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Abstract. 
Objective. To examine time trends in prevalence of smoking and smoking cessation during pregnancy by family income, maternal level of education, skin color, and age. Methods. We conducted three population-based surveys in 2007, 2010, and 2013 with newly delivered mothers living in the municipality of Rio Grande, Southern Brazil. Data were collected using questionnaires administered after delivery in all (two) maternity units in the city, at Dr. Miguel Riet Corrêa Júnior Hospital and at Santa Casa de Misericórdia. Time trends were analyzed using chi-square test for linear trend. Results. Data of 7,572 women showed that the prevalence of smoking before pregnancy decreased from 28% (26.2–29.7) in 2007 to 22% (20.8–24.0) in 2013 (). Prevalence of smoking during pregnancy decreased from 22% (20.4–23.7) in 2007 to 18% (16.6–19.5) in 2013 (). This reduction varied across income ranging from 17% (poorest) to 35% (richest) (). The lower the income, the higher the smoking prevalence during pregnancy. Smoking cessation was more prevalent among women of higher level of education and income. Conclusions. Smoking before and during pregnancy is still highly prevalent and the prevalence of cessation is low pointing to a need to strengthen actions targeting low-income, less educated, black pregnant women.
 


1. Introduction
Smoking during pregnancy is recognized as one of the most important preventable risk factors for adverse pregnancy and birth outcomes. Smoking is associated with fetal growth restriction, stillbirth, premature delivery, premature rupture of membranes, and sudden infant death [1–4]. Besides increasing the risk of miscarriage, ectopic pregnancy, and placenta previa, smoking during pregnancy can also predispose the offspring to behavioral and cognitive disorders, overweight, obesity, respiratory diseases, reduced lung function, and tobacco addiction [2, 3, 5–7].
In addition to its direct effect on perinatal outcomes, smoking during pregnancy has a role as a potential mediator of socioeconomic differences in these outcomes [8–10]. It is strongly associated with socioeconomic condition [11], being more prevalent among less educated women [12–17] and those in the lowest income group [13, 18]. Most studies analyzing time trends in smoking during pregnancy have reported a decrease in prevalence in any period studied [15, 19–28]. Yet, the downward trend of smoking prevalence has varied by levels of socioeconomic condition among pregnant women, with smaller decreases among those in the lowest level [26, 28].
Smoking cessation during pregnancy is as expected higher among high-income pregnant women [20, 22, 25, 29]. However, studies of time trends in smoking cessation are scarce with inconsistent findings showing increase [20], decrease [25, 30], and stability of prevalence [22].
Time trends in prevalence of smoking cessation during pregnancy have been little investigated, and no studies could be found of trends in socioeconomic differences in smoking cessation during pregnancy. In addition, there is a scarcity of population-based studies of smoking and smoking cessation during pregnancy in Brazil.
This study aimed to examine the time trends in prevalence of smoking before and during pregnancy and in prevalence of smoking cessation during pregnancy in 2007, 2010, and 2013 by family income quintile, maternal level of education, maternal skin color, and maternal age.
2. Methods
A cross-sectional study is carried out in Rio Grande every three years to assess pregnancy and childbirth care among newly delivered women living in this municipality. Rio Grande is located in southern Brazil, about 300 km from Rio Grande do Sul state’s capital Porto Alegre, and it has a population of about 210,000.
The present study was based on data collected in three surveys conducted in Rio Grande in 2007, 2010, and 2013. The target population was all women living in the municipality who gave birth in all (two) maternity units in the city (Dr. Miguel Riet Corrêa Júnior Hospital of the Universidade Federal do Rio Grande Medical School and Santa Casa de Misericórdia de Rio Grande) between January 1 and December 31 in each year studied. Given that over 99% of deliveries take place in the municipality’s hospitals, these are census surveys; that is, they include all births taking place in the municipality during the study period. Newly delivered women of newborns born before the 20th week of gestation and/or weighing less than 500 g were excluded from the study.
All information here presented was collected using a standard questionnaire administered by trained interviewers. Interviewers attended a 40-hour training about a month before they began working on data collection each year of survey. The training sessions included questionnaire and instruction manual reading and simulation interviews. We carried out a pilot study in the maternity hospitals to be included in the study and tested the questionnaire and data collection logistics.
Female interviewers paid daily visits early in the morning to the municipality’s two maternity hospitals. They checked admission records for any birth delivery that took place the day before and then double-checked this information against the hospital’s Medical Statistics Service Database (SAME). When there was a record of a birth the day before, they made a note of the mother’s name and proceeded to the postnatal ward. The interviewers approached the new mother and confirmed she lived either in the urban or in the rural area of Rio Grande. They then described the study and read a free and informed consent form and invited the mother to participate. Those who agreed signed two copies of the consent form and they were given one copy for their records. After the interview, questionnaires were coded and sent along with a copy of the signed consent form to the study site. All consent forms were filed at the study site and all questionnaire answers were reviewed and coded for data entry. The data were double-entered into Epidata 3.1 by different staff; they were entered in the second time in the reverse order. We conducted data entry checks for every set of 100 questionnaires and corrected any discrepancies. After completing data entry, a single file was created containing the data of all mothers and their newborns.
All information about smoking before and during pregnancy was collected in standard manner in all three surveys. “Smoking before pregnancy” was defined as having smoked at least one cigarette a day in the six months prior to the current pregnancy. “Smoking during pregnancy” was defined as smoking at least one cigarette a day every day during at least one trimester of pregnancy. “Smoking cessation during pregnancy” was defined as having smoked at least one cigarette a day in the six months prior to the current pregnancy and not smoking throughout the current pregnancy.
The exposure variables included maternal age (collected as a discrete variable and categorized into 13–19; 20–24; 25–29; 30 years or more); maternal self-referred skin color (white, mixed (an intermediate skin color between white and black, known as brown, moreno and/or mulatto), or black); maternal level of education (collected as a discrete variable and categorized into 0–4; 5–8; 9–11; and 12 full years or more); and monthly family income (in Brazilian reais, collected as a continuous variable and categorized into quintiles).
Fieldwork supervisors carried out quality control by performing phone interviews with a reduced sample comprising 10% of the participants. The kappa coefficient varied according to the characteristics studied and survey year. We calculated the coefficient of agreement for 24 questions and it ranged from 0.61 for “reason for cesarean section” to 0.92 for “type of delivery.” For most other questions, it was greater than 0.70, which is considered satisfactory. In addition, birth records at the maternity hospitals were examined by the interviewers on a daily basis and by the supervisors on a monthly basis.
We used descriptive statistics to calculate proportions and related 95% confidence intervals (95% CIs) for the variables studied. The chi-square test for linear trend in proportions was performed to examine time trends for each survey and for the entire study period. The chi-square test of heterogeneity was conducted to assess differences across categories within each survey as well as in percent decreases during the study period. All the statistical tests were two-sided, and the significance level was set at 5%. The analyses were performed with Stata 12 software (StataCorp, College Station, TX, USA).
The survey studies were approved by the Universidade Federal do Rio Grande Research Ethics Committee (CEPAS/FURG) and the A.C. Santa Casa do Rio Grande Heath Research Ethics Committee. All participants signed a free and informed consent form before the interviews. They were also informed about their right to decline participation and their right of confidentiality respect to any information obtained in the course of the research project.
3. Results
7,572 women were interviewed in the three surveys: 2,540 in 2007, 2,379 in 2010, and 2,653 in 2013. The rates of losses and refusals were 1.3% in 2007, 2.8% in 2010, and 2.3% in 2013 (Table 1). To calculate sample loss and refusals we used data from the National Live Birth Database (SINASC) as gold standard. SINASC gathers birth information by mother’s place of residence from all Brazilian municipalities. Most mothers were 25 years or older (54%) and self-referred as white (67%) and had nine full years of schooling or more (56%).
Table 1: Comparison of some indicators among the three surveys, 2007–2013. Perinatal study, Rio Grande, RS, Brazil.
	

