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Thesis Abstract 

Background: Exposure to passive smoking in childhood, which mainly comes from parents, 

continues to be a concerning major public health issue many years after comprehensive global 

action on tobacco control was initiated. This thesis aimed to examine (1) the prevalence, 

determinants and the trend of maternal smoking during pregnancy; (2) hospital use among 

children associated with exposure to maternal smoking during pregnancy; (3) validity and 

reliability of a life course questionnaire on exposure to passive smoking during childhood and 

(4) the effect of exposure to passive smoke across childhood on cardiovascular function in

adulthood. Previous studies in these areas had limitations related to measurement of exposure 

or outcomes, were cross-sectional, or did not have objectively measured outcomes. This thesis 

sought to overcome these limitations, adding new information in these areas that could be 

important for public health policy and practice. 

Methods: Participants were drawn from three datasets, Tasmanian Conception to Community 

study (C2C), Childhood Determinants of Adult Health Study (CDAH) and Tasmanian Infant 

Health Study (THIS).  

C2C is a de-identified linked dataset comprising perinatal, emergency department, and 

admitted patient databases collected between the period July 2008 to June 2014. Data on 

maternal smoking during pregnancy and other study factors were self-reported by mothers and 

collected by midwives as part of nationally mandated perinatal datasets. Emergency 

department presentations and admission into hospital through ED were from public emergency 

department data.  

The CDAH study comprised of the 1985 Australian Schools Health and Fitness Survey 

(ASHFS) cohort aged 7- 15 years that were subsequently followed up in CDAH-1 (2004-06), 

CDAH-2 (2009-11) and CDAH-3 (2014 - 19). A range of validated measures of cardiovascular 
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structure and function were assessed by trained data collectors at face-to-face clinics around 

Australia. Data on passive smoking during childhood was collected with questionnaires in 

childhood and adulthood.  

The TIHS included birth cohort between January 1988 to March 1990 that was followed up in 

2015-16 for a pilot study of adult cardiovascular health. Measures of cardiovascular structure 

and function were taken in face-to-face clinics. Exposure to passive smoking during pregnancy 

and childhood was self-reported by mothers prospectively around the time of birth and shortly 

after.  

Results:  The first study examined the trends and determinants of maternal smoking during 

pregnancy, changes in maternal smoking during pregnancy between and within pregnancies 

and their determinants in Tasmania, Australia. Maternal smoking during pregnancy declined 

from 25.9% (2008) to 16.4% (2014). A cessation proportion of 35.1% was observed between 

index (first birth recorded in the dataset) and last pregnancy. Maternal alcohol consumption 

during pregnancy, living in a highly socioeconomically disadvantaged area or being an 

Aboriginal or Torres Strait Islander was associated with an increase in the prevalence of 

maternal smoking during pregnancy and continued smoking between pregnancies.  

The second study evaluated the effect of exposure to passive smoking during pregnancy on ED 

presentations and admission into hospital through ED in exposed children up to 1-year and 5-

years of age. Exposed children had 26% and 45% higher overall presentation to ED and 

admission into hospital through ED, respectively, compared to unexposed children at 5 years 

of age. Higher presentation and admission for respiratory, eye, ear, nose, and throat illnesses, 

systemic and parasitic infections and psychosocial/other presentations were observed above 

the level of the negative control outcome of poisoning or injuries in exposed children at 5 years. 

Similar results were obtained at 1 year. These effects had a dose-response relationship with 
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increased rates of presentation and admission associated with higher exposure to cigarettes per 

day. 

The third study examined the reliability and validity of a retrospective questionnaire 

administered to middle-aged adults in CDAH phase 3 on prolonged exposure to tobacco smoke 

across childhood. The three measures of passive smoking derived from questions on other 

people smoking in the home (example. parents and siblings) included total household smoker 

(range: 0 to 5 smokers); cumulative years of exposure (range: 0 to 106 years) and severity of 

exposure index (range: 0 to 318). The three retrospective measures had good internal 

consistency and moderate agreement with childhood and adulthood factors in ASHFS and 

CDAH. The three measures were also significantly positively correlated with participant 

smoking and negatively with their lung function test. These results suggest that these measures 

are reliable and valid to measure prolonged passive smoke exposure from childhood to 

adulthood.  

The fourth study illustrated the effect of exposure to passive smoking across childhood using 

the previously validated measures on cardiovascular function in adulthood. Greater exposure 

to passive smoking across childhood from the total number of smokers in the household was 

associated with an increase in central blood pressure. Worse left ventricular function as 

measured by global longitudinal strain was associated with greater cumulative years of 

exposure to passive smoke.  

The fifth pilot study evaluated the effect of exposure to passive smoking during pregnancy and 

childhood on cardiovascular function in adulthood. There were significant increases in 

peripheral diastolic blood pressure and decreases in left ventricular function in children 

exposed to passive smoke at various time-points of exposure from pregnancy to adulthood.  
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Conclusion: The findings in this thesis suggest that exposure to passive smoking during 

pregnancy and childhood negatively impacts the health of offspring in childhood and into 

adulthood. Though exposure to maternal smoking during pregnancy is declining, more work 

needs to be done to reduce exposure and improve the cardiovascular health of children exposed 

to this risk factor early in life.  
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1. CHAPTER 1: Introduction 

1.1 Prelude  

This thesis examines associations between passive smoking in children and the effects on their 

health from childhood to adulthood. Analyses presented within the thesis come from three 

different cohort studies with different designs and study populations. This introductory chapter 

contains historical context of smoking, definition and measurement of passive smoking, the 

prevalence and trend of exposure to passive smoking in children, adverse effects of passive 

smoking on children and the associated economic cost of exposure to passive smoking in 

children. 

1.2 Historical context of tobacco smoking  

Tobacco smoking is reported to have started as a ceremonial practice by native Americans in 

the United States more than 500 years ago. Subsequently, tobacco smoking spread to all other 

continents and became a worldwide epidemic .1 Over time, adverse health effects attributable 

to tobacco started being observed. On January 11, 1964, the U.S. Surgeon General's Office 

released the first landmark report on the health consequences of tobacco smoking. The report 

had a large and immediate effect on the beliefs of the community that cigarettes were a risk 

factor for lung cancer and heart disease. 2  The awareness of other adverse health effects of 

cigarette smoking has continued to grow necessitating advocacy for establishment of 

programmes, actions, and policies to control tobacco smoking.  

The World Health Organization (WHO) contributed immensely to the fight against tobacco 

smoking through the development of the Framework Convention on Tobacco Control (FCTC) 

in 1998. The FCTC later became a treaty ratified by 154 nations and led to major international 

collaboration on tobacco control.1 The provisions of the treaty included a comprehensive ban 
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on tobacco advertising and placing of warning signs on cigarette packets using the main 

language of the country of sale. Globally, there was a significant increase in the implementation 

of demand-reduction measures of the WHO FCTC between 2007 and 2014, leading to a 

significant global decline in tobacco smoking. Countries with higher levels of implementation 

of FCTC measures had the highest levels of decline in tobacco smoking.3  

A programme termed MPOWER by World Health Organization was developed in 2008 to 

reduce harm from tobacco through scaling up of some WHO FCTC provisions. But data on 

seven selected MPOWER control programmes implemented in countries around the globe and 

reported by the World Health Organization are not encouraging. Among countries of the world, 

only 32% collect periodic data of smoking for both adults and youths, around 24% have 

complete policies on smoke-free environments, around 10% have cessation programmes, 20% 

have warning labels on tobacco products, around 22% have mass media campaigns, 16% have 

advertising bans and 18% have taxation to reduce demand.4 Many countries, especially among 

high-income countries including Australia, have achieved a reduction in smoking by the 

implementation of these control programmes.5 Australia has implemented almost all of the 

proposed MPOWER components,6. Despite these progressive tobacco control policies, 

Australia have failed to meet the federally designated target for smoking prevalence set by The 

National Partnership Agreement on Preventive Health (NPAPH) of 10% by 2018.7  

Despite all the harmful effects of tobacco smoke and efforts internationally to control tobacco 

smoking, tobacco has been, and continues to be, a lucrative business. The total value of tobacco 

retail sales in Australia in 2009 was AUD 12.17 billion.8 But in 2014, tobacco product sales 

represented about 5% of total retail sales (AUD 280 billion) in Australia with up to 40,000 

retail sales outlets for tobacco products across Australia.8 This level of success has flowed from 

the initial almost undeterred growth achieved by tobacco companies between the 1950s to early 
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1990s. This growth was not only due to legitimate retail sales of tobacco but also criminal 

behaviour like racketeering and failing to disclose the harmful effects of tobacco.9 

1.3 Prevalence of tobacco smoking 

Worldwide, 22% of people aged 15 years and above smoke tobacco.10  Eastern Europe has the 

highest prevalence of smokers (31%) and Africa, the lowest (13%), among persons 15 years 

and older.11 In Australia, 13.8% or 2.6 million adults aged 18 years and above smoked daily 

during 2017-18, a decline from 23.8% in 1995.12 Furthermore, in 2017-2018 1.9% of 

Australian children between 15 to 17 years smoked daily. Most smokers begin smoking during 

adolescence.13  Though there has been a global decline in the prevalence of smoking, the 

number of daily smokers has increased due to population growth from 721 million (1980] to 

967 million (2012).14 

Within countries there is often variation in the prevalence of smoking by region, due to 

differences in social and demographic factors. For example, in Australia the highest prevalence 

of adult daily smokers in 2017-2018 was observed in Northern Territory (19.6%), while the 

lowest was in the Australian Capital Territory (10.6%). The prevalence of adult daily smokers 

in Tasmania, the focus of several cohorts in this thesis, was 16.4% (Figure 1-1).12  

Even within regions, the prevalence of smoking may vary across sub-populations. In Tasmania, 

the highest smoking prevalence has been observed in the reproductive age group, 18 to 44 years, 

specifically 24.5% (18-24 years), 23.8% (25-34 years) and 28.7% (35-44 years).15 

Internationally, the prevalence of smoking in men (32%) is more than quadruple that of women 

(7%). Among Australian adults, men (16.5%) smoked more than women (11.1%), both genders 

smoking an average of 12.3 cigarettes per day.12  
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Figure 1-1 Prevalence of adult smokers (aged 18 years and over), Australia, 2017-2018 

1.4 Passive smoking 

Tobacco smoking is considered a large public health problem and is said to be a pandemic.16 

While active smoking is its own large problem, it has given rise to another pandemic, passive 

smoking; the inhalation of other people's tobacco smoke. Passive smoking has also been 

referred to as: second-hand smoking, or environmental tobacco smoke.17 The inhaled smoke 

may be from the burning end of a tobacco product (side-stream smoke) or that breathed out by 

a smoker (mainstream smoke). 17 Side-stream smoke makes up around 85% of passive smoking 

exposure and is due to incomplete combustion, giving rise to greater concentrations of several 

chemicals found in tobacco than mainstream smoke.18 Both adults and children may be affected 

by passive smoke. In this thesis, there is a focus on people exposed to passive smoke at different 

parts of their childhood including gestation.  
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Children may inhale tobacco smoke from smoking by their parents, other adults and may also 

be exposed in-utero through active maternal smoking or the mother’s exposure to other adults 

smoking. These pathways serve as the two major sources through which children are exposed 

to passive smoke.19  More than 70% of the source of passive smoking in children is from their 

parents.20-22 In addition children may be exposed to thirdhand smoke, smoke that persists in the 

environment including on indoor surfaces, furniture, clothes, carpets, and other objects. 

thirdhand smoke accumulates over time and cannot be removed by ventilating rooms or by 

using fans or air conditioners.23 While of increasing interest, thirdhand smoke is not examined 

in this thesis. 

1.4.1 Components of tobacco smoke  

Tobacco smoke contains at least 2,256 chemical compounds of which 98 of them are 

documented to be cancerous while many others have non-cancerous hazardous effect on 

health.24 Nicotine is a major component of tobacco smoke with cotinine, a major proximate 

metabolite of nicotine, widely used as a quantitative biomarker of tobacco smoke exposure.25 

Cotinine has a relatively long half-life of 16 hours. Cotinine concentration thus reflects intake 

or exposure to tobacco smoke in the past few days. and can be measured from body fluids and 

samples including saliva, urine, blood and hair.25 However, cotinine concentration in active 

smokers will depend on number of cigarettes smoked, smoking environment, and the time-

lapse between smoking and collections specimen for testing.26 Among passive smokers, 

cotinine concentration is determined by interactions with a smoker (e.g. cohabitation), duration 

of passive smoking and the time lapse between smoking and collections specimen for testing.26 

Cotinine measurement can be used to differentiate between active smoking and passive 

smoking. There are other possible biomarkers of nicotine including carbon monoxide, 
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thiocyanate and 4-aminobiphenyl—hemoglobin adduct, but cotinine is regarded as the best in 

terms of sensitivity and specificity.25 

1.4.2 Measurement of passive smoking  

Exposure to passive smoke may be measured through biomarkers and/or questionnaires, with 

biomarkers potentially used to validate self-reported exposure to passive smoking in 

questionnaires.27 For example, measurement of cotinine in urine showed that using 30µg/L 

(same as ng/mL) identified active smokers with a sensitivity and specificity of 94% and 98% 

compared with a questionnaire while 1.78µg/L (same as ng/mL) as an upper reference value 

for non-smokers exposed to tobacco smoking had a sensitivity of 40%.26 Exposure to passive 

smoking at home was associated with higher urinary cotinine levels compared to exposure in 

a car.28 For saliva cotinine measurement, cut off points of 10 ng/mL (sensitivity 96%, 

specificity 95%) for adult self-reported active smokers29 and smoking pregnant women,30 and 

1.5 ng/mL (sensitivity 63%, specificity 71%) for passive smoking in pregnant women30 have 

been proposed. The demarcating line for exposure to passive smoke is still unclear and made 

more difficult by the possible overlap between light smokers and non-smokers that are also 

heavily exposed to passive smoking. 

