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Abstract

:

Neonatal intensive care units (NICUs) have a disproportionately higher number of parents who smoke tobacco compared to the general population. A baby’s NICU admission offers a unique time to prompt behaviour change, and to emphasise the dangerous health risks of environmental tobacco smoke exposure to vulnerable infants. We sought to explore the views of mothers, fathers, wider family members, and healthcare professionals to develop an intervention to promote smoke-free homes, delivered on NICU. This article reports findings of a qualitative interview and focus group study with parents whose infants were in NICU (n = 42) and NICU healthcare professionals (n = 23). Thematic analysis was conducted to deductively explore aspects of intervention development including initiation, timing, components and delivery. Analysis of inductively occurring themes was also undertaken. Findings demonstrated that both parents and healthcare professionals supported the need for intervention. They felt it should be positioned around the promotion of smoke-free homes, but to achieve that end goal might incorporate direct cessation support during the NICU stay, support to stay smoke free (relapse prevention), and support and guidance for discussing smoking with family and household visitors. Qualitative analysis mapped well to an intervention based around the ‘3As’ approach (ask, advise, act). This informed a logic model and intervention pathway.
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1. Introduction


Tobacco smoking has a severely detrimental impact on parental and child health [1,2]. Pregnant women who smoke are more likely to give birth to low birthweight babies [3] and to suffer premature births [4]. Infants born preterm or low birthweight babies are likely to need additional care and support in early life and many require admission to a neonatal intensive care unit (NICU), often for many weeks and months. The relative risk of admission to a NICU for infants of women who smoke is increased by at least 20% compared to infants of non-smoking mothers [5], and infants born to parents who smoke are likely to need a longer NICU stay [6] (6. Furthermore, a NICU admission results in significant costs to the healthcare system [7].



Infants born preterm often need critical care. Lung development, in particular, is incomplete, and many babies need significant medical intervention and protracted respiratory support. These infants are vulnerable to infection. Children are more susceptible to second-hand or environmental tobacco smoke (ETS) than are adults, particularly vulnerable children, such as infants born preterm [8]. It is known that direct exposure to ETS from parents or caregivers increases rates of sudden infant death syndrome, respiratory conditions, and other infections [9]. ETS exposure ‘may potentially hasten, delay, or prevent resolution of lung injury in preterm children’ [10]. Indirect exposure may also be a risk, and maternal smoking increases the odds twofold for developing chronic lung disease after preterm birth [11]. Studies have found smoking particles on NICU furniture and incubators [8]. Early exploratory evidence also suggest that ‘third-hand smoke exposure’ (to particles) was associated with microbiome differences in NICU-admitted infants [12]. Exposure to environmental toxins and allergens, including carcinogens from tobacco smoke, does not yet have proven direct links to adverse outcomes, although this exploratory evidence suggests there is a clear theoretical link that such exposure is likely to be damaging [13].



Smoking prevalence of parents of babies admitted to a NICU is higher than in the general population. In development work, our team found that approximately a third of parents asked on admission were current smokers, and approximately a third were recent ex-smokers [14], compared to the current UK population level smoking prevalence of less than 15% [15]. The NICU admission is an extremely stressful and anxiety-provoking situation for new parents, meaning that recent ex-smokers may be liable to relapse to tobacco smoking at this difficult time, as stress is a major predictor of smoking relapse postpartum [16]. Smoking prevalence is also higher in lower socioeconomic groups, suggesting marked health inequalities [17].



The birth of a child, particularly where the birth is preterm, offers a ‘teachable moment’ to support parents to quit smoking, remain smoke-free, and maintain smoke-free environments [18]. Parents can feel extremely helpless following the birth of a baby requiring NICU admission [19]. The preterm birth of an infant and the subsequent time spent in the NICU are extremely stressful for mothers and fathers, and may cause enduring stress symptoms lasting many years [20,21]. Aside from breastfeeding, stopping smoking, and staying smoke-free, is the most important positive behaviour that parents who smoke have control over that will likely impact on the morbidity outcomes for their baby, both immediately, and in terms of longer-term development throughout childhood.



National guidance recommends support for smoke-free strategies in secondary care settings during pregnancy and after childbirth [22,23,24]. Recent policy also emphasizes a focus on pregnancy and the post-partum period as key to meet the UK challenge of reducing rates of smoking to meet an ambitious target of a ‘smoke-free 2030’ [25]. However, interventions to maintain smoke-free environments are not routinely offered in UK NICUs [26,27]. Interventions trialed in this setting in the USA have included motivational interviewing and the offer of incentives, demonstrating some promise [28]. A recent review of interventions to prevent ETS in paediatric settings concluded that interventions should incorporate effective behaviour change techniques (BCTs) [29], suggesting the need to develop a tailored intervention to support families in NICUs specifically. Behaviour change interventions are complex by nature, comprising multiple components including different mechanisms of delivery in addition to BCTs [30]. In response, this study sought to understand the wants, needs, and experiences of parents who smoke who have a baby admitted to a UK NICU, alongside the views of other family members and health care professionals (HCPs) within NICUs. Following MRC guidance [31], we used qualitative methods to develop an intervention, which is relevant to the population it targets, is acceptable, feasible to implement and, therefore, likely to be effective, cost effective, and sustainable for promoting smoke-free home environments.




2. Materials and Methods


This qualitative study took a theory-based approach to intervention development, underpinned by a logic model that was adapted throughout the study (Figure 1). This was derived from existing evidence and qualitative developmental work informing the current study. The intervention model was driven by the capability–opportunity–motivation (COM-B) model of health behaviour change [22]. We used the COM_B model to help identify key potential mechanisms of action and then specified BCTs which would likely target these to ultimately map to the outcome of positive behaviour change (implementation of an intervention to support families to maintain a smoke-free home).



This study was originally planned as a qualitative focus group study with parents (who smoked or family members who were interested in discussing smoke free homes) of babies admitted to a NICU, to gain feedback on potential intervention components and to discuss issues of tailoring, timing, and intensity. Full ethical approval (REC: 19/EM/0235) allowed flexibility to also conduct one-to-one interviews with parents if this was their choice. On commencement, it quickly became apparent that focus groups were not feasible to organise due to time constraints of parents on NICU, or preferable, as most parents stated that they would prefer a couple or one to one interview; thus, we switched toward offering individual or dyad interviews for parents, and focus groups for health care professionals.



We used examples of prototype intervention components as discussion prompts (e.g., asking about timing of intervention, examples of modes of delivery, such as leaflet, website, app), in order to gather qualitative data to enable us to refine and tailor the intervention. We also explored views on procedures for optimising intervention delivery: who will initially deliver support on the unit; frequency and timing of support; and follow-up post discharge; as well as individual tailoring by considering factors, such as age, social, and cultural differences.