	Indicator	2007	2010	2013
	

	Eligible newly delivered women	2,574	2,448	2,715
	Nonresponse rate (%)	1.3	2.8	2.3
	Final sample	2,540	2,379	2,653
	Education (years), mean (SD)	8.6 (3.5)	9.0 (3.2)	9.5 (3.3)
	Monthly family income (Brazilian reais), median 	800	1,000	1,800
	Age (years), mean (SD)	25.6 (6.6)	25.9 (6.4)	26.3 (6.5)
	Self-referred skin color as white (%)	69.2	69.4	66.1
	Prevalence of smoking before pregnancy (95% CI)	27.9 (26.2–29.7)	26.3 (24.5–28.1)	22.4 (20.8–24.0)
	Prevalence of smoking during pregnancy (95% CI)	22.0 (20.4–23.7)	21.0 (19.3–22.6)	18.0 (16.6–19.5)
	Prevalence of smoking cessation during pregnancy (95% CI)	18.0 (15.3–21.1)	21.1 (17.9–24.5)	17.6 (14.7–20.9)
	


SD: standard deviation.



Table 2 shows that overall prevalence of smoking before pregnancy fell from 27.9% in 2007 to 22% in 2013, a 19.7% decrease (). A downward trend was seen in smoking prevalence among women with high-income level (third and fourth quintiles) (), 9–11 years of schooling (), and white skin color () and in almost all age groups () except for 25–29 years old. In all three surveys, smoking before pregnancy was generally more prevalent among women in the lowest income quintile (poorest), less educated and self-referred as black.
Table 2: Prevalence of smoking 6 months before pregnancy by family income, level of education, skin color, and age. Rio Grande, RS, Brazil, 2007–2013 ( = 7,572).
	