Children exposed to parental smoke show much higher cotinine (measured in same laboratory 

with same method) levels than the non-smoking spouse of an adult smoker in their respective 

homes.31 This finding implies that children will have higher cotinine concentration when 

experiencing similar exposure to an adult. A wide range of cotinine concentrations were found 

in newborn dried blood spots of children whose mothers were smokers during pregnancy. 

Results ranged from 0.3–165.7 ng/ mL equivalent of cotinine in plasma.32 In 103 children aged 

4 to 11 years, whose parents reported being exposed to passive smoking at home from any 

source, the urinary mean cotinine was 5.1 μg/L.33 Also in children between the age of 4 and 15, 
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the geometric mean of their salivary cotinine concentration was 1.67 ng/mL when only one 

parent smoked at home and 2.46 ng/ml when both parents smoked at home.34 The cotinine 

concentration in urine of children was significantly positively correlated with the number of 

cigarettes parents smoked and the number of smokers in the household.35 Validity in measuring 

passive smoking exposure seems to lie on the measurement of cotinine in blood, saliva or 

urine.25 Cotinine measurement in a body fluid has also proved to be accurate in validating self-

reported smoking information in children.28 

Environmental markers and monitoring also have a role in exposure measurement. Personal 

Aerosol Monitors can be used to measure the concentration of particulate matter pollution due 

to tobacco smoke (PM2.5) and sodium bisulphate-treated filter sampler for airborne nicotine.36 

Correlations between both methods were higher in environs with high-level passive smoke 

(Spearman's rank correlation coefficient 0.733) and indoors (Spearman's rank correlation 

coefficient 0.739).36 Investigation with Personal Aerosol Monitors suggest that exposure level 

is proportional to the number of active smokers in the person’s immediate environment.37 On 

average, exposure level increases by approximately 30% for each added smoker in the 

environment but by approximately 50% if under a roof or covering.37 Measurement of 

particulate matter and/or airborne nicotine concentration can be used to measure exposure of 

children to passive smoking. 

Self-report of passive smoke exposure is the most widely used method of measuring passive 

smoking, especially in large populations, due to ease of administration and relative ‘cost-

effectiveness' compared to environmental monitoring and biological markers.38 Additionally, 

self-reported questionnaires can more readily measure exposure over time, unlike biomarker 

methods of measurement, which reflect recent exposure only. 38 Most assessments of a child’s 

exposure to maternal smoking during pregnancy is through self-report.39 For exposure during 

childhood, parents are sometimes asked on behalf of young children, while adolescents can be 
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administered questionnaires directly.38 The questions administered by researchers are diverse. 

This partly has led to questions about the reliability and validity of some of the questionnaires.38 

However, community-based studies involving large populations of more than 5,000 

participants and using cotinine as a gold standard for validation of smoking status, have shown 

that self-reported questionnaire responses on smoking exposure is valid and reliable 

irrespective of the age, socioeconomic position or area of residence of the participants.40 Self-

reported questionnaire have been shown to be reliable for measurement of passive smoking 

exposure but fewer studies have examined the validity of these measures.38 Of importance is 

that due its half-life of about 16 hours cotinine can only be used to validate short-term 

exposure.25 There is no recognized way of validating questionnaire on prolonged exposure to 

passive smoking like exposure that spans from early childhood to adolescence. This thesis will 

explore the potential reliability and validity of a retrospective childhood passive smoking 

exposure questionnaire administered to adults.  

1.4.3 Passive smoke exposure in children 

Children, due to their dependency on adults, are more likely to be exposed to passive smoking 

compared to adults. Children between the ages of 3 and 11 years are reported to be the most 

exposed when compared to adolescents and adults.41, 42 Children are also reported to be more 

susceptible than adults to the adverse effects of the exposure due to their physiological 

composition.43 The potential for short-term harms associated with exposure to passive smoke 

during pregnancy are quite well known, including foetal growth restriction, preterm birth, low 

birth weight, and sudden infant death syndrome.44  

There is limited recognition of the longer-term effects of exposure to passive smoke during 

pregnancy, infancy or childhood on health into later childhood or even adulthood. This 

situation has arisen, at least in part, because many studies have short follow up,45, 46 and have 
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relied on self-report of health including symptoms or signs of disease, disease diagnoses and 

health service use. 46-48 49, 50 Among existing studies on longer term impacts of passive smoking 

in childhood, validation of the measurement of childhood exposure to tobacco smoke used in 

the study was not reported.51, 52 This thesis will examine some aspects of childhood exposure 

to passive smoking and its health effects while overcoming some of the limitations of previous 

studies.  

1.5 Different periods of exposure of children to passive smoking 

In this thesis, two periods of exposure to children will be discussed, exposure to passive 

smoking during pregnancy and exposure to passive smoking during childhood. There is no 

ambiguity about the period of pregnancy which spans from the time of conception to delivery. 

Childhood may include any period from birth to 18 years of age grouped as early childhood 

(birth to 8 years), middle childhood (8 to 12 years) and late childhood (12 to 18 years) or 

adolescence (10 to 18 years).53  

Exposure of children to passive smoking during pregnancy or childhood is mainly parental.20, 

43 Thus, most existing studies only report exposure to passive smoke from parents, most 

commonly mothers only, thus excluding fathers and other adults.54, 55 This situation may mean 

that the effects of passive smoke on health in children has been underestimated. This next 

section will discuss the prevalence and effects of passive smoke exposure during pregnancy 

and childhood. 

1.5.1 Exposure to passive smoking during pregnancy 

Exposure to passive smoking during pregnancy, independent of exposure after birth, has been 

associated with adverse effects in children.56, 57 Exposure of children to smoke during 

pregnancy can be from maternal, paternal, or other household member smoking. Maternal 
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smoking during pregnancy has received much more attention than paternal smoking during 

pregnancy and, similarly, the harmful effects attributed to the exposure from mothers are more 

often reported.58 Both maternal and paternal smoking are harmful to children independently 

but may work synergistically leading to worse outcome59, 60 Only a few studies have included 

both parental and non-parental exposure in their analysis.48 The adverse effects of exposure to 

passive smoking during pregnancy have been suggested to differ in some locations depending 

on the place of residence; urban or rural but with mixed results.61  

1.5.1.1 Prevalence and trend of exposure to passive smoking during pregnancy 

The estimated prevalence of maternal smoking during pregnancy has been estimated through 

meta-analysis to be 1.7% globally, ranging from 8.1% in Europe to 0.8% in Africa in peer-

reviewed papers published as of 2016.62 Among the pregnant women who smoked, 72·5% 

smoked daily and 27·5% occasionally.62 In a separate study of low to middle-income countries, 

prevalence of maternal smoking ranged from 6% in Nigeria to 73% in Armenia in 2013 

(2013).63 In a group of European countries the prevalence ranged from 4.2 % in Iceland to 18.9 % 

in Croatia in 2012.64 In the United States, the percentage of mothers who ever smoked 

cigarettes during pregnancy was 55.5% for white and 10.2% for Hispanic women between 

1986 and 1992.65 In Australia, 9.9% of all pregnant mothers smoked at some point during 

pregnancy in 2016 based on routinely collected administrative data collated in the National 

Perinatal Data Collection (NPDC).66 In Tasmania, 12.9 % of pregnant women reported that 

they smoked or continued to smoke while pregnant in 2015, as compared with 12.8% in 2016 

and 14.5% in 2017.67  

In Australia, the NPDC does not include any data on paternal smoking during pregnancy.66 

Few studies have considered paternal smoking during pregnancy on the study of adverse effects 

of exposure to passive smoking during pregnancy on children. Most emphasis has been on 
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maternal smoking during pregnancy or maternal exposure to passive smoking during 

pregnancy without emphasis on if paternal smoking alone was the source.68, 69 However, in 

low-income and middle-income countries (LMICs) maternal exposure to passive smoking 

during pregnancy is more prevalent than maternal smoking during pregnancy.63 These studies 

show that data on paternal smoking during pregnancy is not collected routinely, especially at 

the population level or in national data collections.58, 60, 70, 71 This is also the case for the national 

Australian data collection.66 Most data on parental smoking during pregnancy are collected in 

retrospective questionnaires in surveys and, as a result, information on prevalence and trends 

over time is lacking.   

A decline in maternal smoking during pregnancy over the years has been reported but mainly 

in grey literature, especially in Australia.66, 67 The decline in maternal smoking in Australia 

seems not to be due to anti-tobacco legislation and laws.72 Some women may give up smoking 

temporarily when they find out they are pregnant. For example, a preconception smoking 

prevalence of 12.5% fell to 2.3% after confirmation of pregnancy in Singapore.73 More 

understanding of the trend of exposure to maternal smoking during pregnancy globally, in 

Australia is necessary.  

1.5.1.2 Trends in passive smoke exposure during pregnancy 

PubMed was searched for studies published on the trend of passive smoking during pregnancy 

using the advanced search (1.8 Appendix 1.A: Additional Methods). Table 1-1 lists studies on 

the trend or changes in passive smoke exposure during pregnancy (maternal smoking). These 

studies were conducted across Asia/Pacific,72, 74 Europe,75-79 South America 80 and the North 

America.81-89 Most studies have used self-report on smoking during pregnancy from mothers,74-

78, 80, 84, 86 with one validating smoking during pregnancy using cotinine measures.76 There was 

no age limit to pregnant women included in most studies. Most studies used repeated cross-
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sectional population-based surveys with a variety of data source, medical birth registry and 

national natality data. The predominant trend in most studies was a decline in passive smoke 

exposure during pregnancy with only one study from Finland reporting an increase in passive 

smoke exposure during pregnancy based on responses validated with cotinine measures.76 The 

largest changes were seen in Sweden from 30.3% (1982) to  11.0% 200178 and Brazil from  

35.7% (1982) to  21.0% (2000).80 These large decreases were attributed to increasing family 

income and to decreases in some ethnic groups. Larger changes were seen in studies that 

covered the longer periods. No change (0%) was observed in Finland where the prevalence of 

the maternal smoking during pregnancy was reported at 15% from 1987 to 199779 and from 

2000 to 2010.77 The proposed reasons for the no reduction in Finland included increasing 

prevalence in teenage mothers balancing out decline in other age groups and persisting regional 

differences balancing out each other.  
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 Table 1-1 Studies on the trend of passive smoke exposure in children during pregnancy 

Author/ye

ar 

Country Number 

of 

participa

nts [year] 

Study 

design 

Cotinine 

measureme

nt 

Exposure measure Study factors Change in 

trend 

(Outcome)/ 

Annual 

change* 

Study period 

[data points] 

Li, 2018 81 United 

States 

28,090  

 

 

Cross-

sectional 

(personal 

interview) 

 

No cotinine 

measureme

nt 

Asked If biological 

mother smoked at 

any time during 

pregnancy 

Family income, race, 

family head’s 

education and marital 

status 

From 24.6% to 

10.7% / 0.5% 

1985-2014 

[>10 data 

points] 

Reynolds, 

2017 75   

Ireland 42,509 Cross-

sectional 

(self-

reported 

interview) 

No cotinine 

measureme

nt 

Asked during 

prenatal 

appointment if they 

smoked during the 

past week and 

quantity 

Maternal age, 

multiparity, 

unemployment 

(maternal occupation), 

unplanned pregnancy, 

history of psychiatric 

problem, alcohol 

intake and illicit drug 

usage 

From 14.3% to 

10.9% / 0.9% 

2011-2015 

[5 data 

points] 

Silveira, 

2016 80 

Brazil 5,909 

[1982]  

6,275 

[2011] 

Cross-

sectional 

(self-

reported 

[interview]) 

No cotinine 

measureme

nt 

Asked if at least 

one cigarette a day 

was consumed 

during any part of 

the pregnancy 

Family income, ethnic 

group, maternal 

education, maternal 

age, parity, marital 

status 

From 35.7% to 

21.0% / 0.5% 

1982-2011 

[4 data 

points] 

Mannisto, 

2016 76 

Finland  9,627 Retrospecti

ve cohort 

(Medical 

birth 

registry) 

Cotinine 

measureme

nt with 

serum 

samples 

Asked to choose 

between ‘non-

smoking’, ‘ceased 

smoking during 1st 

trimester’, 

‘continued 

Maternal age, marital 

status, number of 

maternity visits, pre-

pregnancy body mass 

index, socioeconomic 

From 15.1% to 

26.6% / 0.5% 

(increase) 

1987-2011 

[8 data 

points] 
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Author/ye

ar 

Country Number 

of 

participa

nts [year] 

Study 

design 

Cotinine 

measureme

nt 

Exposure measure Study factors Change in 

trend 

(Outcome)/ 

Annual 

change* 

Study period 

[data points] 

smoking after 1st 

trimester’ or ‘not 

known’ 

status and parity 

(nulliparous) 

Gilbert, 

2014 82 

Canada 27,034 Cross 

sectional 

(national 

longitudinal 

survey) 

No cotinine 

measureme

nt 

Asked if smoked 

during pregnancy 

with child 

Birth year of child, 

Maternal education, 

and maternal age 

College/Univers

ity degree: From 

11.5% to 5.2% / 

0.4% 

Less than 

secondary 

education: From 

43.0% to 38.6% 

/ 0.4% 

1992/1996- 

2005/2008 

[4 data 

points] 

Ekblad, 

2014 77 

Nordic 

countries 

(Denmark, 

Finland, 

Norway, 

Sweden) 

274,469- 

Denmark, 

1,432,969: 

Finland, 

637,752: 

Norway, 

2,627,178: 

Sweden 

 

Cross-

sectional 

(Medical 

birth 

registry) 

No cotinine 

measureme

nt 

Asked if smoked 

during 1st trimester 

and if continued 

smoking after 1st 

trimester 

Maternal age, marital 

status, parity, 

socioeconomic 

position 

Denmark: From 

21% to 12% / 

0.9% 

Finland: From 

15% to 15% / 

0% 

Norway: From 

20% to 17% / 

0.3% 

Sweden: From 

17% to 12% / 

0.6% 

Denmark:200

0-2010 

Finland: 

2000-2010 

Norway: 

2000-2009 

Sweden: 

2000-2008 

[10 data 

points] 

Mohsin, 

2011 74 

Australia 

(NSW) 

258,485(1

995/1997) 

371,113 

Cross-

sectional 

No cotinine 

measureme

nt 

Asked if they ever 

smoked during 

Maternal age, English 

speaking background, 

aboriginal status, 

From 21.0% to 

13.5% 

1995/1997 -            

2005/2007 
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Author/ye

ar 

Country Number 

of 

participa

nts [year] 

Study 

design 

Cotinine 

measureme

nt 

Exposure measure Study factors Change in 

trend 

(Outcome)/ 

Annual 

change* 

Study period 

[data points] 

(2005/200

7) 

(self-

reported 

interview) 

 

their current 

pregnancy 

socioeconomic 

position 

[10 data 

points] 

Moussa, 

2009 78 

Sweden 2,224,469 Cross-

sectional 

(Medical 

birth 

registry) 

No cotinine 

measureme

nt 

Asked if they 

smoked at least one 

cigarette per day at 

1st antenatal visit 

Maternal age, marital 

status, education level 

and country of origin 

From 30.3% to 

11.0% 

1982-2001 

[4 data 

points] 

Ananth, 

2005 83 

United 

States 

29,596,25

4 

Cross-

sectional 

(National 

natality and 

fetal 

mortality 

data) 

No cotinine 

measureme

nt 

Asked if they 

smoked at any time 

during pregnancy 

Maternal age, birth 

cohort 

Whites: From 

18.0% to 14.2% 

/ 0.4% 

Blacks: From 

14.0% to 10.2% 

/ 0.4% 

 

1990/1994 -            

1995/1999 

[10 data 

points] 

Ventura, 

2003 84 

United 

States 

3,526,855 Cross-

sectional 

(birth 

certificates 

record) 

No cotinine 

measureme

nt 

Asked if they used 

tobacco at any time 

during pregnancy 

and average 

number per day 

Maternal age, live-

birth order, marital 

status, race, maternal 

education, period 

(trimester) prenatal 

care commenced. 