We recruited from two study sites to ensure maximum variation of population characteristics, such as age, socioeconomic status, ethnicity and severity of neonatal illness. Norfolk and Norwich University Hospitals NHS Foundation Trust (NNUH) NICU is the site where the lead research nurse had previously undertaken PPI activity. This NICU is one of three regional NICU centres in a Neonatal Operational Delivery Network serving the East of England. It undertakes a wide range of neonatal intensive care and is a highly research active unit. In 2018, the Neonatal Intensive Care Unit cared for 1170 infants. University Hospitals of Leicester NHS Trust (UHL) Neonatal Service is one of the largest units in the country and is a highly research active unit serving an ethnically and socioeconomically diverse patient population.



Eligibility criteria for recruitment to the qualitative study were:




	
Inclusion













	
Parent or family member—aged 16 years or over—of a baby currently admitted to NICU for a minimum of 24 h.



	
Has capacity to give informed consent.













	
Exclusion













	
Parents/family members who lack capacity to consent.



	
Insufficient fluency in English.



	
Parents who have a baby admitted to NICU for less than 24 h.



	
Parents for whom clinical judgement suggests it is not appropriate to discuss smoking cessation with (e.g., critical illness of infant).








Once initial interest was confirmed, the study was discussed with participants by the assigned neonatal nurse, face-to-face on the NICU at a convenient and sensitively chosen time. It was carefully explained to participants, and reiterated, that they did not have to answer any questions during data collection that they did not wish to, and that they were free to withdraw at any time, without giving a reason. Potential participants were given the opportunity to ask questions, and if they were interested in taking part, were handed the participant information sheet and a consent form. All of those approached were given at least 24 h to decide whether they wished to participate, prior to providing informed consent. Following consent, the research nurse assigned an anonymised participant study number to the participant, and they were then asked to complete a short demographic questionnaire. The interview followed a semi-structured topic guide (Supplentary material S1) and we showed prompts to give examples of potential intervention components to aid discussion. In total, we consented 44 parents, of whom, 42 participated in an interview. We removed the details and did not contact (for an interview) a mother and a father whose baby later died. All participants taking part in interviews received a GBP 20 voucher in acknowledgement of their time.



Originally, we estimated that we would need to undertake approximately ten focus groups with approximately six participants per group, maximising opportunities for discussion and consensus forming. As we changed our approach to collecting data via individual or dyad interview as an alternative, our final sample size of 42 was deemed sufficient to have reached saturation of themes emerging in the data [32].



Health Care Professionals Focus Groups


Health professionals (HCPs) working with families of babies admitted to a NICU, or smoking cessation professionals were identified and invited to take part in focus groups, or one-to-one interviews (in-person or by telephone). We had initially planned to recruit approximately 12 NICU health care professionals (e.g., neonatal nurses, doctors). On completion of this phase, we consented and recorded the views of a total of 23 HCPs via remote (video conferencing) focus groups.



Analysis of qualitative data took a combined deductive/inductive thematic coding approach [33]. We deductively coded responses around intervention delivery following our topic guide, and inductively coded issues naturally arising during interviews and focus groups. The analysis was conducted by one researcher (either TB or EW) with secondary coding and consensus of analysis agreed by the lead author (CN).



Qualitative findings are reported summarising the thematic analysis. Data extracts are provided as best illustrations of the themes presented. Participants are anonymised and coded as S for smoker, ES for ex-smoker, NS for non-smoker; NNUH (Norwich) or UHL (Leicester) define the location.





3. Results


We included in the analysis 42 parents in total (Table 1)—22 mothers, 18 fathers, 1 partner (unrelated to the baby), and 1 grandparent. Our sample included some ethnic diversity, approximately reflecting the local populations served by the participating NICUs, including one person of mixed ethnic origin, seven people of Asian origin, and one Black/African/Caribbean participant. There was also a representative spread of educational attainment across the sample, with 5 people having no formal qualifications, 10 with GCSEs or equivalent, 11 with A levels or equivalent, and 8 educated to degree level or above. For smoking status, we recruited a mix of smokers and non-smokers—our sample included 10 active current daily tobacco smokers, 2 recent ex-smokers, 6 long-term ex-smokers, and 24 people who had never smoked or only experimented with tobacco but never regularly smoked. We had just one current e-cigarette user in the sample. Of the 10 current smokers in our sample, 5 (50%) said they would consider quitting, 3 (30%) said that they were actively trying to stop smoking, and 2 (20%) stated that they were not interested in stopping smoking.



We gained views and feedback on intervention components, timing, and delivery parameters from 23 nurses and senior nurses, consultant neonatologists, junior doctors, and health visitors (Table 2).



Qualitative data followed our topic guide, exploring various elements of a potential intervention approach, organised below, thematically, from our analysis, which identified key themes.




4. Findings


4.1. Intervention Suitability and Culture Change


Having a baby admitted to a NICU was considered a turning point, a potential ‘teachable moment’. The immediacy of the emergency admission, often completely unexpected, meant that the health of their baby became paramount to parents/family members. There was enormous respect for the clinicians caring for the baby, and a strong desire to do anything possible to be able to positively influence outcomes. Parents demonstrated how the situation made them more receptive to making personal changes regarding their own smoking:




“When you’re 25 and you’re told you might die when you’re 80 you’re like, ‘might get hit by a bus tomorrow so I’m really not that bothered’. But if you find out that you might kill your baby in 6 months’ time, you’re giving up tomorrow.”



(S LL03-05)





Some parents were worried about potential exposure of smoking particles, either through exposure on the NICU from other visitors, or from family members once they returned home:




“You do have to think about the health of your baby and other people’s because, there’re parents up here that don’t even smoke and you’re on the ward and you’re walking around, you’re walking past their babies and stuff like that.”



(S NNUH16)





Parents themselves suggested that NICU admission for their baby was an important and relevant opportunity for smokers to quit and expressed surprise that the topic of tobacco smoking was not routinely raised:




“Definitely because when you’re in NICU they give you all the information about how to save your baby’s life on discharge and safe sleeping but at no point do they say, ‘do you smoke?’ are you going to be around your baby whilst smoking?’ and I think that’s probably quite important.”



(ES UHL 009-010)





As with many parents, when asked, HCPs recognised the need for intervention. They highlighted that the baby was their patient and that they should be advocating for them to optimise the environment for the baby. Many drew parallels to breastfeeding and believed that having conversations about smoke-free environments with all parents (including non-smokers), and offering cessation support to those that smoked, should become routine practice, helping to normalise the message:




“With parents and smoking, if there’s evidence to suggest actually long term the baby’s going to do far better if you’ve got a non-smoker and then a non-smoke house then if you have that conversation right at the beginning, as part of what we all plan to do, which is basically give them their baby in the best possible condition they can with the least long-term issues that we can, that can almost be seen as part of the norm.”