	Variable/survey year	2007	2010	2013	% change	 value for trend in the study period
		%		%		%	2007–2013
	

	Overall	2,540	27.9	2,379	26.3	2,653	22.4	−19.7	<0.001
	Family income quintile	 	 	 	 	 	 	 	 
	    1 (lowest)	580	41.7	539	32.1	622	33.8	−18.9	0.001
	    2	449	31.0	473	35.1	504	26.8	−13.5	0.019
	    3	449	27.9	435	28.3	469	22.0	−21.1	0.039
	    4	526	23.0	513	21.8	533	17.3	−24.8	0.021
	    5 (highest)	486	14.0	419	12.4	525	10.5	−25.0	0.088
	     value for linear trend	<0.001	<0.001	<0.001	 	 
	Level of education (full years)	 	 	 	 	 	 	 	 
	    0–4	320	39.4	190	43.7	162	38.9	−1.3	0.927
	    5–8	917	38.1	884	38.0	892	34.6	−9.2	0.134
	    9–11	1,064	20.2	1,060	17.1	1,188	16.6	−17.8	0.027
	    12 or more	239	7.9	245	10.6	411	6.3	−20.2	0.322
	     value for heterogeneity	<0.001	<0.001	<0.001	 	 
	Self-referred skin color	 	 	 	 	 	 	 	 
	    White	1,671	24.7	1,630	22.6	1,751	19.2	−22.3	<0.001
	    Mixed	517	31.9	507	34.7	593	28.2	−11.6	0.157
	    Black	332	36.4	242	33.9	308	29.5	−18.9	0.065
	     value for heterogeneity	<0.001	<0.001	<0.001	 	 
	Maternal age (years)	 	 	 	 	 	 	 	 
	    13–19	515	27.6	445	23.1	460	17.8	−35.5	<0.001
	    20–24	716	30.7	637	29.0	702	24.6	−19.9	0.011
	    25–29	622	25.2	614	28.0	638	24.0	−4.8	0.601
	    30 or more	687	27.7	683	24.3	853	21.9	−21.0	0.009
	     value for heterogeneity	0.166	0.069	0.035	 	 
	


Linearity deviation ( value for heterogeneity).



Table 3 shows that overall prevalence of smoking during pregnancy fell from 22% in 2007 to 18% in 2013, an 18% decrease (). In all three surveys, smoking was generally more prevalent among women in the lowest income quintile (poorest). When we examined smoking prevalence by family income between 2007 and 2013, we found that this decrease was not uniform across income quintiles: there was a 17% decrease in the lowest quintile while it was twice as much (35%) in the highest quintile (). The largest percent decreases were observed among women in the highest quintile (35%, ), of white skin color (21.5%, ) and younger (29.4%, ).
Table 3: Prevalence of smoking during pregnancy by family income, level of education, skin color, and age. Rio Grande, RS, Brazil, 2007–2013 ( = 7,572).
	

	Variable/survey year	2007	2010	2013	% change	 value for trend in the study period
		%		%		%	2007–2013
	

	Overall	2,540	22.0	2.379	21	2.653	18.0	−18.2	<0.001
	Family income quintile	 	 	 	 	 	 	 	 
	    1 (lowest)	580	34.1	539	28.8	622	28.3	−17.0	0.029
	    2	449	26.1	473	30.4	504	21.8	−16.5	0.115
	    3	499	21.0	435	20.7	469	17.3	−17.6	0.143
	    4	526	17.1	513	15.6	533	14.3	−16.4	0.202
	    5 (highest)	486	10.3	419	6.9	525	6.7	−34.9	0.035
	     value for linear trend	<0.001	<0.001	<0.001	 	 
	Level of education (full years)	 	 	 	 	 	 	 	 
	    0–4	320	34.4	190	37.4	162	35.2	+2.3	0.769
	    5–8	917	32.1	884	31.8	892	29.3	−8.7	0.199
	    9–11	1,064	13.7	1,060	12.4	1,188	11.9	−13.1	0.189
	    12 or more	239	4.2	245	5.7	411	4.6	+9.5	0.889
	     value for heterogeneity	<0.001	<0.001	<0.001	 	 
	Self-referred skin color	 	 	 	 	 	 	 	 
	    White	1,671	19.5	1,630	16.9	1,751	15.3	−21.5	0.001
	    Mixed	517	24.9	507	29.8	593	22.3	−10.4	0.259
	    Black	332	29.2	242	29.3	308	25.0	−14.4	0.239
	     value for heterogeneity	<0.001	<0.001	<0.001	 	 
	Maternal age (years)	 	 	 	 	 	 	 	 
	    13–19	515	19.4	445	18.6	460	13.7	−29.4	0.020
	    20–24	716	24.4	637	22.6	702	19.4	−20.5	0.022
	    25–29	622	20.3	614	23.0	638	19.9	−2.0	0.870
	    30 or more	687	23.1	683	18.9	853	17.8	−22.9	0.010
	     value for heterogeneity	0.107	0.125	0.041	 	 
	


Linearity deviation ( value for heterogeneity).