 

19.5% down to 

12.2% / 0.7% 

1989-2000 

[5 data 

points] 

Jaakkola, 

2001 79 

Finland 694,926 Cross-

sectional 

No cotinine 

measureme

nt 

Asked if they 

smoked during 

pregnancy 

Maternal age, marital 

status, maternal 

education, maternal 

From 15.0% to 

15.0% / 0% 

1987-1997 

[>10 data 

points] 
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Author/ye

ar 

Country Number 

of 

participa

nts [year] 

Study 

design 

Cotinine 

measureme

nt 

Exposure measure Study factors Change in 

trend 

(Outcome)/ 

Annual 

change* 

Study period 

[data points] 

(Medical 

birth 

registry) 

occupation, region of 

residence 

Ebrahim, 

2000 85 

United 

States 

8,803 

(Total) 

712 

(1987); 

980 (1996) 

Cross-

sectional 

(Telephone 

survey) 

No cotinine 

measureme

nt 

Asked if they 

smoke now 

(pregnancy) 

Maternal age, marital 

status, maternal 

education, race and 

employment status 

 

From 16.3% to 

11.8% / 0.5% 

1987-1996 

[10 data 

point] 

Land, 

1993 86 

United 

States 

990,042 Cross-

sectional 

(birth 

certificates 

record) 

No cotinine 

measureme

nt 

Asked if they used 

tobacco at any time 

during pregnancy 

and average 

number per day 

Race, maternal age, 

marital status 

From 31.3% to 

24.7% 

1978 – 1990 

[>10 data 

point] 

Tong, 

2013 87 

United 

States 

444,614 Cross-

sectional 

(Self-

reported 

questionnair

e) 

No cotinine 

measureme

nt 

Asked if they 

smoked 3months 

before pregnancy 

and during last 3 

months of 

pregnancy 

Smoking habit during 

pregnancy and after 

delivery, maternal 

age, race, maternal 

education and health 

insurance coverage 

From 13.2% to 

10.7% / 0.3% 

2000 -2010 

[>10 data 

point] 

Brown, 

2014 88 

Canada 3745 

(1995-

2000), 

5084 

(2001-

2005), 

Cross-

sectional 

(survey) 

No cotinine 

measureme

nt 

Asked of smoking 

status during 

pregnancy 

Maternal 

sociodemographic 

(Maternal age, marital 

status, education) 

From 12.0% to 

9.2% / 0.3% 

2001/2002 – 

2009/2010 

[5 data 

points] 
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Author/ye

ar 

Country Number 

of 

participa

nts [year] 

Study 

design 

Cotinine 

measureme

nt 

Exposure measure Study factors Change in 

trend 

(Outcome)/ 

Annual 

change* 

Study period 

[data points] 

2900 

(2006 -

2010) 

Hoff, 2012 
89 

United 

States 

1,536,149 

(Total), 

1,255,562 

(Whites) 

237,596 

(Blacks) 

 

Cross-

sectional 

(Medical 

birth 

registry- 

self 

reported) 

No cotinine 

measureme

nt 

Asked of smoking 

hygiene during 

pregnancy 

Race, Maternal age, 

marital status, 

trimester when 

prenatal care was 

started, educational 

attainment (years of 

education) 

Overall: from 

24.7% (1990) to 

16.8% (2008) / 

0.4%; 

Whites: from 

25.6% (1990) to 

18.2% (2008) / 

0.4%; 

Blacks: from 

21.5% (1990) to 

12.6% (2008) / 

0.5% 

1990 – 2009 

[>10 data 

points] 

Havard, 

2018 72 

Australia 534,513 Cross-

sectional 

(survey) 

No cotinine 

measureme

nt 

Asked if smoked at 

any time during 

pregnancy. 

Changed in 2011 to 

smoke at any time 

in the 1st 20 weeks 

of pregnancy and at 

any time during 

second 20 weeks of 

pregnancy 

Smoking ban in public 

places, tobacco tax, 

maternal age, parity, 

socioeconomic status 

From 17.1% to 

10.6% / 0.8% 

2003 – 2011 

[>10 data 

points] 

*Change per year across study data point period 
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Overall, there was generally a decline in passive smoke exposure during pregnancy among, 

although results were not validated with cotinine most of the time. The annualized decrease of 

passive smoke exposure during pregnancy was between 0 to 1% per annum except for one 

study that reported an increase.76 No peer- reviewed studies on passive smoke exposure trends 

during pregnancy were identified in Asia and Africa. The predominant data points or study 

year range covered by each study on passive smoke exposure trend during pregnancy was 10 

or more.  

1.5.1.3 Changes in exposure to passive smoking within and between pregnancy 

Maternal smoking cessation during pregnancy has been reported to be 20.6% (Spain),90 54.9% 

(USA)91 and 24.9% (Brazil)92 among women who smoked during early pregnancy. Being 

highly educated, of high socioeconomic status, married, primiparous, and having adequate 

ante-natal care was associated with higher cessation rate of maternal smoking during 

pregnancy.93 Therefore these aforementioned factors could potentially lead to higher cessation 

rate in some other places. Among the studies on cessation during pregnancy data on maternal 

smoking during pregnancy was retrospectively collected, 91 conducted with small samples90and 

in single centres.92 

Maternal smoking cessation between first and second pregnancy has been reported to be 

33.5%94 in New South Wales, Australia while in Georgia, United States cessation has been 

reported at 31% for white women and 42% for black women.95 Mothers were motivated to quit 

between pregnancies due to adverse events like gestational hypertension, large-for-gestational 

age baby and stillbirth in the first pregnancy.94 However, these studies were conducted with 

reference to only the first and second pregnancy,94, 95 and more than 20 years ago.95 There is a 

need for further examination of changes in smoking within and between pregnancies as an 
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important indicator of the success of programs to protect children from passive smoke exposure, 

and to enhance the health of mothers. 

1.5.1.4 Determinants of maternal smoking during pregnancy  

Some studies have examined the individual level characteristics associated with smoking 

during pregnancy. A cohort study found smoking during pregnancy was associated with being 

in lower social class during childhood, exposure of the mother to parental smoking, depression, 

early smoking initiation, high smoking intensity, living with a smoker, no pregnancy planning 

and being a young mother (24 years or less).96 Additionally, other studies found that low 

earners or being unemployed, low level of education,97 being multiparous,98 alcohol 

consumption and taking of illicit drugs75 were associated with maternal smoking during 

pregnancy. Immigrants to western nations had lower prevalence of maternal smoking during 

pregnancy possibly reflecting the prevalence where they came from.99 These reported studies 

were from Australia, New Zealand, and Norway but these factors are likely to have similar 

effect in other countries. Information about characteristics associated with smoking during 

pregnancy helps identify potential target groups for health promotion or other programs to 

reduce smoking during pregnancy. 

1.5.1.5 Health adverse effects of exposure to passive smoking during pregnancy  

The period of pregnancy is considered a critical point in a child’s development. Exposure to 

unhealthy substances during this period makes children vulnerable to adverse health effects. 

Most of these health effects are not known to mothers, whether smokers or non-smokers,100 

and perhaps by association fathers. More adverse effects are being discovered. Some adverse 

effects might be temporary without immediate discernible disadvantage to children like the 

increase in haemoglobin level in newborns whose mothers smoked more than 6 cigarettes daily 



CHAPTER 1: Introduction 
 

48 | P a g e  
 

in the last trimester of pregnancy.101 However, many adverse effects may be lifelong across a 

broad number of body systems, from respiratory to gastrointestinal system.102 This section will 

broadly examine the adverse health effects of exposure to passive smoking in children during 

pregnancy across infancy, childhood and into adolescence by body systems. 

1.5.1.5.1 Respiratory health 

Perhaps the most well recognised effects of exposure to passive smoke during pregnancy is on 

respiratory health. There was a significant relationship between maternal smoking during 

pregnancy and infant wheeze,47, 48 and wheezing at 2 years,46 at 1 to 4 years,71 and at 

adolescence in studies with self-reported measurement of exposure and outcomes.103 Apart 

from wheezing, exposed children were also prone to respiratory infections; respiratory 

syncytial virus, bronchiolitis, bronchitis, and pneumonia at 6 to 18 months of age.57 Asthma 

was most strongly associated with maternal smoking during pregnancy,56, 104, 105 although on 

the contrary, Harju and colleagues opined that asthma was most strongly associated with 

paternal smoking during pregnancy.106 Female adolescents whose mothers smoked heavily 

during pregnancy have increased risk of asthma symptoms in adolescence.107 Even if asthma 

does not develop, reduced forced expiratory volume  in men exposed to smoking during 

pregnancy has been reported.108 In-utero exposure to heavy smoking has been found to have a 

stronger adverse respiratory health effect at 21 years than postnatal environmental tobacco 

exposure.57, 107 There is therefore substantial evidence that smoking during pregnancy has 

effects on the respiratory health of offspring in childhood, adolescence and into adulthood. 

1.5.1.5.2 Cardiovascular health 

Some early markers of cardiovascular dysfunction and some biomedical cardiovascular risk 

factors including cholesterol and blood pressure levels in offspring are associated with maternal 

smoking in pregnancy. In one longitudinal study of 616 children, having a mother that smoked 

during pregnancy was associated with lower high-density lipoprotein cholesterol at 8 years,109 
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while in another study 0.12 mmol/l per 10-year increase in cholesterol levels in exposed 

children aged 5 to 19 years were observed.110 Children aged 8-years whose mothers smoked 

during pregnancy had a 2.9 mmHg increase in systolic blood pressure,111 while another study 

reported a 1.43 mmHg higher diastolic blood pressure in 6 year olds.112 One study using data 

from the Nurses Health Study examined the effect of exposure to maternal smoking during 

pregnancy on blood pressure in adult age. They found there was an association with adult 

hypertension,113 but the diagnosis of hypertension was self-reported.113 

More recently, some investigators have shown that there may be effects of exposure to maternal 

smoking during pregnancy on the structure and function of the cardiovascular system. Studies 

including a meta-analysis have shown being exposed to smoking during pregnancy increases 

the risk of having a congenital heart defect in infancy.114, 115 But some detrimental epigenetic 

modifications associated with cardiometabolic risk factors that persists into adolescence 

independent of postnatal smoke exposure have been reported.116 Parental smoking during 

pregnancy was associated with 1.01% higher fractional shortening, 18.8µm higher carotid 

intima–media thickness, 15% lower arterial distensibility among children (5 to 6 years) born 

after exposure during pregnancy.117, 118 There are no studies on the effect of exposure to passive 

smoking during pregnancy on cardiovascular structure and function in mid to late adulthood. 

There is a need to examine more cardiovascular outcome measures in adult age. 

1.5.1.5.3 Other body systems 

There are other non-respiratory adverse effects due to exposure to passive smoking during 

pregnancy. There is sufficient evidence to infer a causal relationship between maternal active 

smoking during pregnancy and foetal growth restriction and low birth weight.119 120 Maternal 

smoking during pregnancy is a risk factor for childhood obesity.121-124 A dose-response 

association was observed between pregnancy smoking exposure, short stature and obesity125, 
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126 in offspring of mothers who smoked least 10 cigarettes per day during pregnancy compared 

with those exposed to less cigarettes per day or none at all. 

Exposure to passive smoking during pregnancy may also affect neurological functions. 

Maternal prenatal smoking was accompanied by a 3.3-point deficit in their children's 

intellectual abilities.127 Children exposed to passive smoking during pregnancy also perform 

less well than their classmates not exposed in mathematics,128 specifically arithmetic, and in 

spelling tasks.129 High nicotine exposure of more than 17 mg per day (20 or more cigarettes) 

during pregnancy has a negative association with reading performance in school-age children 

between 7 to 9 years even after adjusting for social class and other covariates.130 These 

decrements in offspring academic performance has been suggested to continue into 

adolescence.131 Children of mothers who smoked throughout pregnancy had significantly 

elevated levels of hyperactivity and inattention.132-135 other neurological problems in children 

relating to movement and eating has been reported due to exposure to maternal smoking 

pregnancy.136  

There is also evidence of effects of smoking during pregnancy on infections with relatively low 

exposure levels associated with an increased risk of acute otitis media within the first year of 

life.137 Maternal active smoking in the first trimester of pregnancy was significantly associated 

with an increased prevalence of dental caries in children after adjusting for household 

income.138, 139 A meta-analysis which included results from the Australian Study of Causes of 

Acute Lymphoblastic Leukaemia in Children produced a statistically significant association 

between paternal smoking during pregnancy and acute lymphoblastic leukaemia (ALL).140 

Another meta-analysis found an association between exposure to maternal smoking during 

pregnancy with non-Hodgkin lymphoma.55  Smoking during pregnancy therefore has effects 

on a wide range of health outcomes and body systems in children.  
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1.5.1.5.4 Health service use  

Data on health service use including costs are quite limited. Due to illnesses during the first six 

months after the birth, parents of children exposed to passive smoking during pregnancy and 

within six months after birth had to go often for physician consultations either at the physician’s 

offices or home visits.141 No studies have been done to assess any relationship between 

exposure to passive smoking during pregnancy and emergency department presentations in 

children. There are also no reports on physician visits or emergency department presentations 

later in childhood beyond 6 months of age. 

