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Smoking in pregnancy and exposure of young children 
to smoke present significant long-term and short-term 

health hazards.'-4 Reduction of smoking during preg­
nancy has been associated with improved pregnancy 
outcomes.5-* Many women spontaneously reduce their 
cigarette smoking before and during pregnancy.942 Many 
smoking-cessation programs for pregnant women have 
reported a reduction in smoking frequency,6'713- '7 but not 
all,18 and one program reports an increase in infant birth- 
weights with reduced smoking.6-7 These programs, how­
ever, are usually limited to pregnancy care. Medical coun­
seling should avoid increasing the anxiety level of 
pregnant patients.19-23 Ideally, family physicians who see 
women and children frequently during prenatal, postnatal, 
and well-baby visits could successfully use a multivisit 
smoking-cessation program to encourage and support per­
manent smoking cessation.

The study described here was undertaken to discover 
the extent to which the authors’ family physician col­
leagues were already assessing their pregnant patients’ 
smoking habits using the existing antenatal protocol, On­
tario Antenatal Record I.24

METHODS

The study was conducted in a university-affiliated family 
practice teaching unit at Women’s College Hospital, Tor­
onto. The chart audit was made of the charts of all 150 
women giving birth during 13 consecutive months while 
under the obstetric care of 15 academic family physicians 
and their family practice residents. The audit was con­
ducted by a research assistant.

The Ontario Antenatal Record I is completed by the 
physician at the first formal antenatal visit as part of a full 
medical history and physical examination, usually within
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the first trimester of pregnancy. From these records, age 
and three standard items related to smoking were re­
corded: smoking status, the number of cigarettes smoked 
in a day, and whether any discussion of smoking oc­
curred. The patients whose record indicated a positive 
reply to the first smoking question were designated as 
smokers. A survey was conducted of 178 patients usings 
sample of convenience among pregnant and postpartum 
patients in the waiting rooms to see how many were 
receptive to an otfer of help to stop smoking from their 
family physicians. The survey has design limitations, as 
refusals were not documented.

RESULTS

Younger women were more often smokers: of teenagers 
aged 15 to 19 years, 8 out of 15 (53.3%) were smokers; of 
those aged 20 to 24 years, 12 of 38 (31.6%) were smokers; 
of those aged 25 to 29 years, 10 of 55 (18.2%) were 
smokers; of those aged 30 to 34 years, 6 of 30 (20.0%) 
were smokers; of those aged 35 to 39 years, 1 of 11 (9.1%) 
were smokers; and of those aged 40+ years, 1 of 1 
(100.0%) smoked. Younger women were also more often 
heavier smokers, ie, they smoked more than 20 cigarettes 
per day (Table 1). Current smoking status was noted in 
128 cases (85.3%). A discussion about smoking was re­
corded in 95 cases (63.3%). The incidence of smoking in 
this population was 25.3%, representing 38 smokers (as 
self-reported). Only 31 (81.6%) of the 38 smokers were 
asked the number of cigarettes they smoked per day, and 
physicians recorded discussing smoking with only 27 
(71.0%) of all identified smokers.

DISCUSSION

These results show that family physicians in the study 
inquired about smoking status in 85% of all pregnant 
patients. Given the known effects of smoking on birth- 
weight and other complications in pregnancy, this fre­
quency does not seem often enough. Monitoring of blood
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TABLE 1. ONTARIO ANTENATAL RECORD 1 AUDIT: 
PATIENT SMOKING RATES BY AMOUNT SMOKED (N =  150)

Age
Group
(years)

No. of 
Smokers

Amount Smoked* 
(cigarettes per day)

1-10 11-20
Not

20+ Recorded

15-19 8 — 4 2 2
20-24 12 1 4 5 2
25-29 10 1 2 4 3
30-34 6 3 1 2 0
35-39 1 — 1 — 0
40+ 1 — 1 — 0

Total 38 5 13 13 7

‘For identified sm okers.

pressure and carbohydrate intolerance in pregnancy is 
generally regarded as imperative, and obtaining smoking 
history and dose level (number of cigarettes per day) 
should also be considered essential. Only 82% of 38 iden­
tified smokers were asked about their level of cigarette 
use, and discussion of smoking was recorded in only 71%.

The data from this study show a prevalence of smoking 
and rates of cigarette use at various ages to be similar to 
those reported by Stewart and Dunkley12 elsewhere in 
Ontario at the first prenatal visit and similar to smoking 
among Canadian women in general.25 Ideally, health 
counseling discussions provide information on health 
risks, possibilities for acceptable management of risk be­
havior, and sympathetic, supportive exploration of social 
and emotional aspects of the smoking cessation.26'27 Fam­
ily physicians continue to do much of the prenatal care, 
routine deliveries, and well-baby visits in Canada, yet 
much of the Canadian data on smoking in pregnancy are 
derived from public health initiatives.12'16

This study looked at the actual practice of family phy­
sicians providing prenatal care. Patients do demonstrate a 
strong overall tendency to reduce cigarette use in 
pregnancy.9-12 Pregnancy may indeed provide a teachable 
moment when permanent changes in smoking behavior 
would be easier to initiate,16-28 as is seen after a major 
acute illness or heart attack. Pregnancy is not, however, a 
permanent state, and the postpartum period is difficult for 
many women,20 so further characterization of this time in 
women’s lives and the role of smoking or cessation re­
quires careful study. Self-reported smoking rates may be 
somewhat lower than actual rates as a result of the grow­
ing social bias against smoking, especially in pregnancy. 
The review of physicians’ records may also underestimate 
prevalence, since approximately 15% of the records 
lacked any indication of smoking status. Further studies 
using reliable biochemical indicators of smoking, such as 
serum cotidine,29 as part of prenatal blood screening could

be considered if effective smoking cessation programs are 
available.30-32

The waiting room survey showed that 55 (77.4%) of 71 
smokers changed their smoking behavior around preg­
nancy, and 37 smokers (52%) indicated that they were 
interested in obtaining the family physician’s help to quit 
or cut down. Although the research design in this study 
had obvious limitations, a significant number of these 
pregnant smokers did indicate an interest in receiving 
specific health counseling from their family physicians for 
smoking cessation in pregnancy and afterward, so per­
haps this area is worthy of further examination. Physi­
cians must be encouraged and trained in how to offer such 
advice effectively.33 Research has indicated that some 
pregnant smokers may not heed the physician’s 
advice.1819 The challenge is to create long-term programs 
that do not blame the victim but help her grow beyond her 
need for nicotine. Such successful programs might also 
then encourage family physicians to monitor carefully all 
pregnancies for smoking and actively intervene early dur­
ing the pregnancy with counseling aimed at permanent 
smoking cessation.
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