Table 4 presents the prevalence of smoking cessation during pregnancy. There was a slight reduction (2%) during the study period, though not significant (). In all three surveys, smoking cessation was generally more prevalent among more educated women (12 years of schooling or more) and those who were in the highest income quintile (richest). Regarding level of education, in all three surveys, there was an increasing trend in smoking cessation as the level of education increased (). The same trend was observed in all three surveys by income quintiles as smoking cessation increased with family income.
Table 4: Prevalence of smoking cessation during pregnancy by family income, level of education, skin color, and age. Rio Grande, RS, Brazil, 2007–2013 ( = 1,930).
	

	Variable/year of survey	2007	2010	2013	% change	 value for trend in the study period
		%		%		%	2007–2013
	

	Overall	709	18.0	626	21.1	595	17.6	−2.2	0.919
	Family income quintiles	 	 	 	 	 	 	 	 
	    1 (lowest)	242	14.9	173	11.6	210	12.4	−16.8	0.418
	    2	139	12.2	166	13.2	135	17.8	+45.9	0.192
	    3	139	23.7	123	26.8	103	20.4	−13.9	0.604
	    4	121	21.5	112	28.6	92	15.2	−29.3	0.072
	    5 (highest)	68	23.5	52	48.1	55	36.4	+54.9	0.020
	     value for linear trend	0.012	<0.001	0.001	 	 
	Level of education (years)	 	 	 	 	 	 	 	 
	    0–4	126	8.7	83	14.5	63	9.5	+9.2	0.674
	    5–8	349	13.7	336	16.7	309	14.2	+3.6	0.830
	    9–11	215	28.4	181	28.7	197	23.3	−17.9	0.258
	    12 or more	19	42.1	26	46.1	26	34.6	−17.8	0.573
	     value for linear trend	<0.001	<0.001	<0.001	 	 
	Self-referred skin color	 	 	 	 	 	 	 	 
	    White	412	17.7	368	25.8	336	19.3	+9.0	0.015
	    Mixed	165	18.2	176	14.2	167	16.8	−7.7	0.730
	    Black	121	19.0	82	14.6	91	13.2	−30.5	0.242
	     value for heterogeneity	0.948	0.002	0.369	 	 
	Maternal age (years)	 	 	 	 	 	 	 	 
	    13–19	142	23.2	103	20.4	82	20.7	−10.8	0.622
	    20–24	220	18.6	185	22.2	173	16.8	−9.7	0.702
	    25–29	157	15.9	172	18.0	153	16.3	+2.5	0.919
	    30 or more	190	15.3	166	23.5	187	18.2	+18.9	0.464
	     value for linear trend	0.056	0.747	0.795	 	 
	


Linearity deviation ( value for heterogeneity).