Higher hospitalization or admission rates have been reported in children exposed to smoking 

during pregnancy142-147 than in children without exposure. But most reports were based on 

admissions into hospital for respiratory illnesses142-144 or other individual illnesses, e.g. 

gastroenteritis.146 Some of these studies had low response proportions,145, 146 relied on self-

reported symptoms or diagnosed disease and admission into hospital142, 145, 147 and were 

conducted over 10 years ago.145-147 The dose of maternal smoking during pregnancy was not 

available in most studies142, 143, 145, 146 and so data was analysed with the response being ‘no’ or 

‘yes’ without any dose-response relationship. In some of the studies, hospitalization as the 

outcome was measured before two years of age.145-147 There is a need for further research 

considering a broader range of illnesses associated with exposure to smoke during pregnancy 

as there may be underestimated effects. 

1.5.1.5.5 Healthcare cost of exposure to passive smoking during pregnancy 

Given the range of potential health effects of smoking during pregnancy it is reasonable to 

assume that it is associated with higher heath care costs. Just as the number of known adverse 

effects of exposure to passive smoking during pregnancy is growing, the associated healthcare 

cost will increase due to excess use of healthcare. Children exposed to tobacco smoke in-utero 

experienced an excess of 7.4% hospital presentations costing over 2.1 million US dollars within 
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the first year of life.148 The additional healthcare costs for children in the first year of life per 

smoking pregnant mother was between $1142 to $1358.149 Understanding more about health 

service use attributable to exposure to passive smoke may be informative for estimating the 

direct costs. Reducing passive smoking exposure during pregnancy may lead to cost savings. 

A 1 percentage point drop in maternal smoking during pregnancy has been associated with 

cost-savings of about $572 million in paediatric healthcare at 7 years of age.150 

1.5.2 Exposure to passive smoking during childhood 

Despite tobacco control measures, Daly et al demonstrated that community education strategies 

and public policies were not enough to protect infants and children from passive smoke 

exposure.151 Further, children not exposed during pregnancy are not immune to exposure 

shortly after birth or even later on during their childhood. At times, some mothers who did not 

smoke during antenatal care took up smoking after delivery before their children were 7 months 

of age.152 Locations where exposure occur and age during exposure is also varied. Studies of 

children under 12 months of age reported 10% were exposed at home, 6% exposed in a car, 0% 

in childcare, 22% at a friend or relative’s home, 18% in a shopping centre, and 8% each in a 

restaurant and an outdoor location.151 Infants with siblings are at higher risk of being exposed 

than infants with no siblings.153 Households with children aged 14 years and below compared 

to childless households were more likely to be smoking household .154 The diversity of the 

locations and age of exposure may mean that while parental exposure appears to be the most 

important, other individuals also play a role in the exposure of children. This makes the 

inclusion of non-parental exposure in the analysis of adverse effects, where available, a 

commendable idea.155 
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1.5.2.1 Prevalence and trend of exposure to passive smoking during childhood 

Some surveys have reported on exposure to passive smoke in early childhood. In Taiwan, 62% 

of 18-month-old children lived in a household with a minimum of one smoker in 2005.156 In 

the United States, the prevalence of homes adopting smoke-free home rules has increased from 

43.0% in 1992-1993 to 83.0% in 2010-2011 in response to comprehensive smoke-free laws 

that prohibit tobacco smoking in all indoor public places and workplaces.157 But the prevalence 

in US of exposure to passive smoking during childhood in children aged 3 to 11 years was 

40.6% and 33.8% in adolescents aged 12 to 19 years.158 Globally, 40% of children, 0–14 years, 

were exposed to second-hand smoke in 2004.159 Also, worldwide, 12.5% of never-smoking 

children between 13 to 15 years were susceptible to passive smoking though in Europe it was 

as high as 29.8%.160 Sometimes, the prevalence of exposure to passive smoking in children is 

indirectly measured. A survey of parents with infants showed that parental smoking (both or 

any) rate was 28.9% with fathers having a slightly higher rate than mothers.161 These numbers 

are still relatively high which raises questions about the normalization of smoking around 

children.  

The prevalence of exposure to passive smoking during childhood differs in many places and 

so does the trend. In Wales (UK), children aged 10-11 years were surveyed in 2007 and 2014 

Reductions in exposure were observed across venues, exposure in the family vehicle falling 

from 18% in 2007 to 9% in 2014 and at home from 20.7% in 2007 to 9.6% in 2014.162 In 

Australia, the proportion of households where children were exposed to tobacco smoke 

dropped from 31% to 3.7% from 1995 to 2013.163  

The Centers for Disease Control and Prevention, a United States government agency and 

researchers around the world use data from Global Youth Tobacco Survey (GYTS) to publish 

prevalence and trends in passive smoke exposure among school children.164 GYTS is a school-

based survey of students aged 13–15 years of age and funded by the Canadian Public Health 
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Association, National Cancer Institute, United Nations Children Emergency Fund, and the 

World Health Organization.164 These surveys and reports take time and are available over a 

range of years. This may affect how frequent researchers can examine trends in exposure to 

passive smoke during pregnancy and childhood. Studies on the trend of exposure to parental 

or passive smoking during childhood from 0 years to 18 years seems to be limited both in peer-

reviewed articles and grey literature and the reporting pattern seem to be diverse. There is a 

need to understand the various locations, modes of measurement and degree of the exposure to 

passive smoking during childhood globally. 

1.5.2.2 Trends in passive smoke exposure during childhood 

PubMed was searched for studies published on the trend of exposure to passive smoking during 

childhood using the advanced search (1.8 Appendix 1.A: Additional Methods). Table 1-2 

contains studies on passive smoke exposure trend during childhood. The range of studies 

conducted to examine changes in exposure to passive smoke in childhood included Europe,34, 

165, 166 Asia,167, 168 and North America.169, 170 Most studies used self-report from parents on their 

smoking behaviour at home,165, 168-170 with two administering the questionnaire to children 166, 

167 or validating exposure using cotinine measurement in the children.34, 166 The age range of 

children included in the studies ranged from the post-natal period up to 18 years, with all the 

studies using repeated cross-sectional population-based surveys. Across all the studies there 

was a substantial reduction in exposure to passive smoke during childhood over time. The 

largest changes were seen in Japan from 2001 (36.8%) to 2010 (14.4%)168 and Germany from 

2003-2006 (23.9%) to 2009-2012 (6.6%).165 The reasons for these large decreases were 

identified as a decline in parental smoking over time with mothers giving up smoking 

contributing to the greater proportion of the decline. A study in United States reported the 

smallest change during the study period   where the prevalence of exposure to passive smoke 

during childhood  decreased from 14.3% in 1998 to 13.8% in 2004.170 The proposed reasons 
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for the smaller reduction in passive smoking during childhood in the USA study included an 

increase in the number of black people (mothers or any other household member) who smoked  

around their children or allowed smokers around their children. All studies except one 166 

examined exposure at home/indoors. There are fewer studies of exposure to passive smoke 

during childhood than in pregnancy.  

Summarily, passive smoke exposure during childhood is declining. There has been a decrease 

in children being exposed to passive smoke in childhood with the annual change ranging from 

0.2% to 4.1% per annum across data collected between 1992 to 2014. There are fewer studies 

of exposure to passive smoke exposure during childhood compared to exposure during 

pregnancy. No peer-reviewed studies on passive smoke exposure trends during childhood were 

identified in Australia/Pacific and Africa.
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Table 1-2 Studies on the trend of passive smoke exposure in children during childhood 

Author/ 

year 

Country Number of 

participants 

[year] (age 

range) 

Study design Cotinine 

measuremen

t 

Exposure 

measure/ 

exposure 

location  

Study factors Change in 

trend 

(Outcome) 

/ Annual 

change* 

Study 

period 

[data 

points] 

Lam, 2016 
167 

Vietnam 14,637 [2007] 

3,430 [2011] 

(Age: 13-15 

years) 

Cross sectional 

(survey with 

questionnaire) 

No cotinine 

measurement 

Children 

asked if 

parents 

smoked at 

home in their 

presence in 

the past 7 

days / Home  

Parent’s occupation, 

parent’s education, 

gender, weekly 

spending money, 

parental smoking 

status 

 

From 58.5% 

to 47.1% 

/1.6% 

2007-

2014 

[2 data 

points] 

Kuntz, 

2016 165 

Germany 6,680  

(Age: 0 -6years) 

Cross-sectional 

(survey) and 

cohort (earlier 

respondents 

invited again 

with new ones) 

 

No cotinine 

measurement 

Parents were 

asked about 

their 

smoking 

behaviour 

and if anyone 

was allowed 

to smoke in 

the presence 

of their 

child/Home 

Socioeconomic 

status (parental 

education, 

occupational status 

and income), 

parental smoking 

behaviour 

 

From 23.9% 

to 6.6% 

/1.9% 

 

2003/200

6- 

2009/201

2 [2 data 

points] 

Saito, 

2015 168 

Japan 41,833 [2001]  

32,120 [2010] 

(6month old 

infants) 

Cross sectional 

(survey using 

questionnaire) 

 

No cotinine 

measurement 

Parents were 

asked if they 

smoked and 

if it is 

indoors/Hom

e 

Household income, 

parental education 

level 

From 36.8% 

to 14.4% 

/2.5% 

2001-

2010 

[2 data 

points] 
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Author/ 

year 

Country Number of 

participants 

[year] (age 

range) 

Study design Cotinine 

measuremen

t 

Exposure 

measure/ 

exposure 

location  

Study factors Change in 

trend 

(Outcome) 

/ Annual 

change* 

Study 

period 

[data 

points] 

Jarvis, 

2009 34 

United 

Kingdom 

2,569 [1996] 

695 [2007] 

(4-15 years) 

Cross-sectional 

(survey-

interview) 

 

Cotinine 

checked with 

saliva 

Parents were 

asked if 

anyone 

smoke inside 

their house 

or flat on 

most 

days/Home 

Parental smoking 

habit 

From 29.0% 

to 26.0% 

/0.3% 

1996-

2007 

[9 data 

points] 

Soliman, 

2004 169 

United 

States 

4,418 families 

[1992]  

11,183 families 

[2000] 

(families with 

children below 

18 years) 

Cross-sectional 

(questionnaire) 

 

No cotinine 

measurement 

Parents were 

asked the 

number of 

days 

someone 

smoked at 

home per 

week/ Home 

Regions, 

race/ethnicity, 

mother’s education, 

attitude towards 

environmental 

tobacco smoke 

From 35.6% 

to 25.1% 

/1.3% 

1992-

2000 

[2 data 

points] 

Liang, 

2011 170 

United 

States 

12,318 mothers 

were used in the 

analysis 

[Infants] 

Cross-sectional 

(questionnaire) 

No cotinine 

measurement 

Mothers 

were asked 

about how 

many hours a 

day on 

average their 

baby was in 

the same 

room with 

someone 

who is 

Race, maternal age, 

maternal education, 

marital status, 

preterm birth 

(<37weeks), infant 

sex, current maternal 

smoking status 

From 14.3% 

to 13.8%/ 

0.2% 

1998-

2004 

[7 data 

points] 
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Author/ 

year 

Country Number of 

participants 

[year] (age 

range) 

Study design Cotinine 

measuremen

t 

Exposure 

measure/ 

exposure 

location  

Study factors Change in 

trend 

(Outcome) 

/ Annual 

change* 

Study 

period 

[data 

points] 

smoking/Ho

me 

Holliday, 

2009 166 

United 

Kingdom 

1611 [2007] 

1605 [2008] 

(10-11years) 

Cross-sectional 

(Self-report - 

questionnaire) 

Cotinine 

measurement 

with saliva 

Home, public 

places, car 

and 

someone’s 

home 

Age, family 

influence scale, 

current smoking 

status 

‘Exposure 

everyday’: 

From 24.6% 

to 20.5% / 

4.1%  

‘Exposure 

sometimes’: 

From 63.1% 

to 60.1% 

/3% 

2007-

2008 

[2 data 

points] 

*Change per year across study data point period 
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1.5.2.3 Determinants of exposure to passive smoking during childhood  

Various factors are associated with children who are exposed to passive smoking. Most of the 

exposure to passive smoke in children occurs from parents, with exposure inversely related to 

socioeconomic status.43 A study that used cotinine  validation found higher exposure levels in 

children from less advantaged backgrounds, during winter, on Mondays, in girls, and in smaller 

families with smokers.171 Additional predictors identified are being a firstborn, presence of 

other household smokers and parental smoking status.156 On occasions, determinants to 

exposure of children during childhood are examined in terms of parental characteristics. 

Children are more likely to be exposed if their parents were younger (24 years or less), had less 

education, employed in poor paying jobs and were raised in low earning families.161 These 

findings are consistent with a meta-analysis that found exposure at home during childhood was 

associated with having parents who are smokers, of low education level and  low 

socioeconomic position.172 

1.5.2.4 Health effects of exposure to passive smoke during childhood  

Though exposure to passive smoking during pregnancy and during childhood can act 

synergistically to cause health problems for the child,173 there are many adverse health effects 

that have been associated with exposure to tobacco smoke during childhood only. These 

adverse health effects cover almost all systems of the body. Sometimes in reported studies, it 

is not clear if consideration was given to exposure to passive smoking during childhood 

independently by adjusting for any effect due to exposure to passive smoking during pregnancy. 