(FG 24.09)





Both HCPs and parents strongly agreed that both mothers and their partners should be included in discussions about smoke-free households and be offered smoking cessation support if needed. Some fathers also expressed that they felt it would empower them to be involved as they often felt left out of maternity and postnatal care. Parents felt that it would be easier to quit if they were both attempting it, as they could support each other.




“The mums need the dads’ support and if they [the dads] perhaps gave up whilst the mum’s pregnant like with the mum, then perhaps the mum wouldn’t be so inclined to go back to smoking.”



(S NNUH16)





Barriers


The biggest concern both parents and HCPs had about the suitability of intervening in NICU was that it could shame parents, making them feel they were to blame for their baby’s health:




“If I was a smoker, if I had spent my pregnancy smoking, I’d already feel quite fragile knowing that my baby’s poorly enough to be in the neonatal unit and to be asked straight away ‘do you smoke?’ I’d probably feel: are they wondering if it’s my fault?”



(Ex-smoker UHL 009-10)





HCPs were acutely aware of stigma around smoking, especially as there was often added complexity, as those parents who were smokers sometimes had other social and health issues that were also stigmatised. Smoking was seen as a ‘taboo’ subject and HCPs perceived that any conversation around it had the potential to undermine the relationship between HCPs and parents:




“The people who smoke are mostly the poorest and the most disenfranchised and with a huge amount of mental health… mothers we have and substance misusers… when I visit people at home, I’m just grateful if they are putting on a different jacket to go outside their flat or dad is or granny. So we’re not talking to the middle classes, we’re talking to a lot of socioeconomic factors that are very, very hard to break down and if you start having too high standards, you’re actually making people with very low self-esteem feel even worse than they do and then you just don’t build any relationship.”



(FG 24.09)





Although this was recognised as a barrier, it was not seen by some as a reason not to intervene, as there was a sense of duty and responsibility to have the conversation, no matter how difficult:




“But then you’ve done your bit haven’t you. You’ve not passed the buck, but you’ve fulfilled your role by saying… you’ve asked them haven’t you. If they then choose not to answer, you can’t do nothing about that. It’s out of your hands then.”



(S NNUH10-11)





However, HCPs commented that they lacked confidence to start the conversation and would welcome an intervention providing them with a framework to talk to parents about this taboo subject in a way that did not stigmatise parents at this vulnerable time:




“I think I mean, yeah, it’s conversations that if we know that they’re a newly ex-smoker or you know, we know that they’re going through a stressful point. It’s about us having the tools and the right language and the right teaching to speak to them about it.”



(FG 18.09)







4.2. Intervention Delivery


Our topic guide explored timing and pragmatic aspects of intervention delivery, asking parents their views on what might be needed, what would be acceptable, and particularly also exploring with HCPs what might be feasible to implement.



4.2.1. Intervention Timing


Parents and HCPs thought there should be a flexible approach to initiating discussion with parents about the impacts of smoking and available help. For some, it might be appropriate to offer help right from admission in order to intervene before smoking habits had become ingrained on visits to the unit, whereas for others it would be better to wait at least a day before broaching the subject. HCPs were concerned that parents were overloaded with information upon admission and would not have capacity to process the information due to the stress of the situation, as one parents said:




“For someone to then come up to me and go ‘do you want help to stop smoking?’. I don’t even know how I’m standing on my feet and I how I’m managing to walk in a straight line right now and how I’m getting out of bed.”



(S NNUH05-04)





Doctors were seen as credible, prompting parents to listen, and nurses were perceived to have a close relationship with the parents and more time to spend to discuss smoke-free environments:




“Having a nurse who is looking after my child, saying in the first couple of days: ‘Look, I don’t mean to pry but are you a smoker? Because smoking has a very big impact on your child’s development and their lungs’. It doesn’t have to be a detailed explanation.”



(NS NNUH02)





There was a consensus that discussion around smoke-free environments should not stop after this initial discussion but should be further reinforced at subsequent opportunities during the NICU stay. The Family Care Team, whose role it is to support the family throughout and beyond the NICU admission and, therefore, often had a strong relationship with the family, were mentioned by a few of the parents as being suitable to offer continued support around smoke-free environments:




“I think maybe the family care team would be helpful to do it because they’re involved in like supporting the family. And that’s what it’s all about, looking after yourselves, your other children and your baby when they come home. So I think maybe someone like that.”



(S NNUH16)





Parents commented that support around staying smoke free should continue after leaving the NICU. They recognised that this was a potential risky period for relapse:




“Follow-up would be important because it’s very easy for somebody to give up smoking during that period, then the baby gets stronger, the baby comes home and they maybe think ok we’re out of the danger period now, I’ll just nip and have one and you’re back to a non-smoke free environment.”



(ES NNUH 009-10)





Health visitors were thought to be ideally placed for follow-up once the baby had gone home as they were regularly seeing families. They could offer continuity of care handed over from the NICU outreach team and include smoke-free support in their existing scheduled meetings with families:




“As health visitors we are quite skilled in having those conversations and having difficult conversations with parents.”



(HV 14.10)





Continuity of care and support was felt to be vitally important, not just for mothers—who could struggle following discharge and feel slightly abandoned, but also for fathers—who play a vital role in supporting mothers and who have a large influence on maternal smoking status:




“I just genuinely think that when the baby is discharged and [we] go home as a family, I really do think that extra support, not just for your little one but yourself as well because mums do feel rubbish when they go home. I really think mum as well as dad because dads you know they feel down sometimes.”



(S NNUH 003-004)






4.2.2. Training and Specialist Support


Basic training was discussed by participants as a way to enable staff to have conversations around smoke-free environments and discuss options for smokers:




“So having everyone on the unit trained to a certain level of knowledge about smoking cessation and the health benefits of quitting. The health benefits of taking the baby home to a smoke-free environment.”



(FG 13.10)





Some of the parents also liked the idea of a staff member who was a smoking cessation specialist being available if they needed further support around quitting smoking. HCPs drew parallels with the model of breastfeeding support and thought that having a dedicated champion would work well as it would offer staff support:




“I like the idea of having someone with more knowledge because parents will always ask you questions that you don’t quite remember or you know that you’re not as familiar with that, the evidence on that, and it’s always good to have someone to signpost them to, to say ah well I can arrange for you to talk to such and such who has a lot more information on it. So I do like that idea.”