4. Discussion
This study found a significant reduction in the prevalence of smoking before and during pregnancy between 2007 and 2013, which was more pronounced among younger women, of white skin color, in the highest income quintile. Smoking cessation during pregnancy was more prevalent among more educated women and those who were in the highest income quintile.
One of the limitations of this study lies in the fact that smoking was self-reported by the mothers. Despite the potential underestimation of smoking prevalence and the potential overestimation of smoking cessation during pregnancy, there is no reason to believe they occurred differently in the three surveys studied. Nevertheless, self-reported smoking status is the most widely used method for assessing smoking in population-based studies.
While self-reported smoking is recognized as an appropriate measure to assess exposure to tobacco during pregnancy [31, 32], some authors have argued it may underestimate the prevalence of smoking [33–35] and affect estimates of the effects of smoking [36]. Researchers have suggested biochemical markers for measuring tobacco exposure in pregnant women, but the prevalence of concealment of smoking status may vary depending on the choice of cutoff points [37]. The use of biochemical markers is costly and requires adequate cutoff points for pregnant women. Variations in nicotine metabolism need to be taken into account when setting up cutoff points for this specific population [38] and these cutoff points have to reliably differentiate intermittent from passive smokers [39]. Recent population-based studies conducted in Norway [31] and the US [40] showed that, among women who reported not smoking during pregnancy, only 2% showed cotinine levels consistent with active smoking.
Another limitation of this study is its cross-sectional design that may give rise to recall bias. In order to minimize recall bias, specific questions about smoking and smoking cessation were asked at different times between the six months before pregnancy until the last trimester. The objective was to attain a higher consistency in the response, as the interviewee answered several questions on the subject. We believe that this brought more reliability to the information collected, because all of the answers should have been consistent. This differs from asking a single isolated question about the issue, in which case it would not be possible to evaluate inconsistencies.
The operational definition of what constitutes smoking is a major concern in both public health and clinical practice settings. This issue is of particular importance in population-based studies because smoking and smoking cessation are characterized using low-cost straightforward approaches including few questions. However, there is a lack of a consistently applied definition of smoking and smoking cessation during pregnancy in epidemiological studies. In this study, we applied the definition of smoking during pregnancy as proposed by Santos et al., 2008 [28], that is, smoking at least one cigarette a day every day during at least one trimester of pregnancy. As for smoking cessation, we did not find any other study in the literature that used the same information we collected in our study (smoking status 6 months before pregnancy and smoking status at every trimester of pregnancy) in the operational definition of “smoking cessation.” Therefore, we developed the criteria presented in our manuscript. Yet, the different definitions of what constitutes smoking and smoking cessation during pregnancy must be taken into consideration when comparing studies.
In contrast to the reduction in smoking before pregnancy observed in our study, previous studies reported that the prevalence of smoking 3 months before pregnancy was stable at around 26% [20] and 22% [22]. The downward trend in prevalence observed among women with higher income (third and fourth quintiles), 9–11 years of schooling, and white skin color and in almost all age groups except for 25–29 years old suggests some women of reproductive age are quitting smoking to be prepared for pregnancy or even a reduction in the smoking initiation among those women. Similarly to that reported in previous studies, we found higher smoking prevalence before pregnancy among less educated women [20] and those who were in the lowest income quintile [18].
A reduction in the prevalence of smoking during pregnancy is consistent with that reported in most other studies [15, 19–23, 25–28] despite socioeconomic differences between countries. The 18% decrease in the prevalence during the study period corresponded to a 3% annual decrease and was similar to that observed (2.7%) in New South Wales, Australia, between 1994 and 2007 [26]. However, a study conducted in Maine, US, from 2000 to 2010, reported a 0.02% annual increase in the prevalence of women who smoked in the last trimester of pregnancy [41].