However, in some studies that adjusted for exposure to passive smoking during pregnancy, it 

was obvious that exposure to passive smoking during childhood independently harmed the 

health of children.138, 139 These effects will be explored further without discrimination on 

whether the exposure was parental, non-parental or both.  
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Most of the adverse effects associated with passive smoking exposure during childhood seem 

to manifest in childhood. Whether these effects occur in adult age is unclear. 

1.5.2.4.1 Respiratory health 

Evidence of a strong effect between exposure to passive smoking during childhood and 

development of various respiratory problems have been documented. Children exposed to 

passive smoke during childhood had higher colonization with pathogenic bacteria in their 

middle nasal meatus compared to unexposed children at a mean age of 5 years,51 leading to a 

higher risk of upper and lower respiratory tract infections including pneumonia and 

bronchiolitis.155, 174 Exposed children tended to develop more active tuberculosis infection as 

children or adults.175 These respiratory infections were also usually more severe in children 

who were exposed.176 Exposure to passive smoking during childhood measured with cotinine 

has been associated with increased IgE177, 178 and asthma in childhood before 18 years of age.176, 

178, 179 Asthma presentations are mostly of increased severity in children exposed to passive 

smoking during childhood.180 When exposure is not associated with  overt disease, wheezing49, 

181 and reductions in forced expiratory volume at 1 second (FEV1s) has been reported in school 

aged children between 6 to 19 years in a systematic review and case control analysis.182 In 

conclusion, a range of respiratory ailments has been attributed to exposure to passive smoking 

during childhood. 

1.5.2.4.2 Cardiovascular health 

Although exposure to passive smoking has been associated with various diseases in children 

and adults, it is mainly cardiovascular diseases in adulthood that are responsible for the 

premature deaths among persons exposed to passive smoking after years of exposure.159, 183 

These cardiovascular effects may begin to be seen in childhood but may also persist into 

adulthood. 
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Compared to the preschool children of parents who do not smoke, preschool children aged 5 

years of parents who smoked had a 1 mmHg higher systolic blood pressure.184, 185 Similar 

effects have been observed in older persons. In 26-year-old males who were exposed to passive 

smoking for a short time in their young adult age, a 13 mmHg increase in peripheral and central 

systolic blood pressures was observed.186 Similarly, lower aortic elasticity and lower brachial 

flow-mediated dilatation (FMD) has been shown in children between 8 to 11 years of age187, 

188 and adults aged 28 to 45 years189 exposed to tobacco smoke in childhood. Exposure to 

environmental tobacco smoke during childhood has also been linked to increased carotid 

intima-media thickness and subclinical markers of atherosclerosis with these effects leading to 

long term damage to vascular function at adult age in their thirties and forties, 52, 190-192 and also 

to faster ageing of their blood vessels.52 In most of the existing studies, exposure to parental 

smoking was the independent variable without considering other possible sources of exposure 

during childhood, 52, 184, 185, 189, 191 the analysis was cross-sectional 185, 193 and the response 

sample was small.192 There are surprisingly few studies of the effects of passive smoke 

exposure in childhood on cardiovascular health into adulthood. Future studies that include other 

sources of passive smoke exposure with longitudinal designs would add to our understanding 

of the association between childhood passive smoke exposure and adult cardiovascular health. 

1.5.2.4.3 Other body systems 

Adverse effects of passive smoking during childhood on other body systems have been 

reported. Exposure to passive smoke during infancy is very likely to lead to weight and height 

growth reduction in the first four months of life.194 Weight gain during the first 6 months of 

life in children who weighed less than 2500 g at birth and were exposed to maternal smoking 

postpartum was slower even if they are exclusively breastfed.195 Another study found that 

parental smoking remains associated with low stature in their children at 5years of age.196 At 

6.5 years of age and above, there was associated with higher body mass index and greater odds 
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of overweight  or obesity due to exposure after birth.197, 198 Children exposed to parental 

smoking at preschool age showed persistent lower height-for-age from childhood to 

adolescence199 and motor impairment including balance and strength at 7 to 9 years.200  

Infections and degenerative changes associated with exposure to passive smoke during 

childhood have been suggested. Postnatal second-hand smoke exposure was independently 

associated with dental caries, with a significant positive exposure-response relationship.138, 139  

Middle ear disease (infections, hearing impairment and surgery due to middle ear disease) have 

been observed more in children exposed to parental smoking.201 Other adverse effect associated 

with children exposed compared to unexposed children include habitual snoring,50, 202 high C-

reactive protein.203 

Other adverse effects of passive smoking during childhood include cognitive and psychosocial 

development and cancers. Lower non-verbal reasoning skills due to exposure in childhood has 

been reported between the ages of 4 to 6 years.204 Exposure to passive smoking during 

childhood between the age of  7 to 11 years has been associated with a lower cognitive score 

in overweight or obese children.205 Children exposed to maternal postnatal smoking had 

slightly increased behavioural problems (externalizing and internalizing behaviours) at 6.5 

years of age 197 and Attention deficit hyperactive disorder at below 18 years of age .206 Exposure 

to passive smoking during childhood  independently was associated with a higher odd (OR = 

1.24, 95% CI: 1.03, 1.48) of developing nasopharyngeal cancer.207 Also the risk of childhood 

acute lymphoblastic leukemia (ALL) and myeloid leukemia (AML) was increased in children 

below 15 years of age exposed to passive smoking during childhood.208 Hence, adverse health 

effect after many body systems has been associated with exposure to passive smoking during 

childhood. 
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1.5.2.4.4 Healthcare service use  

There have been some studies that have explored health care use or costs associated with 

passive smoke exposure during childhood. In a group of German children aged 9 -11 years old, 

the total average costs per child for physician visits, physical therapy and hospital treatment 

due to passive smoke exposure during childhood was €87 per annum when the exposure 

occurred on their home balcony and  €144 when it occurred indoors at home.209 The effect at 

population level will be considerable. In the United States, exposure in children between 3 – 

14 years led to additional costs for emergency department visits of $215.1 million, $77.1 

million, and $62.9 million in 2000, 2005 and 2010 respectively.210 In children and adolescents, 

attention deficit hyperactivity disorder gave rise to the highest cost ($7.8 million) compared to 

respiratory infections, middle ear disease and asthma in terms of in and outpatient care,  general 

practice visits, emergency department visits and prescriptions.211 A greater understanding of 

the cost of passive smoke exposure to society will be useful for prevention purposes including 

advocacy to increase funding for smoking cessation services. 

1.6 Biological mechanisms for the adverse effects of passive smoking 

The main toxic compounds found in tobacco smoke include nicotine and nicotine products, 

ammonia, amines and nitrosamines, aromatic amines, and oxidants.212 These compounds 

probably act synergistically to bring about the adverse health effects attributed to passive 

smoking.43 Nicotine is suggested to be responsible for the effects of passive smoke on the 

respiratory system.213 Prenatal exposure to cigarette smoke has been found to cause different 

adverse effects through inflammation including increases in c-reactive protein, IgE, and 

eosinophils.178 Exposure to passive smoke during childhood has also been associated with 

many other adverse effects through markers of immune system functioning including an 

increase in white blood cell count, decrease in neutrophils, increase in IgE, IgA, IgG and IgM, 

decrease in cytotoxic T-cell activity and decrease response to TRL stimulation.178 These 
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mechanisms, whether through exposure during pregnancy or exposure during childhood, are 

pro-inflammatory, immunosuppressive, encourage infections and promote tissue damage.178 

Atherosclerosis is mediated through reduced nitric oxide bioavailability, elevated levels of 

inflammatory cytokines, reduction in high-density lipoprotein and increase in low-density 

lipoprotein. Thrombosis is mediated through increased thromboxane levels in serum and 

increase in fibrinogen levels in blood.214 One of the most carcinogenic of the toxic compounds 

found in passive tobacco smoke is NNK [4-(methyl nitrosamino)-1-(3-pyridyl)-1-butanone]  

which through HPRT (hypoxanthine-guanine phosphoribosyl transferase) and p53 mutation 

leads to cancers.215, 216  These inflammatory and immunological factors may impact 

cardiovascular health including through the development of atherosclerosis and thrombosis.214 

1.7 Summary 

Adverse effects due to exposure to passive smoking during pregnancy and/or childhood are 

extensive and affect almost all systems of the body. Although the prevalence of passive smoke 

exposure in children is declining, population growth means that a significant number of 

children are still affected with substantial public health and economic consequences. 

There remain some gaps in our understanding of passive smoke exposure in children and its 

longer-term effects. We need to understand contemporary trends and prevalence of passive 

smoke exposure, including factors associated with passive smoke exposure. This is because as 

the population changes, the factors associated with this behaviour could also be changing. If 

we know about trends and factors associated with passive smoking, including through maternal 

smoking during pregnancy, then we can be more efficient in the planning and implementation 

of interventions to decrease maternal smoking during pregnancy and exposure to other forms 

of passive smoke in children. 
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While we know a great deal about some of the health effects of passive smoke exposure in 

children, such as respiratory diseases, we know comparatively little in terms of other aspects 

of health, health service use and long-term impacts on cardiovascular diseases. These results 

are important because they will help us to fully understand the effects of exposure to passive 

smoking during childhood. This understanding would allow us to update information in 

awareness programmes targeted towards reduction of exposure of children to tobacco smoke. 

Similarly, while there are many studies that have looked at effects of exposure to passive smoke 

in childhood on health effects during the childhood or adolescent period, there are less studies 

that have followed people into adulthood. These types of studies are needed because they 

increase our understanding of longer-term effects including whether these persist as people age. 

This information could be of use to motivate smokers to quit to protect their children, but also 

to assist in preventative health efforts for children and adolescents. 

There is also a need to be able to measure exposure to passive smoke across longer periods of 

childhood in a valid and reliable way. At present the measurement of passive smoke exposure 

in childhood is limited because there are few instruments.  

Advances in the measurement of cardiovascular structure and function may allow us to 

discover subtle changes in body systems due to exposure to passive smoking during pregnancy 

or childhood. These advances include more nuanced understanding of blood pressure, such as 

through central rather than peripheral blood pressures, or through examining the structure and 

function of the heart with advanced echocardiography.217, 218 Discovery of these subtle changes 

could also serve as a tool to inform interventions to promote smoking cessation among adults 

of reproductive age and in adults living with children. They may also assist with managing the 

prevention of cardiovascular disease in people who have been exposed to passive smoke as 

children. 
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1.8 Appendix 1.A: Additional Methods 

PubMed was searched for studies published on the trend of passive smoking using the advanced 

search. The search was designed to identify relevant articles on the trend or changes in exposure 

of children to passive smoke using their title. The search was done in two categories. One for 

passive smoke exposure during pregnancy (first search) and another for passive smoke 

exposure in children from after birth to adolescence (second search). For the first search, a 

combination of these keywords was used: “passive smoking”, “passive smoke”, “secondhand 

smoking”,“secondhand smoke”, “tobacco smoke”, “involuntary smoke”, “smoking”, “smoke” 

AND “change“, “changes“,  “trend”, ”trends” , ”increase”,” decrease“, “reduction”, ”time” 

AND “mother”, ”mothers” , ”maternal”, ” paternal” , ”parental”, “pregnant”, “pregnancy”. The 

second search used these keywords: “passive smoking”, “passive smoke”, “secondhand 

smoking”, “secondhand smoke”, “tobacco smoke”, “involuntary smoke”, “smoking”, “smoke” 

AND “child”, “children”, “infant”, “infants”, “toddler”, “toddlers” AND “change”, “changes”, 

“trend”, “trends”, “increase”, “decrease”, “reduction”, “time”. For analysis, articles on changes 

to maternal smoking during pregnancy will be referred to as passive smoke exposure trend 

during pregnancy while articles on changes to passive smoke exposure in childhood will be 

referred to as passive smoke exposure trend during childhood. 

Articles needed to have the proportion (in percentage) of those exposed to passive smoke 

during pregnancy and childhood at baseline and endpoint. No limit was set for time or period 

each study will cover or when publication occurred. However, articles needed to be in English. 

Studies assessing associations with disease and interventions were excluded. Articles on 

smoking cessation during pregnancy, point prevalence (not trend) of passive smoke exposure 

during childhood and during pregnancy, validation of point prevalence with cotinine and letter 

to the editor were also excluded. A few did not have full text. 
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Relevant information was extracted from all the included articles.  From all the included articles, 

the information on the author, year of publication, country (where the study was done), study 

period/ data points, number of participants/ age range, study design, cotinine measurement, 

exposure measurement, study factors and change in trend/annual change were extracted.
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2. CHAPTER 2: Research questions and hypotheses 

This thesis will address research questions Chapters 4 to 8, based on the underlying hypotheses.  

Chapter 4: Maternal smoking during pregnancy: trends and determinants in the 

conception to community study 

Question 1. What is the prevalence, trend, and determinants of maternal smoking during 

pregnancy and change in maternal smoking between pregnancies in Tasmania between 2008 

and 2014? Maternal smoking during pregnancy is expected to have decreased over time in 

Tasmania, with mothers who are older and of higher socioeconomic status less likely to smoke 

during pregnancy. 

Chapter 5: Maternal smoking in pregnancy and child’s hospital use up to 5 years of age 

in a data linkage birth cohort. 

Question 2. Are emergency department presentations and hospital admissions through 

emergency department increased for respiratory illnesses and non-respiratory illnesses in the 

first five years of life in children exposed to maternal smoking during pregnancy in Tasmania? 

Emergency department presentations and admissions into hospital through emergency 

department for respiratory and non-respiratory illnesses are expected to be more within the first 

five years of life in children exposed to maternal smoking during pregnancy compared to those 

that are not exposed. 

Chapter 6: Reliability and validity of a life course passive smoke exposure questionnaire 

in a cohort from childhood to adulthood 

Question 3. Are retrospective measures of exposure to passive smoking across childhood in 

Childhood Determinants of Adult Health Study Phase 3 follow-up, reliable and valid?  