(FG 13.01)






4.2.3. Educational Resources


HCPs and parents discussed education materials, such as posters and leaflets as a way to deliver the intervention. They believed that these could be effective because they were accessible and because they could introduce or reinforce messages that could be followed up in a face-to-face discussion. Parents commented that they would flick through leaflets they had been given, or read posters on the wall, often to give them something to do:




“It’s quite nice to sit and just focus and let your mind focus on that and the poster and you actually you’ll be surprised when I went home how much I actually remember from them posters.”



(ES NS NNUH 003-04)





HCPs felt that it would be quite straightforward to include leaflets and posters around the unit and include leaflets in packs that they already gave out to families upon baby’s admission:




“Yes, yes, I give everybody a … well my team, we give everybody an admission pack which has got lots of leaflets about safe sleep and resus [resuscitation] and all that kind of thing. So it definitely could go in there.”



(FG 28.09)





Digital support in the form of apps, videos, websites, or text messages was discussed. Participants felt that digital support could be useful to reinforce the other support offered. Both groups agreed that it was a normative and accessible medium:




“The app’s on your phone and you’re looking on your phone all the time. You might be like ‘ooh I’ve got a minute I’ll look through that now’. Do you know what I mean? Whereas the leaflet’s gone and forgotten but the app’s always there on your phone and you’ve got the reminder every time you go on your phone and it’s there to look at.”



(ES UHL 006)







4.3. Intervention Components


Specific examples of intervention components were discussed during interviews. Components that parents felt would be helpful, supportive and acceptable were organized around a brief intervention framework (‘Ask, Advise, Act’).



4.3.1. ASK—Identifying Babies at Risk of Tobacco Smoke Exposure


Currently, there is no formal process for identifying babies admitted to the NICU at risk of smoke exposure. The information is not guaranteed to be on the mother’s record from the booking appointment and, even if it is, it might not be up to date and will not include other household members’ smoking status or whether friends and family smoke. HCPs felt that aquestionnaire could be part of a universal lifestyle questionnaire administered to all NICU parents. They felt that standardising the approach could avoid the stigma of asking people directly. Parents and HCPs felt that a short questionnaire would be acceptable, as long as anonymity was assured:




“I think maybe like a questionnaire or something like that. Because I think some parents might find it a little bit, I don’t know, overwhelming to have their baby in here and then to be asked ‘well do you smoke?’ kind of thing. They might find it a bit ooh!”



(S NNUH16)





Carbon monoxide (CO) monitoring was also discussed as a possible way of identifying smokers entering the unit. Participants’ views on this were mixed. Some parents were interested in finding out their CO reading and the potential impact on the baby, which could prompt engagement with the intervention:




“Personally, as a father rather than mother who’s gone through labour and childbirth and all the rest of it, if a doctor asked me to do a CO test to try and help my premature baby, see if anything I was doing would adversely affect it, then I’d be willing to do that, no problems, no issues … You want the best for your child, and you want it to be as easy as possible for them. If there’s anything that I was doing that could hinder recovery and growth and everything like that, I’d want to know how to do it.”



(ES UHL 009-010)






“We tend to find that CO testing is a really good way of mothers understanding how smoking is affecting their health and their babies’ health, but it also gives the health care provider a good opportunity to approach that subject with them as well by discussing carbon monoxide, so it’s a good all-round tool.”



(FG 28.09)





Other participants, especially smokers, believed that CO testing upon admission would be too intrusive and potentially stigmatising:




“I could see if you, straight off the bat, said ‘we test everyone as a minimum’. It almost assumes guilt and I think it gives that (impression) of we are, you know, we’re against you. I think some parents could feel like that.”



(S & NS NNUH 001-002)






4.3.2. ADVISE—Inform Parents about the Risk to the Baby’s Health


Parents wanted factual, hard hitting (meaning, factual messages should not be ‘softened’ due to causing potential distress), information about how their baby specifically would be affected by second and third-hand smoke (smoking particles). They acknowledged that although they knew the risks to themselves of smoking, they were not clear on the impact of smoking on the baby. They felt that knowing the risks could be very motivating in stopping smoking or ensuring a smoke-free environment:




“… if you now sat in front of me and said: ‘It’s harming the baby for you to be sitting next to her after you’ve had a fag’.



NNUH05: Especially after everything they’ve been through.



NNUH04: I’d give up. I’ve watched that boy fight for the last 26 days and I’d feel disgusted to think I was making his life worse because I’d had a cigarette. (S NNUH 05-04)



If you give it to a lot of other parents as well and said, ‘you smoking and having it on your clothes is harming your kids and that is an absolute, 100% fact that that is harming kids and you yourself’. Because it’s like saying I’m sitting here right now and I’m hurting myself.”



(S NNUH003-04)





Parents thought that having materials, such as posters, leaflets, and videos to communicate facts and figures about the impacts of smoke on their baby, would be effective, especially if they also included hard-hitting images to reinforce the message from the baby’s perspective:




“I’ll be honest, rather than told, I’d have to see it. I’m more of a visual kind of person. If I saw they’d done research and show your facts and figures and numbers on the computer where they actually done it and how they done it. And that was harmful, yeah, I’d give up smoking tomorrow.”



(S NNUH03-05)





Participants suggested that opportunities to reinforce smoke-free messages and offer support could be incorporated into discussion about using oxygen, transitioning home, coping mechanisms, and breastfeeding:




“I think we should be thinking about discharge planning for babies from the day that they are admitted in many different ways. Teaching parents on tube feedings and you know care for their baby right from the get-go and thinking about it. So for me it would be wrapping it into that rather than, you know, as part of a package of how do we make sure your house is baby ready or premature baby ready?”



(FG 13.10)






4.3.3. ACT—Offer Parents Support to Create a Smoke-Free Environment for Baby


HCPs in particular were keen to offer support to parents framed as promoting and enabling smoke-free environments. They felt that this would be less confrontational and more acceptable to parents than an intervention focused on quitting:




“Lots of our parents find that this is a great moment to think about how to bring up the baby in the most healthy way. Breastfeeding is a brilliant option. Also smoke free homes is a brilliant option. Would you like some support for this for you or any members of your family? Rather than ‘do you smoke?’—which is what I would have definitely asked because like you say it was a red book thing. Whereas that will always draw a negative response really.”



(FG 13.10)





HCPs felt that the intervention, in addition to offering alternatives, should also take action by promoting a harm reduction approach to those who could not or did not want to fully quit smoking, and advise on methods to minimise their baby coming into contact with smoke:




“You’re offering a service to help people stop if they choose to, but not everybody’s going to choose to or feel ready to. So I think maybe you should offer like ways that you can at least minimise the amount of smoke in your home. You know, so whether that is [nicotine] chewing gum or making people aware that they should wear a different coat and that’s like only for going outside. That they wash their hands thoroughly after coming in.”