We found in our study that the downward trend in prevalence of smoking during pregnancy was significant only among women in the upper and lower income quintiles. However, similarly to that reported in previous studies [26, 28], it was not uniform across the categories studied, with marked reductions among high-income women (35% versus 17%). This finding conforms with the predictions of a model of the cigarette epidemic in developed countries that was proposed by Lopez et al. in 1994 [42]. According to this model, individuals of higher socioeconomic condition are more susceptible to the influence of mass media campaigns about the health risks of smoking. These results are confirmed by Santos et al. [28] who reported a decrease in the prevalence of smoking from 24.9% to 8.7% among high-income women compared to 43.7% to 33.6% among low-income women. Another study conducted in New South Wales found a 67.9% reduction in smoking prevalence among pregnant women of higher socioeconomic condition compared to just 25.9% among those of lower condition. In contrast to our results, these authors found further prevalence reductions among older women [26], but smoking during pregnancy was defined as “ever smoked during the current pregnancy.” The same was reported by Tong et al. [22] who found a significant decrease in smoking during the last trimester of pregnancy only among women of age 35 years or more.
Increasing trend in smoking prevalence as family income decreased is in agreement with some earlier studies conducted in Canada [13] and the United States [18], both based on secondary data. Although there was no significant trend in level of education, we found higher smoking prevalence among less educated women (0–4 years of schooling), as previously reported in other studies based on secondary [12–16] and primary data [17, 43].
Considering the harmful effects of smoking during pregnancy, pregnancy can be a favorable time to encourage smoking cessation since the possibility of harming their offspring may motivate smoking abstinence among pregnant women. Many women quit smoking as soon as they learn that they are pregnant, but those who continue to smoke are likely a subgroup that would be more resistant to change and thus require further investigation [44]. Pregnant women who quit smoking during pregnancy often have a profile that contrasts to that of those who continue to smoke. Those who quit are more likely to be primiparous women, of higher income, more educated, married, have a planned pregnancy and early prenatal care, and smoke fewer cigarettes per day [20, 22, 25, 45]. Our study found, in all three surveys, an increasing trend in the prevalence of smoking cessation with income and education increase. US studies conducted based on the Pregnancy Risk Assessment Monitoring System (PRAMS) surveillance data that defined smoking cessation as when women who smoked three months before pregnancy quit smoking by the last trimester reported a direct association between the prevalence of smoking cessation and education [20, 22].
In view of appeals and effort to raise awareness of the harmful health effects of smoking during pregnancy, we expected an increase in prevalence of smoking cessation during the study period. However, we found no other studies in Brazil that examined smoking cessation trends among pregnant women. Studies conducted in other countries have reported inconsistent results: upward [20], downward [25, 30], or even stable trends [22]. The results of this study may be due purely to chance because of very high  values (overall  value = 0.919). However, it may also suggest that governmental antismoking programs have been effective at preventing initiation of tobacco use but not at promoting smoking cessation. Brazil has established the National Tobacco Control Program comprising actions that promote smoke-free environments and smoking cessation projects. This program recommends that all pregnant women and nursing mothers have access to a cognitive-behavioral approach for smoking cessation. However, there are no interventions or programs specifically targeted to pregnant women.
It seems that current antismoking programs in Brazil have had varied effectiveness for preventing initiation of smoking and for smoking cessation during pregnancy. There is a need for different approaches. However, this should be monitored continually to acquire better evidence and, if necessary, to understand the causes of the decrease in smoking cessation in order to develop new actions for promoting smoking cessation during pregnancy.
The finding of an association between prevalence of smoking and smoking cessation with socioeconomic status (SE) over time could be explained by the Fundamental Cause theory. According to this theory, the SES is related to several risk factors, influences multiple outcomes, and involves access to resources that increase survival. Through new knowledge, this may lead to the establishment of preventive measures against risk factors, to the control of diseases, and to the prevention of diseases and associated complications [46]. However, this theory has some limitations including the fact that the resources for interventions are not always available at the time and in the required amount. Thus, the mechanisms that cause particular diseases change over time, the relationship between the SES and the occurrence of unfavorable outcomes can be weakened or even disappear, exposure can become irregular or unstable, and there may not be enough knowledge to propose new interventions.
Finally, considerable challenges remain to be tackled. In addition to those stated in the Fundamental Cause theory, the challenges for governments are to develop interventions, to reduce risk factors and prevent unfavorable health outcomes, to eliminate socioeconomic inequalities in health and access to health interventions, and to develop interventions of acceptable costs that are at its core more equally available among different population groups. Otherwise, this is likely to perpetuate the fact that the most affected are those from the lowest socioeconomic groups.
5. Conclusions