Retrospective questionnaire measures of passive smoke exposure in Childhood Determinants 
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of Adult Health Study Phase 3 follow-up are expected to be valid and reliable for the 

measurement of prolonged exposure to passive smoking. 

Chapter 7: Prolonged childhood exposure to passive smoke is associated with subclinical 

cardiovascular dysfunction. 

Question 4. What impact does prolonged passive smoke exposure in childhood have on adult 

cardiovascular (CV) health?  

Higher exposure to passive smoking during childhood will be independently associated with 

markers of subclinical dysfunction in cardiovascular structure and function in adulthood. 

Chapter 8: Associations between exposure to passive smoking in early life and 

cardiovascular health in adulthood 

Question 5. Are there particularly vulnerable periods in early life (during pregnancy and 

childhood) when exposure to passive smoke exposure has the greatest impact on adult 

cardiovascular health?  

Adults with the poorest markers of subclinical cardiovascular dysfunction in structure and 

function in adulthood will be characterised by early and prolonged passive smoke exposure 

across the early life-course (during pregnancy and childhood)
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3. CHAPTER 3:  Overview of methods 

3.1 Prelude 

This chapter describes the data sources for this thesis including study participants, the variables 

in the data and the study setting for the various studies. The outcome measures, covariates, 

other study factors and statistical analyses peculiar to each of the separate chapters of this thesis 

are described in the methodology section of each chapter. 

3.2 Study populations 

The study populations were obtained from three different datasets, Conception to Community 

Study (C2C), Childhood Determinants of Adult Health Study (CDAH) and Tasmanian Infant 

Health Study (TIHS). 

3.2.1 Conception to Community Study (C2C)  

Participants: Tasmanian government and other institutions collect routine administrative data 

that are compiled by the Tasmanian Department of Health into Perinatal, Public Emergency 

Department, and Public Admitted Patient datasets. The Conception to Community (C2C) Study, 

is a long-term multi-sectoral program that has linked the de-identified version of these datasets 

in the C2C Database to establish a research program to help improve maternal and child health 

and development in Tasmania. Linkage was undertaken by the Tasmanian Data Linkage Unit 

using the separation principle that makes it impossible for researchers and unauthorized 

persons to access any identifying information.219 Participants, children born during the period 

2008-09 to 2013-14 and their mothers were identified through the Perinatal Dataset. The 

Perinatal Dataset included within the C2C Database contains information on Tasmanian 
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women presenting for public and private sector antenatal care and/or childbirth. The C2C 

database comprised 37,120 children and 27,532 mothers (See Figure 3-1).  

 

 

 

 

 

 

 

Figure 3-1 Flowchart of Tasmanian Conception to community study 

 

Measurements: The Perinatal dataset included mothers details: age, country of birth, 

indigenous status, marital status, SA2, hospital code, estimated date of confinement, is this 

pregnancy the result of assisted reproductive technology?, intended place of birth, intending to 

breastfeed, plurality, gestation at the first antenatal visit, the total number of antenatal visits, 

height, weight, antenatal testing, pre-pregnancy conditions, did the mother smoke at all during 

the first half (≤ 20 weeks) of pregnancy?, did the mother smoke at all during the second half 

(≥ 20 weeks) of pregnancy?, did the mother consume alcohol during the pregnancy?, did the 

mother smoke marijuana during the pregnancy?, did the mother use other recreational drugs 

during the pregnancy?, vitamin supplements, date of admission (in which birth occurs), 

admitted patient election status, transfer of patient prior to delivery, obstetric complications, 

labour and delivery, the onset of labour, method of induction, indication for induction of labour, 

Perinatal data 

Public hospital admitted 

patients. 

Emergency department 

data 

Tasmanian Conception to 

Community (C2C) study 

database 

Infants n= 37,041. Mothers n = 27,532 
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augmentation of labour, analgesia during labour, labour & delivery complications, perineal 

status, indication of caesarean section, was the caesarean section a) Elective or emergency b) 

Primary or repeat, anaesthesia for delivery 

Baby variables included day, month & year of birth, presentation at birth, mode of birth, 

indigenous status (baby), birth status, Apgar score, cord pH, gestational age at birth, weight, 

length, head circumference, sex, birth order, the actual place of birth, resuscitation at birth, 

medical admission to special care nursery/intensive care unit (SCN/ICU), congenital 

abnormalities, discharge status, the reason for the transfer of baby. 

Public hospital emergency department dataset included age at the presentation –months, triage 

level, mode of arrival, discharge destination, admission ward, admission speciality, referral 

reason, length of stay in the emergency department, separation mode, referred to on separation, 

clinical variables, urgency related group, primary diagnosis, and major Diagnosis Category 

(MDC). The Public Hospital Admitted Patient dataset included: Admission date, type of 

admission, source of admission, source of referral, admission facility (Campus), admission 

ward, admission speciality, care type at admission, patient classification at admission, length 

of stay (LOS), same-day admission (yes or No), number of leave days, transferred from hospital, 

Barthel index of on admission, referral reason, discharge related variables, separation date, 

separation mode, referred to on separation, referred to hospital, referral Reason, readmission 

within 28 days, Barthel index of on discharge, clinical Variables, episode DRG, primary 

diagnosis, additional diagnoses, principal procedure, additional procedures and major 

diagnosis category (MDC). This dataset was used for the studies in chapters 4 and 5 of this 

thesis. 
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3.2.2 Childhood Determinants of Adult Health Study (CDAH) 

The CDAH study is a longitudinal cohort study that began with a cohort that participated in the 

1985 Australian Schools Health and Fitness Survey (ASHFS). Since then, three follow-ups of 

the original cohort have been carried out as CDAH. ASHFS cohort was followed up as CDAH-

1 study between 2004 and 2006 with a total of 3,967 (questionnaire only, questionnaire and 

clinic, questionnaire and pathology) participants (aged 26 – 36 years), CDAH-2 between 2009 

and 2011 with 3,038 (questionnaire) participants (aged 31 – 41 years) while CDAH-3 was 

between 2015 and 2019 with 2,083 (questionnaire only, questionnaire and clinic) participants 

(36 to 49 years). The aim was to determine how childhood risk factors contribute to the 

development of cardio-metabolic diseases in adulthood. This study has aided immensely the 

study of the origins of heart disease, diabetes, and mental health.  

Australian Schools Health and Fitness Survey (ASHFS) 

The original 8,498 participants of ASHFS were selected from 109 schools Australia-wide. 

They were between the age of 7 and 15 years. A two-staged random sampling was used to 

make the selection of participants. Stage one was based on high enrolment numbers while 

stage two selected children in each school based on age and sex stratification. Schools that 

had less than 200 students were excluded. A total of 121 schools were selected but 109 of 

them accepted to participate. The expected sample was 500 for each gender in each of the age 

categories. The distribution of the 109 schools is illustrated in Figure 3-2. 
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Figure 3-2 The distribution of schools that participated in the Australian School Health 

and Fitness Survey, 1985. 

Measurements: At the beginning, the participants had physical measures that included 

anthropometry (height, weight, waist circumference), blood pressure and physical fitness 

(short/long run, sit-ups). A 36-item supervised questionnaire on demographics, sports 

participation, diet, smoking, and health was administered at children between 9 to 15 years 

while those aged 7 and 8 were left out due to age. A 24-hour food record was obtained from 

children aged 10 to 15 years. A blood sample was taken for fasting blood sugar and 

cardiorespiratory fitness tests were administered on children aged 9,12 and 15 years. More 

details of the measures collected at baseline (ASHFS) and in CDAH-1 can be found here.220 

Childhood Determinants of Adult Health Study phase 1 (CDAH-1) 

From the 8,498 participants of ASHFS, 6,840 were traced using school and family networks, 

the Australian Electoral Commission, and the Australian National Death Index. Eventually, 
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5,170 of them enrolled for CDAH-1 study. A total of 2,384 filled the questionnaire and 

attended the clinics, 1,397 filled the questionnaire only, 25 came for clinic only, 186 for 

pathology and questionnaire, 6 for pathology only and 1,171 only enrolled and 1 enrolled in 

error (See Figure 3-3 ) 
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Figure 3-3 Flowchart of Childhood Determinants of Adult Health Study 

 

Measurements: This included anthropometry (height, weight, girths, skin folds), physical 

activity (questionnaire and pedometer), diet, smoking, alcohol, fitness, blood pressure, lung 

function, fasting blood glucose and biochemistry (glucose, insulin, total cholesterol, HDL and 

LDL-cholesterol, triglycerides, C-reactive protein, sex-hormone binding globulin, total 

testosterone), and ultrasound measures of carotid intima-media thickness.  Information on 

demographic characteristics was also collected. They include marital status, education, 

employment, self-reported health status (SF-12), medication use, family history of heart 

Australian Schools Health and Fitness 
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Health Phase 1 (CDAH1[2004-2006])  

Questionnaire only, Questionnaire 
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Childhood Determinants of Adult 

Health Phase 2 (CDAH2 [2009-

2011])  

Questionnaire- full and short (n = 

Childhood Determinants of Adult 

Health Phase 3 (CDAH3 [2017-

2019]) Questionnaire only, 

Questionnaire and clinic (n = 2,082) 
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pathology only (n = 4,531) 
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in error, deceased, and 

excluded (n = 5460) 
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deceased, excluded, clinic 

only, enrolled in error and 

Heart Health only  

(n = 6,416) 
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disease and diabetes, self-reported birth weight, social support, personality type, menstrual 

characteristics (women). More details of these measures can be found here.220 This dataset was 

used for the studies in chapters 6 and 7 of this thesis. 

Childhood Determinants of Adult Health Study phase 2 (CDAH-2) 

Out of the original 1985 cohort, 1,789 completed the full questionnaire, 1 enrolled in error, 

5,333 did not participate, 12 were deceased, 114 excluded and 1,249 completed the short 

questionnaire. 

Measurements: Questionnaires collected information on marital status, participants’ highest 

level of education, occupation, employment status, living arrangements (parental home, 

cohabiting with a partner) and the number of children. Data was collected on alcohol 

consumption, physical activity using the International Physical Activity Questionnaire (IPAQ), 

smoking, diet, and social support. 

Childhood Determinants of Adult Health Study phase 3 (CDAH-3) 

From the original ASHFS cohort, 1,554 attended to clinics and full questionnaire, 528 to full 

questionnaire only, 12 to brief and brief2 questionnaire, 8 to brief questionnaire and heart 

health, 29 to brief2 questionnaire, 26 to brief questionnaire, 13 to clinic only, 972 to heart 

health only, 1 enrolled in error, 25 were deceased, 241 were excluded, and 5,089 did not 

participate. 

Measurements: Questionnaires similar to that of CDAH-2 collected information on marital 

status, number of biological children, self-report of health status, occupation, employment 

status, the highest level of education, family history of stroke, cardiovascular disease or 

diabetes, alcohol consumption, smoking history from childhood, sleep pattern, menstrual and 

contraceptive history (women). Clinics for anthropometry (height/weight, waist & hip 
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measurement, skinfold measurement), pedometer measurement, ultrasonography, blood 

pressure measurement and pathology (blood glucose and lipid profile).   

It is estimated that passive smoking have resulted in 603, 000 premature deaths in children, 

men and women.159 However, it is mainly cardiovascular diseases in adulthood that is 

responsible for the premature deaths among persons exposed to passive smoking as adults after 

years of exposure.159, 183 The development of cardiovascular diseases is gradual spanning many 

years.221 This makes it necessary to detect subclinical cardiovascular become it becomes 

clinical. The CDAH study has information on a number of potentially relevant pre-clinical 

markers of cardiovascular disease. Examining all of these is beyond the scope of one PhD 

thesis. In choosing the particular outcome measures for analyses in this thesis, consideration 

was given to the following: (1) potential novelty of outcome measures in terms of previous 

analyses with the dataset with previous analyses predominantly on carotid intima media 

thickness; and (2) the potential to compare findings between the CDAH study and the TIHS 

study (see below for a description of the TIHS). Both the CDAH study and the TIHS had newer 

measures of cardiac structure and function, as well as comprehensive blood pressure measures, 

hence, in this thesis I studied markers of early markers of cardiovascular disease in adulthood 

which include blood pressure (central and peripheral)222, 223 and left ventricular global 

longitudinal strain. 224, 225 

3.2.3 Tasmanian Infant Health Study (TIHS)   

Participants: The Tasmanian Infant Health Study was conducted between January 1988 and 

March 1990. The birth cohort was established to identify the causes of sudden infant death 

syndrome (SIDS). A weighted scoring system was used to select infants at higher risk of SIDS 

for possible participation in an infant health study.226, 227 Six major obstetric hospitals in the 

state of Tasmania contributed participants which included 3110 infants, representing 
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approximately 20% of all live births in Tasmania.  More than 84 % of the 3110 infants 

participated in hospital and home interviews through their mothers.227 In southern Tasmania, 

the mothers of 1,435 infants participated  out of 1500 who were eligible. During 1st, 5th, and 

11th week postpartum, information was collected through hospital interview, home visit, and 

telephone interview, respectively. 

Measurements: birth weight, sex, the season of birth, height, head circumference, triceps, 

subscapular skinfold thicknesses, mother’s age, duration of the second stage of labour, 

sociodemographic, type of infant feeding, sleep position, usual sleep pattern, infant illness and 

health service attendance maternal nutrition, alcohol and parental smoking practice during 

pregnancy and immunization history.  

The TIHS cohort were followed-up in 1996-97 at age 8 (Southern Blood Pressure Study [443 

participants] and Southern HDL-Cholesterol Study [446 participants]), and in 2004-05 at age 

16 (Tasmanian-Bone (T-Bone 1) Study [415 participants]), and in 2013-14 at age 25 

(Tasmanian-Bone (T-Bone 2) Study [280 participants]). A further follow-up in 2015-16 of 

participants for a pilot study in this thesis at age 27 was done with participants who were part 

of the 1996-97 Southern Blood Pressure Study or Southern HDL-Cholesterol Study (both were 

mutually exclusive). One hundred and fifty-five participants responded, with data collected 

used for the study in chapter 8 of this thesis (See Figure 3-4). As stated earlier specific 

cardiovascular outcome measures were studied in these participants as these measures were 

novel with regard to their association with passive smoking, were available in both CDAH and 

the TIHS and have been suggested as early markers of cardiovascular disease. 

