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CATEGORY: BEST PRACTICE 

Smoking and pregnancy

Objectives: To provide advice on the management 
of cessation of smoking in pregnancy. 

Outcomes: To improve outcomes of those women 
attempting to cease smoking in pregnancy.  

Target audience: All health practitioners providing 
maternity care. 

Evidence: Cochrane Library, Medline and Pubmed 
were enc med e er nP  p di
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1. Plain language summary 
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3. Introduction 

Smoking during pregnancy is a common and preventable cause of complications for both the mother 
and fetus. About 1 in 10 pregnant women smoke in Australia, with a rate of 1 in 8 in New Zealand.  In 
Australia 44% of Aboriginal and Torres Strait Islander women smoke in pregnancy8 and in New Zealand, 
35% of Maori women smoke during pregnancy.9 Women who smoke in pregnancy are more likely to be 
younger and to live in areas of socioeconomic disadvantage.8  

4. Smoking and pregnancy 

Smoking and smoke exposure in pregnancy have several detrimental effects largely due to nicotine, 
carbon monoxide, cotinine, cyanide, cadmium, mercury, polycyclic aromatic hydrocarbons (PAHs) and tar 
inhalation. These constituents not only affect the mother but also have the ability to cross the placenta 
and affect the fetus.4 Smoking disturbs the development of the placenta, potentially disrupting the 
implantation process and interfer
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The reasons behind the higher smoking prevalence and lower quit rates among Indigenous pregnant 
women are complex. However they are often motivated to quit and make quit attempts, but may be less 
likely to be successful. 

Despite the higher rates of smoking cessation recorded during pregnancy, estimates are that 50% to 70% 
of these women return to smoking regularly within 6 to 12 months postpartum.4 It is important that 
smoking cessation interventions target not just women during pregnancy, but also focus on women in 
the post-partum period  to become smoke free for themselves as well as for the baby so that smoking 
cessation during pregnancy is a permanent change and not “just for the pregnancy”.  

Smoking cessation interventions in pregnancy reduce the proportion of women who continue to smoke 
in late pregnancy and have been shown to reduce both low birth weight and preterm birth.3 Such 
interventions should be employed and supported in all maternity care settings.3 Smoking cessation 
programs also help to improve the long term health and wellbeing of mothers and fathers by reducing 
the incidence of related health problems such as cancer and chronic disease.4 

5.3 Interventions for reducing smoking during and post pregnancy 
Non-pharmacological interventions are first line for women who want to stop smoking during 
pregnancy, however nicotine replacement therapy is appropriate following a risk benefit assessment. 
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Appendices 
Appendix A Women’s Health Committee Membership 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix B Overview of the development and review process for this statement  
i. 
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Council for approval in March 2020. Recommendations were graded
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Appendix C Full Disclaimer  
This information is intended to provide general advice to practitioners, and should not be relied on as a 
substitute for proper assessment with respect to the particular circumstances of each case and the needs 
of any patient. 

This information has been prepared having regard to general circumstances. It is the responsibility of 
each practitioner to have regard to the particular circumstances of each case.  Clinical management 
should be responsive to the needs of the individual patient and the particular circumstances of each case. 

This information has been prepared having regard to the information available at the time of its 
preparation, and each practitioner should have regard to relevant information, research or material which 
may have been published or become available subsequently. 

Whilst the College endeavours to ensure that information is accurate and current at the time of 
preparation, it takes no responsibility for matters arising from changed circumstances or information or 
material that may have become subsequently available. 
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