaviours – there is evidence that 
grandparents are trying to quit if looking after grandchildren  and sons/daughters insist 

 Avoiding confusing messages, for example giving unwarranted prominence to the negligible 
danger of third-hand smoke instead of emphasising the need to reduce second-hand smoke 
exposure10. 

 
Theme 6: Co-production 
 

 The need to address inequalities in smoking behaviour and to improve outcomes in smoking 
cessation requires different approaches, including involving individuals, families and 
communities in reducing smoking. 

 A co-production approach involves planners, practitioners and communities in assessing 
needs, mapping assets, agreeing outcome targets, planning allocation of resources, 
designing and delivering services and monitoring and evaluation. A series of briefing papers 
on co-production and asset based approaches are available here11. The co-production 
approach recognises the strengths and assets of individuals and communities and involves a 
more reciprocal relationship with services. 

 There are some good examples of the co-production approach, including Healthy Valleys in 
Lanarkshire12 and the Perth and Kinross Healthy Communities Collaborative13. 

 
There was wide-ranging discussion related to the co-production approach, so it is summarised 
under the following themes: individuals, family and kinship groups; communities: NHS culture and 
approach; partnership working; and research and testing. 
 
Individuals, families and kinship groups  

 Although one-to-one approaches in smoking cessation (including incentive schemes) have 
been successful for some, many people are or not engaging with, or are dropping out of, 
services. There is a need to build on these approaches by working with families and 
community groups to increase engagement. 

 It was reported at the summit that many women bring a family member, friend or partner to 
first booking, and this might provide an opportunity to engage more widely with the family. 

 A kinship approach tested in Liverpool was referred to. It was found that many women did not 
have good social networks and substitute (health professional) buddies had to be provided. 
The lack of good social networks can have an impact on many areas of life, including health. 

                                                 
9
 See http://www.roycastle.org/how-we-can-help/Prevention/Jenny-And-The-Bear-Book 

10
 See  http://www.ashscotland.org.uk/media/3942/Thirdhandsmoke.pdf  

11
 See http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx  

12
 See http://www.healthyvalleys.org.uk/ 

13
 See http://www.coproductionscotland.org.uk/resources/case-studies/co-production-in-community-led-health/ 

http://www.roycastle.org/how-we-can-help/Prevention/Jenny-And-The-Bear-Book
http://www.ashscotland.org.uk/media/3942/Thirdhandsmoke.pdf
http://www.ashscotland.org.uk/alliances/stca-meetings-and-events/tacking-smoking-in-pregnancy-a-policy-summit.aspx
http://www.healthyvalleys.org.uk/
http://www.coproductionscotland.org.uk/resources/case-studies/co-production-in-community-led-health/
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 People’s health literacy can also be poor and this can prevent good engagement, so work 
needs to be done to improve it. 

 The aim of a co-production approach should be to understand people concerns, motivations 
and relationships better and respond to their precise circumstances. 

 The Scottish Cot Death Trust has seen, in the NISP programme, how the ripple effect of 
quitting or reducing smoking can spread in families. Small organisations like this can test out 
models and provide exemplars to others. 

 
Communities 

 Engaging with communities is crucial – the approach should be to talk with communities, not 
down to them. 

 Consultation approaches can be developed in conjunction with local community planning 
partnerships and health councils. 

 The idea of community champions needs testing. Community champions could be identified 
by finding out who are key influencers in communities. 

 The approach to working with communities should include asset mapping (for example, using 
participatory appraisal), investigating needs, providing training and support for staff, and 
service re-design and delivery in response to identified needs. 

 It is important to understand that smoking cessation may not be a top priority for 
communities/individuals, and that other issues, such as safety concerns, may prevent 
engagement. 

 
NHS culture and approach 

 The NHS traditionally focuses on health deficits and problems. An asset-based approach 
recognises individual and community strengths and assets and aims to build on these. 

 This requires a big culture change to work in a reciprocal relationship with individuals, 
families and communities and to re-think the mind-set of the NHS as experts.  

 Shifting the balance of power is hard and requires training and empowerment of staff. 