(S NNUH14-15)





Offer Nicotine Alternatives and Other Support


There was strong consensus across both HCPs and parents that smokers should be signposted to, or even offered, alternatives to smoking whilst on the unit to promote a smoke-free NICU. Some also felt that this could empower parents and, could ultimately, potentially promote quitting.




“I think anything that makes them not spend that time outside smoking is a positive but if it’s an e-cigarette, as long as the NHS deems that to be safe as an alternative then I think that’s fine.”



(UHL 007)





A couple of parents commented that nicotine replacement therapy (NRT) would enable parents to spend more time with their baby as they would not have to go outside:




“Yeah, because obviously you want to spend more time with your baby than pop out for a cigarette. Because that’s that craving in your mind … More bonding time with your child.”



(S NNUH12-13)





Both parents and HCPs were concerned about cost, and HCPs highlighted that when it came to NRT they were not able to prescribe for parents as the baby was their patient. However, some HCPs mentioned that there was a precedent for offering NRT demonstrated in the antenatal care:




“We’ve now changed our medicines policy so that midwives can prescribe nicotine replacement therapy to any pregnant in-patients, whilst they’re on the antenatal ward. And that’s so that we can promote the site as smoke free and then you know, there’s a chance there to educate women about the harms of smoking etc. So we also have devised a sheet as well that they have to sign, whether they accept the NRT. It also says that they won’t smoke during their admission here, and if they decline the NRT then it’s basically saying that we can’t take responsibility for them if they go off site to smoke.”



(FG 28.09)





Some parents commented that e-cigarettes satisfied the need for a break from the NICU, which some parents needed due to the intense nature of the situation. However, HCPs worried that e-cigarettes could dilute the message about smoking round baby. Many HCPs and parents were uneasy about e-cigarettes and believed they were still an unproven cessation method with potential health risks.




“I think that there, um, I from what I understand about them, they’re almost as bad as cigarettes themselves. Um, they’ve… they’ve got a lot of—and I may be very wrong in this—but I understand that they’ve got a lot of things in them that are dangerous as well…”






“I think from a baby point of view it’s obviously safer for the baby, so for the purposes of, you know the study with the outcome of you know improving health outcomes for the baby. I’m sure it is a step in the right direction. I think as a medical professional I would struggle to recommend that somebody do that because for personal health, I think it’s a really bad idea.”



(FG 14.10.20)





In addition to alternatives, parents discussed other digital support including aids such as timelines, goal setting, distraction games, motivational messages, real-time interactions with healthcare professionals and other quitters, and even endorsements from celebrities and influencers. However, participants also emphasised that digital support should be specific to the postnatal situation of having had a baby on the NICU. It was felt that this could be tailored to support parents, immediately post-discharge:




“Yeah, if someone text me say tomorrow and say, ‘did you manage to do your first night?’. I’d quite happily reply ‘look I managed to do it but I’m pulling my hair out here.”



(ES NS NNUH12-13)






Smoke-Free Environment Promotion


When it came to implementing a smoke-free NICU, many of the parents felt there should be expectation setting and rules so that every parent entering the NICU knew that they should try and avoid exposing their baby, and potentially others, to tobacco smoking particles. They felt that timed absences following a cigarette could be a good option with some even suggesting using CO monitoring to implement this. Changing clothes or wearing protective clothes were also suggested:




“Please respect that space and try to refrain from smoking for x amount of time, however long it needs to be for the effects of the smoke to be minimised”.



(NS NNUH01)





All parents stated that they could benefit from discussions around smoke-free home environments, as even non-smoking parents commented that they had smoking friends or family members who were likely to come into contact with their baby. However, HCPs discussed that extended family members could be hard to engage with, and parents expressed concern that they did not know how to talk to their smoking relatives about the importance of keeping the home smoke free. One aspect of a proposed intervention included having leaflets to share with family members, and stickers and signs to put up at home to inform visitors that the house was smoke free. Some parents discussed that having information to share with smoking relatives could be empowering and help enable them to become smoke-free advocates for their baby. It was important that they could say it had been given to them by the hospital:




“Some people might find it hard to explain to grandparents or mums or dads or brothers or sisters about how they want us to make smoke-free homes. How it can affect the baby and stuff like that. But if they can see it in black and white themselves then, you know, I think it might be a bit better. And make the mum feel less guilty on having to tell them.”



(S NNUH16)





Although a couple of parents were worried that the stickers and signs could single out certain family members, most parents particularly liked the stickers and signs because they felt that they could avoid confrontation by showing a clear ‘official’ message:




“Yeah. Because I think when, especially if you’ve got a premature baby, I think it’s a good … It’s a way of kind of avoiding an uncomfortable situation for you. Telling your friend ‘cause if your friend is going to walk in having smoked, she may think oh wait, hang on.”



(NS UHL 020 21)








4.4. Intervention Logic Model and Diagram


The intervention, as defined by the logic model, background theory, and qualitative feedback presented in this paper, is a bespoke package of resources to be used by NICUs in the implementation of the NHS long term plan [22] (see Figure 2).





5. Discussion


Qualitative data gathered from mothers, fathers, a partner who was not a parent, family members and HCPs caring for babies admitted to NICUs indicated a clear consensus of the need for support to enable families to maintain smoke-free homes. Most parents considered it feasible and acceptable to ask families about tobacco smoking in the home from the time of admission of the baby. Many parents expected to be asked about smoking status and were surprised that this had never been asked. They were also amenable to CO testing as a way of ascertaining smoking status providing it was handled sensitively and offered to all parents, so as to avoid stigmatising those that smoke. Overall, it was felt that it would be acceptable, and indeed there was strong support for a clearly ‘smoke-free NICU’, where tobacco use during the time of the baby’s admission was not acceptable at all. Key to this was addressing the culture on NICU and enabling HCPs to feel informed and able to have conversations with families about the importance of maintaining a smoke-free home as part of their usual day-to-day practice.



For parents who smoke, support for a smoke-free home might involve direct support during the baby’s NICU admission to quit smoking. Offering alternatives including NRT and potentially e-cigarettes was supported. This was felt to be a positive way in which parents could be encouraged to avoid smoking completely during the NICU admission, which might mean that parents then went on to remain smoke-free. It was also well recognised that for ex-smokers, the NICU admission was a stressful time and there was a need to encourage recent ex-smokers to stay smoke-free and avoid relapse. However support for promotion of e-cigarettes was mixed, as there was some misgiving and confusion apparent in the data, despite Public Health and professional body guidance supporting the use of e-cigarettes for people trying to quit smoking [34]. Even for non-smokers, support was felt important to emphasise the importance of maintaining a smoke-free home environment for the baby.