Despite the observed reduction, smoking before and during pregnancy is still highly prevalent among some women groups and prevalence of smoking cessation is low in almost all groups studied. There is a need to identify and provide treatment to female smokers before pregnancy or early in pregnancy during prenatal care. Moreover, it is necessary to strengthen ongoing actions and target low-income, less educated, black pregnant women.
Conflict of Interests
The authors declare that there is no conflict of interests regarding the publication of this paper.
Acknowledgments
The authors acknowledge the Brazilian agency Coordenação de Aperfeiçoamento de Pessoal de Nível Superior (CAPES), Conselho Nacional de Desenvolvimento Científico e Tecnológico (CNPq), Municipal Health Department (Rio Grande), Pastoral da Criança, and Universidade Federal do Rio Grande (FURG) for funding part of this study.
References
	B. L. Horta, C. G. Victora, A. M. Menezes, R. Halpern, and F. C. Barros, “Low birthweight, preterm births and intrauterine growth retardation in relation to maternal smoking,” Paediatric and Perinatal Epidemiology, vol. 11, no. 2, pp. 140–151, 1997.
	S. Cnattingius, “The epidemiology of smoking during pregnancy: smoking prevalence, maternal characteristics, and pregnancy outcomes,” Nicotine and Tobacco Research, vol. 6, supplement 2, pp. S125–S140, 2004.
	S. Murin, R. Rafii, and K. Bilello, “Smoking and smoking cessation in pregnancy,” Clinics in Chest Medicine, vol. 32, no. 1, pp. 75–91, 2011.
	L. Zhang, D. A. González-Chica, J. A. Cesar et al., “Maternal smoking during pregnancy and anthropometric measurements of newborns: a population-based study in southern of Brazil,” Cadernos de Saude Publica, vol. 27, no. 9, pp. 1768–1776, 2011.
	A. Matijasevich, M.-J. Brion, A. M. Menezes, A. J. D. Barros, I. S. Santos, and F. C. Barros, “Maternal smoking during pregnancy and offspring growth in childhood: 1993 and 2004 Pelotas cohort studies,” Archives of Disease in Childhood, vol. 96, no. 6, pp. 519–525, 2011.
	L. Anselm, A. M. B. Menezes, F. C. Barros et al., “Early determinants of attention and hyperactivity problems in adolescents: the 11-year follow-up of the 1993 Pelotas (Brazil) birth cohort study,” Cadernos de Saúde Pública, vol. 26, no. 10, pp. 1954–1962, 2010.
	M.-J. Brion, C. Victora, A. Matijasevich et al., “Maternal smoking and child psychological problems: disentangling causal and noncausal effects,” Pediatrics, vol. 126, no. 1, pp. e57–e65, 2010.
	G. van den Berg, M. van Eijsden, T. G. M. Vrijkotte, and R. J. B. J. Gemke, “Educational inequalities in perinatal outcomes: the mediating effect of smoking and environmental tobacco exposure,” PLoS ONE, vol. 7, no. 5, Article ID e37002, 2012.
	G. van den Berg, M. van Eijsden, F. Galindo-Garre, T. G. M. Vrijkotte, and R. J. B. J. Gemke, “Smoking overrules many other risk factors for small for gestational age birth in less educated mothers,” Early Human Development, vol. 89, no. 7, pp. 497–501, 2013.
	R. Gray, S. R. Bonellie, J. Chalmers et al., “Contribution of smoking during pregnancy to inequalities in stillbirth and infant death in Scotland 1994–2003: retrospective population based study using hospital maternity records,” British Medical Journal, vol. 339, Article ID b3754, 2009.
	S. Schneider, H. Maul, N. Freerksen, and M. Pötschke-Langer, “Who smokes during pregnancy? An analysis of the German Perinatal Quality Survey 2005,” Public Health, vol. 122, no. 11, pp. 1210–1216, 2008.
	A. M. Allen, P. M. Dietz, V. T. Tong, L. England, and C. B. Prince, “Prenatal smoking prevalence ascertained from two population-based data sources: birth certificates and PRAMS questionnaires, 2004,” Public Health Reports, vol. 123, no. 5, pp. 586–592, 2008.
	B. Al-Sahab, M. Saqib, G. Hauser, and H. Tamim, “Prevalence of smoking during pregnancy and associated risk factors among Canadian women: a national survey,” BMC Pregnancy and Childbirth, vol. 10, article 24, 2010.
	J. F. Bell, F. J. Zimmerman, J. D. Mayer, G. R. Almgren, and C. E. Huebner, “Associations between residential segregation and smoking during pregnancy among urban African-American women,” Journal of Urban Health, vol. 84, no. 3, pp. 372–388, 2007.
	S. H. Ebrahim, R. L. Floyd, R. K. Merritt II, P. Decoufle, and D. Holtzman, “Trends in pregnancy-related smoking rates in the United States, 1987–1996,” Journal of the American Medical Association, vol. 283, no. 3, pp. 361–366, 2000.
	N. Jaakkola, M. S. Jaakkola, M. Gissler, and J. J. K. Jaakkola, “Smoking during pregnancy in Finland: determinants and trends, 1987–1997,” American Journal of Public Health, vol. 91, no. 2, pp. 284–286, 2001.
	V. S. Ribeiro, F. P. Figueiredo, A. A. M. da Silva et al., “Do socioeconomic factors explain why maternal smoking during pregnancy is more frequent in a more developed city of Brazil?” Brazilian Journal of Medical and Biological Research, vol. 40, no. 9, pp. 1203–1210, 2007.
	J. M. Bombard, P. M. Dietz, C. Galavotti et al., “Chronic diseases and related risk factors among low-income mothers,” Maternal and Child Health Journal, vol. 16, no. 1, pp. 60–71, 2012.
	C. V. Ananth, R. S. Kirby, and W. L. Kinzler, “Divergent trends in maternal cigarette smoking during pregnancy: United States 1990–99,” Paediatric and Perinatal Epidemiology, vol. 19, no. 1, pp. 19–26, 2005.
	G. J. Colman and T. Joyce, “Trends in smoking before, during, and after pregnancy in ten states,” American Journal of Preventive Medicine, vol. 24, no. 1, pp. 29–35, 2003.
	C. R. Stein, J. A. Ellis, D. A. Savitz, L. Vichinsky, and S. B. Perl, “Decline in smoking during pregnancy in New York City, 1995–2005,” Public Health Reports, vol. 124, no. 6, pp. 841–849, 2009.