 It should be noted that it is services that are ‘hard to reach’, not people. 
 
Working in partnership 

 There is a lot to be learned from voluntary sector approaches to working in and with 
communities. Also, in relation to smoking cessation, there is much to be learned from 
community-based addictions services. 

 There is a need for voluntary and statutory sectors to work in partnership – smoking 
cessation is a key area for partnership working. 

 Family nurse partnerships have a focus on teenage mothers and there is evidence they are 
building good relationships with the extended family. This might be a model which could be 
used in smoking cessation in pregnancy. 

 
Research and evaluation 

 There is a need for different insights and approaches to be tested and used as exemplars. 
The Improvement Service library has examples of co-production in action.14  

 More qualitative research is needed to better understand why pregnant women continue to 
smoke when they know the risks, what values drive their behaviour and why they say they 
want to quit when they don’t. 

 
 

                                                 
14

  See www.improvementservice.org.uk 

http://www.improvementservice.org.uk/
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4. Recommendations 
 
Every year over 11,000 Scottish babies are affected by smoking in pregnancy. The 
recommendations from this summit on tackling smoking in pregnancy in Scotland are as follows. 
 
 
1. Facilitating more pregnant women to stop smoking is essential to improving maternal and 

infant health and safety. The Scottish Government national strategy on tobacco control 
should make a strong commitment to prevention of smoking harm during pregnancy and 
early years through all organisations working with children and families. 

 
2. The NICE guidance on smoking cessation in pregnancy and its summary in the Scottish 

Smoking Cessation Guidelines provides a clear care pathway for smoking cessation in 
pregnancy, but the guidance is not being implemented consistently or comprehensively 
across Scotland. Recent guidance from the Quality Improvement Collaborative will ensure 
adherence to some aspects of the SSCG but all maternity services in Scotland should 
commit resources, develop systems and provide training to ensure the guidance is fully 
implemented. 

 
3. The approach to smoking in pregnancy should promote abstinence as the desired outcome 

but with recognition that, in practice, some women may find stopping in one step difficult. 
Services should, therefore, be flexible and respond to the needs of different women.  

 
4. Training is essential to equip all practitioners working with families to play their part in 

preventing smoking before, during and beyond pregnancy. Systems should be put in place to 
ensure that staff are able to be released for and access training so that take-up is maximised. 
To facilitate this, there is a need for flexibility in terms of delivery methods and time 
requirements including:  

 
a) A range of learning opportunities should be available to address the requirements of the 

many different audiences, in recognition that different types and levels of practitioners 
require different depths of knowledge about tobacco and smoking. 

 
b) All caring professions should have smoking prevention and cessation as part of their 

undergraduate training or during their initial induction to a post.  Within the NHS, this 
approach is supported by CEL01 which requires staff to be made aware of their role in a 
health promoting health service. 

 
c) Tools should be developed to help staff to embed raising the issue of smoking within 

their practice, for example, through the provision of scripts. This will support a set of 
consistent messages which a practitioner, as appropriate to their role, can pass on at 
every teachable moment. 

 
d) In-depth specialist training for key practitioners working with women during their 

pregnancy should be made available. 
 

5. To reduce exposure to second-hand smoke in homes and cars, the national strategy should 
recognise a multi-method approach including engagement with children, families and 
communities and clear, consistent messages delivered in a variety of formats. 

 
6. A co-production approach offers the potential for improving take-up of smoking cessation 

through working in a participatory way with families and communities. There is a need for 
further learning, research and testing of co-production approaches to smoking cessation in 
pregnancy. 
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7. The national tobacco strategy should facilitate partnership working between statutory, 

voluntary and community organisations and groups, to ensure effective action in preventing 
and reducing smoking and tobacco use in pregnancy.  

        
8. It is important that the new Scottish Government strategy has targets to reduce smoking in 

pregnancy and that these have an inequalities element. These targets should be both 
prevalence-based and intervention-based. It is important that the latter are developed with 
key stakeholders and service providers and that they support the development of co-
production and asset based approaches 
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