There was strong consensus that the best way to educate parents about smoke free homes would be to take a ‘hard hitting’ approach to intervention. Health messages coming clearly from the perspective of the baby were felt to be the most impactful. However, the framing of these could be positive, i.e., the health benefits for the baby of staying smokee-free. These messages might be delivered in multi-media format—there was some support for posters and messaging on NICU. Leaflets were useful for some people but not others, and digital support was generally thought to be helpful, although not all parents engaged with apps and online forums. However, it is clear that moving towards a paper-free environment is critical for infection control reasons and, thus, parents described how they often spent extended periods of time on their phones while visiting their infant, and that this could present an ideal opportunity for education and support.



There was clear consensus for a continuity of care approach within the unit and beyond, such that all educational materials were supported and emphasised by NICU staff. Nurses and doctors might be trained to deliver basic smoke-free home advice, and this could be supplemented through referral to a specialist smoking cessation advisor based on the unit. Continuity was also critical across the time of the NICU admission and discharge—so support starting right from the admission should be reiterated throughout the in-patient stay, and then re-addressed in the community by an outreach nurse or a health visitor. Finally, intervention components that act as environmental prompts in the home, such as stickers and leaflets for family and friends, were thought to be potentially important aspects of an intervention that must also reach into the home environment in a sensitive way.



Previous studies have tested approaches to supporting smoke-free homes in the NICU setting. These have included education and motivational interviewing [35], but to date, no specific tailored approach has been developed for use in the context of UK NICUs. This study is the first step in meeting this need, in order to address smoking in families of extremely vulnerable and ‘at risk’ infants. We propose a targeted intervention approach, theoretically underpinned and specified via a logic model, demonstrating a pathway of support throughout the NICU admission and beyond. Support is clear and educational messages are ‘hard-hitting’ but delivered sensitively by trained NICU staff and positively offering harm reduction alternatives to promote a completely smoke-free NICU.



Findings of this study are limited in that the qualitative data were collected specifically for purposes of developing an intervention. Sampling was purposive rather than to achieve statistical generalisability. Analysis took a thematic approach, specifically coding for views and experiences to contribute towards the goal of intervention development. However, we gathered a range of views across two major NICUs. Positively, we managed to engage both fathers as well as mothers during the admission, capturing views from parents of a range of ethnicities, and interviewing both people who smoked as well as non-smokers. We also sampled across the wide range of HCPs who routinely delivered patient care in NICUs, and took a theoretically informed approach, guided by our logic model.




6. Conclusions


Following the detailed qualitative data gathered through this study, it is clear that a package of support should be implemented to provide the intervention that families of babies admitted to NICU want and need to maintain smoke-free homes. As this is a clear need, and it is recommended by current policy [22], it was felt that a further trial before implementation is not warranted. Qualitative findings reported support of a brief intervention ‘3As’ approach that should be implemented, where parents are asked about smoking status on admission of their baby to NICU, are advised of the health risks to their baby of environmental tobacco smoke exposure, and are actively supported to move away from tobacco, to maintain smoking abstinence, and to promote smoke-free homes to visitors, as appropriate. This is a novel approach and is the first UK intervention approach developed to create smokefree NICUs.








Supplementary Materials


The following are available online at https://www.mdpi.com/article/10.3390/ijerph19063670/s1, Supplentary material S1: Interview topic guide.





Author Contributions


Conceptualization, C.N., L.B., P.C., R.H., S.O., W.H., M.U., E.M.B., F.N.; methodology, C.N., T.J.B., E.W., A.N., M.H.; validation, T.J.B., E.W., C.N.; formal analysis, T.J.B., E.W., C.N.; investigation, T.J.B., E.W., C.N., A.N., M.H.; resources, C.N.; data curation, T.J.B., E.W., C.N.; writing—original draft preparation, C.N., E.W., T.J.B.; writing—review and editing, all; visualization, T.J.B., E.W., C.N.; supervision, C.N.; funding acquisition, C.N. All authors have read and agreed to the published version of the manuscript.




Funding


This research was funded by the National Institute for Health Research, grant number PB-PG-0817-20032).




Institutional Review Board Statement


The study was conducted in accordance with the Declaration of Helsinki and approved by the HRA Ethics Committee (REC: 19/EM/0235) for studies involving humans.




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


Data are available on request.




Acknowledgments


We thank all of the healthcare professionals, parents, carers, and family members who took part in this research study.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



NHS. What Are the Health Risks of Smoking? [Internet]. nhs.uk. 2018. Available online: https://www.nhs.uk/common-health-questions/lifestyle/what-are-the-health-risks-of-smoking/ (accessed on 5 April 2019).

	



CDCTobaccoFree. Health Effects of Secondhand Smoke [Internet]. Centers for Disease Control and Prevention. 2020. Available online: https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/index.htm (accessed on 18 January 2022).

	



New Brief Outlines Devastating Harms from Tobacco Use and Exposure to Second-Hand Tobacco Smoke during Pregnancy and Throughout Childhood—Report Calls for Protective Policies [Internet]. Available online: https://www.who.int/news/item/16-03-2021-new-brief-outlines-devastating-harms-from-tobacco-use-and-exposure-to-second-hand-tobacco-smoke-during-pregnancy-and-throughout-childhood (accessed on 18 January 2022).

	



Statistics on Women’s Smoking Status at Time of Delivery, England—Quarter 1, 2017–201818—NHS Digital [Internet]. Available online: http://digital.nhs.uk/catalogue/PUB30070 (accessed on 13 October 2017).

	



Bull, J.; Mulvihill, C.; Quigley, R. Prevention of Low Birth Weight: Assessing the Effectiveness of Smoking Cessation and nutritional Interventions: Evidence Briefing; Health Development Agency: London, UK, 2003. [Google Scholar]

	



Adams, E.K.; Miller, V.P.; Ernst, C.; Nishimura, B.K.; Melvin, C.; Merritt, R. Neonatal health care costs related to smoking during pregnancy. Health Econ. 2002, 11, 193–206. [Google Scholar] [CrossRef]

	



Estimating the Long-Term Economic Costs of Preterm Birth—Health Economics Research Centre (HERC) [Internet]. Available online: https://www.herc.ox.ac.uk/research/disease-cost-studies-2/studies-28/estimating-the-long-term-economic-costs-of-preterm-birth-2 (accessed on 18 January 2022).