3.3 Ethical considerations 

The University of Tasmania Health and Medical Human Research Ethics Committee approved 

the foundational C2C study (H0014169) and associated studies within this thesis (H0017161). 
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The University of Tasmania Health and Medical Human Research Ethics Committee approved 

the study and participants provided written informed consent for the studies from CDAH.The 

University of Tasmania Health and Medical Human Research Ethics Committee approved the 

TIHS study in this thesis (H0014432) and written informed consent was obtained from the 

participants. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3-4 Flowchart of followed-up Tasmanian Infant Health Study participants  

 

1997 Southern HDL-

Cholesterol Study (n = 446) 

No response        

(n = 992) 

1996 Southern Blood 

Pressure Study (n = 443) 

No response  

(n ~ 274) 

Not traced (n~ 432) 

Excluded due to 

living 

interstate/overseas or 

incarceration. 

 (n~ 28) 

 

2004-05 – Tasmanian Bone 

Study (T-bone 1) (n = 415) 

                AND 

2013-14 – Tasmanian Bone 

Study (T-bone 2) (n = 280) 

1988-89 Birth cohort of the 

Tasmanian Infant Health 

Study (TIHS) Southern 

Tasmania. (n = 1435)                        

2015-16 - Exposure to tobacco 

smoke during early life pilot 

study: Online questionnaire (n = 

155) 
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4. CHAPTER 4: Maternal Smoking During Pregnancy: Trends and Determinants 

in The Conception to Community Study 

Ezegbe, C., Neil, A. L., Magnussen, C. G., Chappell, K., Judd, F., Wagg, F., Gall, S. 

Link to paper: https://onlinelibrary.wiley.com/doi/10.1111/birt.12515 

Statement about this chapter: This chapter has some variation from the published version 

as analysis of change between index and subsequent pregnancy (as a sensitivity analysis) was 

included in the main results and the two tables reporting this analysis placed in the Appendix 

4.A and cross-referenced.  
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4.1 Abstract 

Background  

Despite earlier declines, maternal smoking during pregnancy continues to be a public health 

problem. We examined trends and factors associated with maternal smoking during and 

between pregnancy over six years. 

Methods  

Participants were 27,532 pregnant women in Tasmanian public hospitals whose smoking status 

was gathered by midwives during perinatal care between July 2008 to June 2014. Generalized 

linear modelling was used to examine the trends in prevalence of maternal smoking over time 

and factors associated with change in smoking status both within and between pregnancies.  

Results  

Smoking during pregnancy decreased from 25.9% in 2008 to 16.4% in 2014 (57.9% decline). 

Multivariable regression analysis suggested that maternal alcohol consumption during 

pregnancy, living in a highly socioeconomically disadvantaged area and being an Aboriginal 

or Torres Strait Islander significantly increased the risk of maternal smoking during pregnancy. 

Being older, married or in a defacto relationship, and intending to breastfeed were associated 

with reduced risk of smoking during pregnancy. Between index (first birth recorded in dataset) 

and last pregnancy, 35.1% of smokers quit but 5.1% of non-smokers started smoking. Only 

8.1% of mothers who smoked during the first half of pregnancy quit by the second half. 

Conclusion  

Maternal smoking during pregnancy is decreasing. To sustain the decline, preventive efforts 

must address the role of social determinants of health (e.g. mothers who drink alcohol, live in 

highly disadvantaged areas, are younger and single) among women who smoke during 

pregnancy. 
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4.2 Introduction 

Maternal smoking during pregnancy is associated with poor birth outcomes, including  

increasing the likelihood of having a stillbirth by 20–30% and the risk of infant mortality by 

40%. 228 Accurate assessment of maternal smoking during pregnancy and associated factors is 

necessary to provide support for quitting at the individual level, but also to quantify prevalence 

to plan, implement and evaluate interventions at the population level. In high and middle 

income countries such as Australia,74 Ireland 75 and Brazil, 80 maternal smoking during 

pregnancy is routinely collected during antenatal care allowing national monitoring and 

reporting. 

National reporting systems suggest that smoking during pregnancy is declining. For example, 

the proportion of mothers smoking during pregnancy has fallen in Australia, from 14.6% in 

2009 to 11.0% in 2014, 66 in Sweden from 30.3% in 1982 to 11.0% in 200178 and in Brazil 

from 35.7% in 1982 to 21.0% in 2000.80 No changes have been observed in some countries, 

such as Finland (15.0% in 1987 and 15.0% in 2010).77 Ongoing population-level monitoring 

of maternal smoking during pregnancy remains critical even in the face of declining prevalence, 

as identifying the strategies that may be contributing to reductions in smoking could be 

implemented in other regions. In addition, examining the factors associated with maternal 

smoking during pregnancy can identify vulnerable groups who could be a focus of individual- 

or population-level interventions.  

A range of factors are associated with smoking during pregnancy including younger age, 96-98 

socioeconomic status, 96, 97 being multiparous,98 exposure to parental smoking and living with 

a smoker 96, depression 96 and a lower intention to breastfeed.229 These studies have limitations 

including a focus on groups with low prevalence of smoking during pregnancy, 98 low response 

proportion229 and a focus on first pregnancies.96 Changes in smoking status between 

pregnancies may demonstrate deficiencies or strengths in antenatal and primary care, as well 
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as wider tobacco control strategies. There are surprisingly limited data on how smoking status 

changes either within or between pregnancies. In one study in New South Wales Australia, of 

22,761 women recorded as smokers during their first pregnancy, 33.5% quit by their second 

pregnancy.94 This change appeared to be  influenced by adverse events in the first pregnancy 

like gestational hypertension, large-for-gestational age baby and stillbirth.94 Other studies have 

demonstrated similar proportions of women quitting between pregnancies ranging from 24.9% 

230 231 to 42.0% 95 230 in different samples of women. There is also wide variation in the 

cessation of smoking during pregnancy. Cessation has been reported to range from 20.6%90 to 

54.9% 91 92 among women who smoked during early pregnancy. These studies have also 

suffered from limitations including small samples;90 single centres;92 or data on maternal 

smoking during pregnancy collected retrospectively.91 The aims of this study were to use a 

Tasmanian state-wide perinatal data set to: (1) investigate trends in smoking during pregnancy 

over time; (2) examine characteristics associated with smoking status during pregnancy; (3) 

examine changes in smoking status between and within pregnancies.  

4.3 Methods 

4.3.1 Participants 

Data were obtained from the Conception to Community (C2C) study, a multi-sectoral (public 

perinatal, emergency department and admitted patients) de-identified linked database in 

Tasmania, Australia (population ~ 500,000). Our data are owned by the Tasmanian Department 

of Health and the data linkage was executed by the Tasmanian Data Linkage Unit following 

best practice protocols to maintain privacy and confidentiality. Best practice protocols involve 

the separation principle; the segregation of identifying information from clinical data, 

encryption of stored data and storage in a standalone server with no internet connectivity.219 
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The C2C study was developed to assist in monitoring maternal and child health in Tasmania. 

The database covers all births in Tasmania from July 2008 to June 2014.  

4.3.2 Maternal smoking status during pregnancy and change in smoking status 

In Tasmania, antenatal visits are advised at 7-12, 12-14, 18-22, 26-28, 32, 34, 36, 38, 40, and 

41weeks gestation. Through the public system, women usually attend a general practitioner for 

the first visit and are seen by midwives at subsequent visits.232 Maternal smoking status is 

recorded as part of mandatory national perinatal data collection by midwives and other birth 

attendants. The guidelines recommend that the smoking items be completed following birth so 

that information from across the pregnancy is recorded in the medical record. 233 

The questions on smoking changed during the period of the C2C study. From July 2008 to June 

2010, women were asked at any antenatal visit “How much do you smoke?” with possible 

responses of “none”, “≤10 per day” or “>10/day” and were categorized as “non-smoker” for 

those indicating “none” and “smoker” for those indicating “≤10 per day” or “>10/day”. In 2010, 

the question asked of pregnant women was standardised across Australia, with responses to be 

obtained in both the first half (first twenty weeks) and last half (after twenty weeks) of 

pregnancy. From July 2010 to June 2014 the questions asked were “Did the mother smoke at 

all during the first half (<20 weeks) of the pregnancy” and “Did the mother smoke at all during 

the second half (≥ 20 weeks) of the pregnancy” with possible responses of “no” or “yes. These 

data allowed us to classify women as ‘non-smokers’, ‘smoker’ and ‘missing’ consistently over 

time. Across the entire study period, women who reported smoking in either the first or second 

half of pregnancy or who smoked ≥1 cigarette during pregnancy were classified as smokers.  

We examined changes in smoking between index and last pregnancies (e.g. most recent 

pregnancy per participant) for all participants in C2C from 2007-08 to 2013-14 to encompass 

the range of change between pregnancies.  As the C2C study was established with reference to 
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births, mothers may be in the dataset more than once. The data collection did not include the 

birth or pregnancy order for mothers. We therefore define the first pregnancy by each 

participant recorded in the C2C dataset as the ‘index pregnancy’ and the final pregnancy in the 

dataset as ‘last pregnancy’. The same pattern in classification of change in smoking status was 

used for index and last pregnancy within the dataset. Mothers who smoked during index and 

last pregnancy and mothers who did not smoke during both periods were classified as 

“remained a smoker” and “remained a non-smoker”, respectively. A smoker in an index 

pregnancy that quit in their last pregnancy were classified as “changed to non-smoker” while 

mothers who did not smoke in an index pregnancy, but smoked in their last pregnancy, were 

classified as “changed to smoker”. 

Cessation during pregnancy was examined for women who gave birth from July 2010 to June 

2014. Smokers in the first 20 weeks who did not smoke in the second 20 weeks were classified 

as “changed to non-smoker”, while smokers in first and second 20 weeks were “remained a 

smoker”. Non-smokers in first 20 weeks who did not smoke in the second 20 weeks were 

classified as “remained a non-smoker”, while if they started smoking in the second 20 weeks, 

they were classified as “changed to smoker”. 

4.3.3 Maternal characteristics 

Maternal characteristics are gathered from mothers during scheduled antenatal appointments. 

Measures include maternal alcohol consumption (‘Yes’ or ‘No’), maternal age classified into 

five categories ‘< 20 years’, ‘20-24’, ‘25-29’, ‘30- 34’ and ‘above 34’ years. Marital status was 

only available from 2010 and was categorized into ‘single/never married’, ‘married/defacto’ or 

‘other’ (separated, divorced, or widowed). Index of Relative Socio-economic Disadvantage 

(IRSD), is a socioeconomic index based on area of residence (SEIFA) created by Australia 

Bureau of Statistics and measures relative disadvantage at area level based on social and 
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economic conditions.234 Participants were separated into quartiles using IRSD score (‘highly 

disadvantaged’, ‘moderately disadvantaged’, ‘mildly disadvantaged’, ‘least disadvantaged’). 

Maternal ethnic status was defined as ‘Non-Aboriginal and Non-Torres Strait Islander’ or 

‘Aboriginal and/or Torres Strait Islander’. Mother’s intentions on feeding were categorized 

into ‘formula’ and ‘breastfeeding’. These characteristics were mostly constant between 

pregnancies. 

4.3.4 Statistical Analyses 

Mothers may have more than one birth within the C2C dataset, which influenced the methods 

of analysis. General characteristics of the mothers in C2C were explored using all pregnancies 

in the dataset (e.g. individual mothers may appear more than once). There were missing data 

on smoking status, particularly in the records from public hospitals between July 2010 and June 

2014. There were also missing data on marital status, as this variable was not available before 

2010 in any hospital and was missing until 2013 in some private hospitals. Small proportions 

of data on birthweight, ethnic status, and drinking alcohol in pregnancy were also missing. 

Investigations revealed that the missing smoking data was a data entry issue, and we confirmed 

the data were missing at random. Subsequently, multiple imputation using chained equations 

was performed to account for the missing data. Maternal age at birth, year of birth, any previous 

record of smoking in the hospital data, state decile of IRSD score, gestational age, birthweight, 

hospital, marital status, ethnic status, assisted reproduction, intention to breastfeed, type of 

record (electronic or paper), and mother’s insurance status (public or private patient) were used 

for the imputations. Ten imputed datasets were created. 

The trend in smoking status over time was explored graphically by plotting the percentage of 

mothers smoking for each year over the 6-year study period using all pregnancies for all 

mothers. Generalised linear models with a Poisson family and log link were used to examine 
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the maternal factors associated with smoking during pregnancy using the imputed dataset. 

These analyses used smoking status in all pregnancies clustered on maternal identifier to 

account for women who had given birth more than once. 

We examined the change in smoking status between (1) index and last pregnancy in women 

who gave birth at least twice and (2) within pregnancy (between first and second twenty weeks) 

for women who gave birth after July 2010. We used generalised linear models to examine the 

maternal factors from the index birth associated with change in smoking between pregnancies 

the index and last pregnancy. We separately compared (1) non-smoking mothers who started 

smoking between pregnancies to those that remained non-smoking and (2) smoking mothers 

who quit smoking to those that remained smoking. We examined maternal characteristics from 

the index birth rather than changes in characteristics as there was minimal change in these 

factors between pregnancies (e.g. socioeconomic status or marital status – data not shown).  

Examining change of predictors on change in outcomes can be problematic for interpretation.  

We also used a generalised linear model to examine the maternal factors associated with 

quitting smoking by second 20 weeks of pregnancy compared to continuing smoking in that 

period. An analysis for non-smokers in first 20 weeks of pregnancy who started smoking during 

the second 20 weeks of pregnancy was not done due to low numbers. All analysis was done 

using Stata 15 and p-value of < 0.05 was considered statistically significant.  