	V. T. Tong, J. R. Jones, P. M. Dietz, D. D'Angelo, and J. M. Bombard, “Trends in smoking before, during, and after pregnancy—pregnancy risk assessment monitoring system (PRAMS), United States, 31 sites, 2000—2005,” Morbidity and Mortality Weekly Report, vol. 58, no. 4, pp. 1–29, 2009.
	U. Whalen, M. R. Griffin, A. Shintani et al., “Smoking rates among pregnant women in Tennessee, 1990–2001,” Preventive Medicine, vol. 43, no. 3, pp. 196–199, 2006.
	M. Morris, N. Maconochie, and P. Doyle, “Does gravidity influence smoking behaviour in pregnancy? A comparison of multigravid and primigravid women,” Paediatric and Perinatal Epidemiology, vol. 21, no. 3, pp. 201–209, 2007.
	M. Mohsin and A. E. Bauman, “Socio-demographic factors associated with smoking and smoking cessation among 426,344 pregnant women in New South Wales, Australia,” BMC Public Health, vol. 5, article 138, 2005.
	M. Mohsin, A. E. Bauman, and R. Forero, “Socioeconomic correlates and trends in smoking in pregnancy in New South Wales, Australia,” Journal of Epidemiology and Community Health, vol. 65, no. 8, pp. 727–732, 2011.
	K. M. Moussa, P.-O. Ostergren, F. Eek, and A. E. Kunst, “Are time-trends of smoking among pregnant immigrant women in Sweden determined by cultural or socioeconomic factors?” BMC Public Health, vol. 10, article 374, 2010.
	I. S. Santos, A. J. D. Barros, A. Matijasevich et al., “Mothers and their pregnancies: a comparison of three population-based cohorts in Southern Brazil,” Cadernos de Saude Publica, vol. 24, no. 3, pp. S381–S389, 2008.
	K. E. Pickett, L. S. Wakschlag, L. Dai, and B. L. Leventhal, “Fluctuations of maternal smoking during pregnancy,” Obstetrics & Gynecology, vol. 101, no. 1, pp. 140–147, 2003.
	M. Pérez-Ríos, M. I. Santiago-Pérez, and B. Alonso, “Smoking cessation in Galician [Spain] smokers during pregnancy and breast feeding, 1954–2004,” Gaceta Sanitaria, vol. 20, no. 5, pp. 392–395, 2006.
	L. G. Kvalvik, R. M. Nilsen, R. Skjærven et al., “Self-reported smoking status and plasma cotinine concentrations among pregnant women in the Norwegian Mother and Child Cohort Study,” Pediatric Research, vol. 72, no. 1, pp. 101–107, 2012.
	S. D. McDonald, S. L. Perkins, and M. C. Walker, “Correlation between self-reported smoking status and serum cotinine during pregnancy,” Addictive Behaviors, vol. 30, no. 4, pp. 853–857, 2005.
	T. V. Russell, M. A. Crawford, and L. L. Woodby, “Measurements for active cigarette smoke exposure in prevalence and cessation studies: why simply asking pregnant women isn't enough,” Nicotine and Tobacco Research, vol. 6, no. 2, pp. S141–S151, 2004.
	D. Shipton, D. M. Tappin, T. Vadiveloo, J. A. Crossley, D. A. Aitken, and J. Chalmers, “Reliability of self reported smoking status by pregnant women for estimating smoking prevalence: a retrospective, cross sectional study,” British Medical Journal, vol. 339, no. 7732, 2009.
	N. R. Boyd, R. A. Windsor, L. L. Perkins, and J. B. Lowe, “Quality of measurement of smoking status by self-report and saliva cotinine among pregnant women,” Maternal and Child Health Journal, vol. 2, no. 2, pp. 77–83, 1998.
	L. J. England, A. Grauman, C. Qian et al., “Misclassification of maternal smoking status and its effects on an epidemiologic study of pregnancy outcomes,” Nicotine and Tobacco Research, vol. 9, no. 10, pp. 1005–1013, 2007.
	P. M. Dietz, D. Homa, L. J. England et al., “Estimates of nondisclosure of cigarette smoking among pregnant and nonpregnant women of reproductive age in the United States,” American Journal of Epidemiology, vol. 173, no. 3, pp. 355–359, 2011.
	D. Dempsey, P. Jacob, and N. L. Benowitz, “Accelerated metabolism of nicotine and cotinine in pregnant smokers,” Journal of Pharmacology and Experimental Therapeutics, vol. 301, no. 2, pp. 594–598, 2002.
	J. J. Aurrekoetxea, M. Murcia, M. Rebagliato et al., “Determinants of self-reported smoking and misclassification during pregnancy, and analysis of optimal cut-off points for urinary cotinine: a cross-sectional study,” BMJ Open, vol. 3, no. 1, Article ID e002034, 2013.
	S. S. Nielsen, R. L. Dills, M. Glass, and B. A. Mueller, “Accuracy of prenatal smoking data from Washington State birth certificates in a population-based sample with cotinine measurements,” Annals of Epidemiology, vol. 24, no. 3, pp. 236–239, 2014.
	D. E. Harris, A. Aboueissa, N. Baugh, C. Sarton, and E. Lichter, “11-year trends in pregnancy-related health indicators in maine, 2000–2010,” Journal of Pregnancy, vol. 2014, Article ID 780626, 11 pages, 2014.
	A. D. Lopez, N. E. Collishaw, and T. Piha, “A descriptive model of the cigarette epidemic in developed countries,” Tobacco Control, vol. 3, no. 3, pp. 242–247, 1994.
	E. Mangrio, K. Hansen, M. Lindström, M. Köhler, and M. Rosvall, “Maternal educational level, parental preventive behavior, risk behavior, social support and medical care consumption in 8-month-old children in Malmo, Sweden,” BMC Public Health, vol. 11, article 891, 2011.
	C. G. DiClemente, P. Dolan-Mullen, and R. A. Windsor, “The process of pregnancy smoking cessation: implications for interventions,” Tobacco Control, vol. 9, no. 3, pp. 16–21, 2000.
	S. Schneider, C. Huy, J. Schütz, and K. Diehl, “Smoking cessation during pregnancy: a systematic literature review,” Drug and Alcohol Review, vol. 29, no. 1, pp. 81–90, 2010.
	J. C. Phelan, B. G. Link, and P. Tehranifar, “Social conditions as fundamental causes of health inequalities: theory, evidence, and policy implications,” Journal of Health and Social Behavior, vol. 51, supplement, pp. S28–S40, 2010.


EPUB/Navigation/nav.xhtml


		

			

		  1. Introduction

		  2. Methods

		  3. Results

		  4. Discussion

		  5. Conclusions

		  References 





EPUB/Content/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  