	



Northrup, T.F.; Khan, A.M.; Jacob, P.; Benowitz, N.L.; Hoh, E.; Hovell, M.F.; Matt, G.E.; Stotts, A.L. Thirdhand smoke contamination in hospital settings: Assessing exposure risk for vulnerable paediatric patients. Tob. Control 2016, 25, 619–623. [Google Scholar] [CrossRef] [PubMed]

	



Stotts, A.L.; Evans, P.W.; Green, C.E.; Northrup, T.F.; Dodrill, C.L.; Fox, J.M.; Tyson, J.E.; Hovell, M.F. Secondhand Smoke Risk in Infants Discharged from an NICU: Potential for Significant Health Disparities? Nicotine Tob. Res. 2011, 13, 1015–1022. Available online: https://academic.oup.com/ntr/article/13/11/1015/1081234/Secondhand-Smoke-Risk-in-Infants-Discharged-from (accessed on 18 July 2017). [CrossRef] [PubMed]

	



Collaco, J.M.; Aoyama, B.C.; Rice, J.L.; McGrath-Morrow, S.A. Influences of environmental exposures on preterm lung disease. Expert Rev. Respir. Med. 2021, 15, 1271–1279. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8453051/ (accessed on 18 January 2022). [CrossRef] [PubMed]

	



Morrow, L.A.; Wagner, B.D.; Ingram, D.A.; Poindexter, B.B.; Schibler, K.; Cotten, C.M.; Dagle, J.; Sontag, M.K.; Mourani, P.M.; Abman, S.H. Antenatal Determinants of Bronchopulmonary Dysplasia and Late Respiratory Disease in Preterm Infants. Am. J. Respir. Crit. Care Med. 2017, 196, 364–374. [Google Scholar] [CrossRef]

	



Northrup, T.F.; Stotts, A.L.; Suchting, R.; Matt, G.E.; Quintana, P.J.; Khan, A.M.; Green, C.; Klawans, M.R.; Johnson, M.; Benowitz, N.; et al. Thirdhand smoke associations with the gut microbiomes of infants admitted to a neonatal intensive care unit: An observational study. Environ. Res. 2021, 197, 111180. [Google Scholar] [CrossRef]

	



Díez-Izquierdo, A.; Cassanello-Peñarroya, P.; Lidón-Moyano, C.; Matilla-Santander, N.; Balaguer, A.; Martínez-Sánchez, J.M. Update on thirdhand smoke: A comprehensive systematic review. Environ. Res. 2018, 167, 341–371. Available online: https://www.sciencedirect.com/science/article/pii/S0013935118303852 (accessed on 18 January 2022). [CrossRef]

	



Nichols, A.; Clarke, P.; Notley, C. Parental smoking and support in the NICU. Arch. Dis. Child. Fetal Neonatal 2019, 104, F342. Available online: https://fn.bmj.com/content/104/3/F342 (accessed on 18 January 2022).

	



Smoking Toolkit Study|Tobacco and Nicotine Use in the UK [Internet]. Smoking Trends UK. Available online: https://www.smokingtrendsuk.info/smoking-toolkit-study (accessed on 12 November 2021).

	



Orton, S.; Coleman, T.; Coleman-Haynes, T.; Ussher, M. Predictors of Postpartum Return to Smoking: A Systematic Review. Nicotine Tob. Res. 2017, 20, 665–673. [Google Scholar] [CrossRef]

	



Action on Smoking and Health. Smoking Still Kills: Protecting Children, Reducing Inequalities; ASH: London, UK, 2015.

	



McBride, C.M.; Emmons, K.M.; Lipkus, I.M. Understanding the potential of teachable moments: The case of smoking cessation. Health Educ. Res. 2003, 18, 156–170. [Google Scholar] [CrossRef]

	



Casteel, J.K. Affects and cognitions of mothers and fathers of preterm infants. Matern. Nurs. J. 1990, 19, 211–220. [Google Scholar]

	



Åhlund, S.; Clarke, P.; Hill, J.; Thalange, N.K.S. Post-traumatic stress symptoms in mothers of very low birth weight infants 2–3 years post-partum. Arch. Women’s Ment. Health 2009, 12, 261–264. [Google Scholar] [CrossRef] [PubMed]

	



Alexander, A.L.; Clarke, P.; Rushworth, I.; Mastroyannopoulou, K. PTSS in fathers of VLBW infants two to four years postpartum: A pilot study. Clin. Pract. Pediatric Psychol. 2020, 8, 25–36. [Google Scholar] [CrossRef]

	



NHS Long Term Plan [Internet]. Available online: https://www.longtermplan.nhs.uk/ (accessed on 27 March 2019).

	



Towards a Smoke-Free Generation: Tobacco Control Plan for England—GOV.UK [Internet]. Available online: https://www.gov.uk/government/publications/towards-a-smoke-free-generation-tobacco-control-plan-for-england (accessed on 13 October 2017).

	



Smoking: Acute, Maternity and Mental Health Services|Guidance and gidelines|NICE [Internet]. Available online: https://www.nice.org.uk/guidance/ph48 (accessed on 29 October 2018).

	



Smokefree 2030—Smokefree Action Coalition [Internet]. [cited 2021 Sep 6]. Available online: https://smokefreeaction.org.uk/smokefree2030/ (accessed on 6 September 2019).

	



Rosen, L.J.; Myers, V.; Winickoff, J.P.; Kott, J. Effectiveness of Interventions to Reduce Tobacco Smoke Pollution in Homes: A Systematic Review and Meta-Analysis. Int. J. Environ. Res. Public Health 2015, 12, 16043–16059. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4690974/ (accessed on 20 March 2018). [CrossRef] [PubMed]

	



Flemming, K.; Graham, H.; McCaughan, D.; Angus, K.; Sinclair, L.; Bauld, L. Health professionals’ perceptions of the barriers and facilitators to providing smoking cessation advice to women in pregnancy and during the post-partum period: A systematic review of qualitative research. BMC Public Health 2016, 16, 290. [Google Scholar] [CrossRef] [PubMed]

	



Stotts, A.L.; Northrup, T.F.; Green, C.; Suchting, R.; Hovell, M.F.; Khan, A.; Villarreal, Y.R.; Schmitz, J.M.; Velasquez, M.M.; Hammond, S.K.; et al. Reducing Tobacco Smoke Exposure in High-Risk Infants: A Randomized, Controlled Trial. J. Pediatr. 2019, 218, 35–41.e1. [Google Scholar] [CrossRef]

	



Brown, T.; Gentry, S.; Bauld, L.; Boyle, E.; Clarke, P.; Hardeman, W.; Holland, R.; Naughton, F.; Orton, S.; Ussher, M.; et al. Systematic Review of Behaviour Change Techniques within Interventions to Reduce Environmental Tobacco Smoke Exposure for Children. Int. J. Environ. Res. Public Health 2020, 17, 7731. [Google Scholar] [CrossRef]

	



Michie, S.; Van Stralen, M.M.; West, R. The behaviour change wheel: A new method for characterising and designing behaviour change interventions. Implement. Sci. 2011, 6, 42. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3096582/ (accessed on 5 April 2019). [CrossRef]

	



Craig, P.; Dieppe, P.; Macintyre, S.; Michie, S.; Nazareth, I.; Petticrew, M. Developing and evaluating complex interventions:the new Medical Research Council guidance. BMJ 2008, 337, a1655. Available online: https://www.ncbi.nlm.nih.gov/pmc/arti-cles/PMC2769032/ (accessed on 10 March 2022).

	



Saunders, B.; Sim, J.; Kingstone, T.; Baker, S.; Waterfield, J.; Bartlam, B. Saturation in qualitative research: Exploring its conceptualization and operationalization. Qual. Quant. 2018, 52, 1893–1907. Available online: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5993836/ (accessed on 27 March 2019). [CrossRef]

	



Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. Available online: http://www.tandfonline.com/doi/abs/10.1191/1478088706qp063oa (accessed on 10 March 2022). [CrossRef]

	



Vaping in England: An Evidence Update Including Vaping for Smoking Cessation; Public Health England: London, UK, 2021; p. 247.

	



Blaakman, S.W.; Borrelli, B.; Wiesenthal, E.N.; Fagnano, M.; Tremblay, P.J.; Stevens, T.P. Secondhand Smoke Exposure Reduction After NICU Discharge: Results of a Randomized Trial. Acad. Pediatr. 2015, 15, 605–612. [Google Scholar] [CrossRef] [PubMed]








[image: Ijerph 19 03670 g001 550] 





Figure 1. Intervention logic model. 
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Figure 2. Intervention pathway. 
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Table 1. Demographics of the interview sample.
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	n





	Gender
	



	  Female
	24 (57%)



	  Male
	18 (43%)



	  Non-binary
	0



	Ethnicity
	



	  White
	33 (79%)



	  Asian/Asian British
	7 (17%)



	  Mixed/multiple ethnic groups
	1 (2%)



	  Black/African/Caribbean/Black British
	1 (2%)



	Highest Level Qualification
	



	  None
	5 (12%)



	  GCSE or equivalent
	10 (24%)



	  A level or equivalent
	11 (26%)



	  Further education
	8 (19%)



	  University degree or above
	8 (19%)



	Relationship to baby admitted to NICU
	



	  Mother
	22 (52%)



	  Father
	18 (43%)



	  Partner of mother/father (not biologically related to child)
	1 (2%)



	  Grandparent
	1 (2%)



	Age
	



	  Age range (years)
	23–45



	  Mean age
	33



	Smoking status
	



	  Current smoker (smoke one or more tobacco cigarettes per day)
	10 (24%)



	  Recent ex-smoker (quit smoking tobacco in the last 12 months)
	2 (5%)



	  Long-term ex-smoker (quit smoking tobacco completely more than 12 months ago)
	6 (14%)



	  Experimented with tobacco smoking when younger but never smoked regularly
	9 (21%)



	  Never smoked tobacco
	15 (36%)
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Table 2. Overview of HCPs sample.






Table 2. Overview of HCPs sample.





	
UHL

	
Play specialist, n = 1




	
Advanced neonatal nurse practitioner (ANNP), n = 2




	
Homecare nurse, n = 2




	
Consultant neonatologist, n = 2




	
Specialist trainee in paediatrics n = 2




	
NNUH

	
ANNP




	
Senior sister, n = 2




	
Outreach sister, n = 1




	
Staff nurse, n = 2




	
Nursery nurse, n = 2




	
Senior clinical fellow, n = 1




	
Matron, n = 1




	
Smoking cessation midwife, n = 1




	
Family care sister, n = 1




	
Consultant neonatologist, n = 1




	
NICU sister, n = 1




	
Health visitor (community based), n = 1
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2.  Proactive relapse prevention support

3. Education and advice on maintaining smoke free
NICU environment (e.g. posters asking parents wash
hands/change clothes after smoking)

4. Education and advice on maintaining a smoke free

environment once baby returns home (e.g. leaflets
for smoking friends and family)

Process measures:

Capability

Enhanced understanding of risks of 2" and 3@ hand smoke

exposure

Enhanced understanding of benefits of smoking cessation/
continued abstinence

Opportunity

Improved environment to aid smokefree home
Motivation

Stronger beliefs: importance of smokefree environment
Stronger beliefs: importance of postpartum abstinence

QUTCOME

Smokefree
home
environment

Assessed by:

Implementation
of Love my
Lungs package
of support on
UK NICUs

Sources of evidence:

1. West, R & Brown, J. Smoking in
England 2017-2014: Smoking toolkit
study [Internet]. 2015 [cited 2017 Nov
15]. Available from:
www.smokinginengland.info

2. Flemming K., McCaughan D., Angus
K. & Graham H. (2014) Qualitative
systematic review: barriers and
facilitators to smoking cessation
experienced by women in pregnancy
and following childbirth. Journal of
Advanced Nursing 71(6), 1210-1226.
doi: 10.1111/jan.12580

3. Orton S, Coleman T, Coleman-
Haynes T, Ussher M. Predictors of
postpartum return to smoking: a
systematic review. Nicotine & Tobacco
Research, in press. 2017

4.Notley, C., Blyth, A., Craig,

J., Edwards, A., and Holland,

R. (2015) Postpartum smoking
relapse—a thematic synthesis of
gualitative

studies. Addiction, 110: 1712-1723.
doi: 10.1111/add.13062

5. Brown, T, Gentry, S, Bauld, L, Boyle,
E, Clarke, P, Hardeman, W, Holland, R,
Naughton, F, Orton, S, Ussher, M, &
Notley, C (2020). Systematic Review of
Behaviour Change Techniques within
Interventions to Reduce Environmental
Tobacco Smoke Exposure for Children.
International Journal of Environmental
Research and Public Health. 17. 7731.
10.3390/ijerph17217731.





media/file3.jpg
oot s g

“Love my lungy’ Whole famity and smoks tree home gproach - from baty perspectnee

v b o el
P -
kg e ok o s
Sty renos aeroatc
(oot formaton 60 ot ofr
Nt e on oo

e

it

renorganns

it

g o docamon Smogon
o ih 4G o Bt 8
e s ke e ol oo

[+
3:5;;:;‘;‘(’&"‘?::1:‘.’2“5
[H)

=
sy

e o Love g e i
[reremeti e Y
formsion s sppan o

L

1o ghe et v s s 308
et g e e o,
g cmon o et

<

Ee T Y
ey et et

i A S G sl el A et





media/file1.jpg