4.5 Results 

There were 27,532 women who gave birth at least once from July 2008 to June 2014 and 

37,041 infants born (Table 4-1 ). There was a significant change over time in the pattern of 

missing data on maternal smoking status during pregnancy. The prevalence of missing data 

on maternal smoking during pregnancy increased from 0.9% in pre-July 2010 to 12.2% post 

July 2010. Most of the mothers were between the age 25 to 34 years, were married or in a 
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defacto relationship, non-Aboriginal and/or Torres Strait Islander, did not take alcohol during 

pregnancy, and intended to breastfeed their baby.  Over the study period, the overall 

prevalence of smoking during pregnancy decreased from 25.9% of pregnancies in 2007-08 to 

16.4% in 2013-14 though the rate of decline was gradual between 2010-11 and 2013-14 

(Figure 4-1).  

Women who drank alcohol during pregnancy were more likely to smoke during pregnancy 

compared with women who did not drink alcohol (Table 4-2). Married or defacto pregnant 

women were less likely than single mothers to smoke during pregnancy. Compared with 

women below 20 years, pregnant women aged 25-29, 30-34 and above 34 years were less likely 

to smoke. Living in a highly disadvantaged socioeconomic area and or being an Aboriginal and 

Torres strait islander was associated with increased risk of smoking during pregnancy. Mothers 

who intended to breastfeed were less likely to smoke during pregnancy than those who intended 

to formula feed.  

A total of 8,376 women gave birth at least two times during the C2C study. Among smokers 

in their index pregnancy, 35.3% of women changed to a non-smoker by their last pregnancy 

(Table 4-3). Only 8.5% of women who were non-smokers in their index pregnancy changed to 

a smoker in their last pregnancy (Table 4-3).  Results were consistent when examined using the 

first and subsequent pregnancy (Appendix 4.A Table 4-7). 

Living in a mildly, moderately, and highly disadvantaged area, drinking alcohol during 

pregnancy and being an Aboriginal and/or Torres Strait Islander was associated with an 

increased likelihood of transitioning from a non-smoker in the index pregnancy to a smoker in 

the last pregnancy (Table 4-4). Pregnant women aged 20 years or older, who were 

married/defacto, or intended to breastfeed had a reduced likelihood of changing from a non-

smoker in index pregnancy to smoker in their last pregnancy. Living in a moderately or highly 
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disadvantaged area or being an Aboriginal and/or Torres Strait Islander was associated with 

reduced likelihood of changing from a smoker to a non-smoker in their last pregnancy (Table 

4-4). Mothers aged above 25 years, who were married, or intended to breastfeed had increased 

rate of changing from smoker in index pregnancy to non-smoker in their last pregnancy. 

Drinking alcohol during pregnancy increased the risk of both changing from a smoker to non-

smoker and non-smoker to smoker between index and last pregnancies but higher for the later. 

Similar pattern was observed between index and subsequent pregnancy (Appendix 4.A. Table 

4-8). 

Cessation of smoking in the second 20 weeks of pregnancy was observed in 8.1% of women 

who reported smoking in the first 20 weeks (Table 4-5). Almost all (more than 99% with the 

exclusion of missing data) non-smokers in early pregnancy remained non-smokers throughout 

their pregnancy. Residing in a mildly, moderately, or highly disadvantaged area, or being above 

20 years of age was associated with reduced likelihood of quitting smoking between the first 

and second 20 weeks of pregnancy. Being married/defacto and intending to breastfeed 

increased the likelihood of quitting during pregnancy (Table 4-6 , n=3,280). 
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----- represents when question on smoking status changed.  

Figure 4-1 Maternal smoking during pregnancy in Tasmania, 2007-08 – 2013-14 
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Table 4-1 General characteristics of the pregnant women during pregnancy in 

Tasmania, 2008-09 to 2013-14 

 

Maternal characteristics n (%) 

Self-reported smoking status (July 2008 – June 2010)  12,693 (100.0) 

Non-smoker 9,468 (74.6) 

≤ 10 cigarettes per day 1,829 (14.4) 

> 10 cigarettes per day 1,287 (10.1) 

Missing 109 (0.9) 

Self-reported smoking status (July 2010 – June 2014)  24,348 (100.0) 

Non-smoker 17,328 (71.2) 

Smoker 

< 20 weeks 

≥ 20 weeks 

4, 053 (16.7) 

3,280 

3,391 

Missing 2,967 (12.2) 

Maternal age  37,041 (100.0) 

< 20 years 2,251 (6.1) 

20-24 years 6,922 (18.7) 

25-29 years 10,764 (29.1) 

30- 34 years 10,252 (27.7) 

> 34 years 6,852 (18.5) 

Maternal marital status §* 19,944 (100.0) 

Single/Never married 5,069 (25.4) 

Married 14,646 (73.4) 

Other ^ 229 (1.2) 



CHAPTER 4: Maternal Smoking During Pregnancy: Trends and Determinants in The Conception to 
Community Study 
 

93 | P a g e  
 

Maternal characteristics n (%) 

Area-level Socioeconomic position †* 37,025 (100.0) 

Least disadvantaged 8,720 (23.6) 

Mildly disadvantaged 9,058 (24.5) 

Moderately disadvantaged 9,908 (26.8) 

Highly disadvantaged 9,339 (25.2) 

Maternal alcohol consumption during pregnancy*   37,041 (100.0) 

No 32,202 (87.7) 

Yes 4,495 (12.3) 

Ethnic status* 36,609 (100.0) 

Non- Aboriginal and Torres Strait Islander 34,925 (95.4) 

Aboriginal and Torres Strait Islander  1,684 (4.6) 

Intended feeding choice*      37,041 (100.0) 

Formula 2,728 (7.9) 

Breastfeeding 31,843 (92.1) 

§ For Post July 2010 period 

^ Separated, Divorced, Widowed 

† Index of Relative Socio-economic Disadvantage (IRSD) score  

* Missing data: Maternal marital status, n = 4,404; Area-level socioeconomic 

position, n = 16; Maternal alcohol consumption during pregnancy = 344; 

Ethnic status, n = 432; Intended feeding choice = 2,470. 
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Table 4-2 Factors associated with smoking during pregnancy in Tasmania, 2007-08 to 

2013-14 

 n Maternal smoking during 

pregnancy in C2C 

database* (n = 37,041) 

Characteristic  Adjusted IRR† (95% CI) 

Maternal alcohol consumption during 

pregnancy   

  

No 32,202 Reference 

Yes 4,495 1.81 (1.70 - 1.93) 

Maternal marital status    

Single/ Never married 5,069 Reference 

Married 14,646 0.52 (0.48 - 0.57) 

Other^ 229 0.91 (0.65 - 1.25) 

Maternal age group   

< 20years 2,251 Reference 

20-24 years 6,922 1.00 (0.94 - 1.06) 

25-29 years 10,764 0.78 (0.73 - 0.84) 

30- 34 years 10,252 0.58 (0.53 - 0.63) 

Above 34 years 6,852 0.57 (0.52 - 0.63) 

Area-level Socioeconomic status   

Least disadvantaged 8,720 Reference 

Mildly disadvantaged 9,058 1.57 (1.44 - 1.72) 

Moderately disadvantaged 9,908 2.18 (1.97 - 2.41) 

Highly disadvantaged 9,339 2.63 (2.42 - 2.86) 

Ethnic status   
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Non-Aboriginal and Torres Strait 

Islander  

34,925 Reference 

Aboriginal and Torres Strait Islander 1,684 1.44 (1.34 - 1.54) 

Intended feeding choice         

Formula 2,728 Reference 

Breastfeeding 31,843 0.64 (0.60, 0.67) 

Year of confinement   

2007-08 3,286 Reference 

2008-09 6,372 0.95 (0.89 - 1.02) 

2009-10 6,132 0.96 (0.89 - 1.03) 

2010-11 6,322 0.76 (0.70 - 0.83) 

2011-12 5,944 0.76 (0.69 - 0.83) 

2012-13 6,022 0.74 (0.67 - 0.80) 

2013-14 2,963 0.70 (0.63 - 0.78) 

* Reference category is ‘non-smoking’ during last pregnancy in C2C database 

Values in bold p-value < 0.05 

^ Separated, Divorced, Widowed 

† Adjusted for Maternal alcohol consumption during pregnancy, Maternal marital 

status, Maternal age group, Area-level Socioeconomic status, Ethnic status, Intended 

feeding choice and Year of confinement 
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Table 4-3 Smoking status between index and last pregnancies in Tasmania, 2007-08 to 

2013-14 

Maternal smoking during pregnancy  

Index pregnancy Last pregnancy n (%) 

Non-smoker Smoker  12,221 (8.5) 

 Non-smoker  130,944 (91.5) 

Smoker Smoker  34,683 (64.7) 

 Non-smoker  18,887 (35.3) 
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Table 4-4 Factors associated with change of smoking status between index and last pregnancies in Tasmania, 2007-08 to 2013-14  

 Change in maternal smoking between index and last pregnancies 

 Changed to smoker† (n = 13,007) 

Adjusted  

IRR (95% CI) ** 

Changed to non-smoker § (n = 

4,870) 

Adjusted  

IRR (95% CI) ** 

Area-level Socioeconomic status   

Least disadvantaged Reference Reference 

Mildly disadvantaged 1.61 (1.29 - 2.00) 0.89 (0.76 - 1.05) 

Moderately disadvantaged 2.32 (1.88 - 2.86) 0.80 (0.69 - 0.94) 

Highly disadvantaged 2.82 (2.30 - 3.48) 0.64 (0.55 - 0.75) 

Maternal age group   

< 20years Reference Reference 

20-24 years 0.78 (0.64 - 0.97) 1.15 (0.95 - 1.41) 

25-29 years 0.40 (0.32 - 0.50) 1.24 (1.01 - 1.51) 

30- 34 years 0.28 (0.23 - 0.37) 1.38 (1.12 - 1.71) 
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 Change in maternal smoking between index and last pregnancies 

 Changed to smoker† (n = 13,007) 

Adjusted  

IRR (95% CI) ** 

Changed to non-smoker § (n = 

4,870) 

Adjusted  

IRR (95% CI) ** 

Above 34 years 0.31 (0.24 - 0.41) 1.34 (1.05 - 1.71) 

Maternal alcohol consumption 

during pregnancy   

  

No Reference Reference 

Yes 2.93 (2.52 - 3.41) 1.20 (1.08 - 1.34) 

Ethnic status   

Non-Aboriginal and Torres Strait 

Islander  

Reference Reference 

Aboriginal and Torres Strait Islander 1.41 (1.12 - 1.78) 0.71 (0.58 - 0.87) 

Maternal marital status   

Single/ Never married Reference Reference 



CHAPTER 4: Maternal Smoking During Pregnancy: Trends and Determinants in The Conception to Community Study 
 

99 | P a g e  
 

 Change in maternal smoking between index and last pregnancies 

 Changed to smoker† (n = 13,007) 

Adjusted  

IRR (95% CI) ** 

Changed to non-smoker § (n = 

4,870) 

Adjusted  

IRR (95% CI) ** 

Married 0.74 (0.63 - 0.87) 1.38 (1.22 - 1.57) 

Other^ 1.14 (0.56 - 2.36) 1.07 (0.58 - 1.97) 

Intended feeding choice         

Formula Reference Reference 

Breastfeeding 0.64 (0.53 - 0.78) 1.75 (1.46 - 2.09) 

† Reference category: remained a non-smoker 

§ Reference category: remained a smoker 

^ Separated, Divorced, Widowed 

* Bold p-value < 0.05 

** Adjusted for Maternal alcohol consumption during pregnancy, Maternal marital status, Maternal age group, 

Area-level Socioeconomic status, Intended feeding choice and Ethnic status 
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Table 4-5 Changes in smoking status within a pregnancy among women in Tasmania, 

2007-08 to 2013-14    

Maternal smoking during pregnancy (C2C) 

First 20 weeks of pregnancy (n) Second 20 weeks of pregnancy n (%) 

Smoker (3,280) Smoker 3,014 (91.9) 

 Non-smoker 266 (8.1) 

 Missing 0 (0.0) 

Non-smoker (13,536) Smoker 1 (0.01) 

 Non-smoker 1,892 (14.0) 

 Missing 11,643 (86.0) 
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Table 4-6 Factors associated with change in smoking status between early and late 

pregnancy period in an index pregnancy in Tasmania, 2007-08 to 2013-14 

 Change in maternal smoking between early 

and late pregnancy period† 

 n Changed to non-smoker**  

Adjusted IRR (95% CI) 

Area-level Socioeconomic status   

Least disadvantaged 268 Reference 

Mildly disadvantaged 571 0.62 (0.40 - 0.98) 

Moderately disadvantaged 997 0.58 (0.38 - 0.87) 

Highly disadvantaged 1,444 0.54 (0.36 - 0.81) 

Maternal age group   

< 20years 423   Reference 

20-24 years 1,056 0.54 (0.36 - 0.80) 

25-29 years 898 0.54 (0.36 - 0.81) 

30- 34 years 557 0.53 (0.34 - 0.83) 

Above 34 years 346 0.47 (0.27 - 0.80) 

Maternal alcohol consumption 

during pregnancy   

  

No 2,836 Reference 

Yes 415 0.73 (0.47 - 1.14) 

Ethnic status   

Non-Aboriginal and Torres Strait 

Islander  

2,879   Reference 

Aboriginal and Torres Strait Islander 367 0.69 (0.43 - 1.10) 



CHAPTER 4: Maternal Smoking During Pregnancy: Trends and Determinants in The Conception to 
Community Study 
 

102 | P a g e  
 

 Change in maternal smoking between early 

and late pregnancy period† 

 n Changed to non-smoker**  

Adjusted IRR (95% CI) 

Maternal marital status   

Single/ Never married 1,562 Reference 

Married 1,661 1.34 (1.02 - 1.76) 

Other ^ 50 1.59 (0.64 - 3.96) 

Intended feeding choice         

Formula 535 Reference 

Breastfeeding 2,393 2.38 (1.48 - 3.81) 

† Reference category: remained a smoker throughout pregnancy  

^ Separated, Divorced, Widowed 

* Bold p-value < 0.05 

** Adjusted for Maternal alcohol consumption during pregnancy, Maternal marital status, 

Maternal age group, Area-level Socioeconomic status, Intended feeding choice and Ethnic 

status 
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4.6 Discussion 

We aimed to examine the trends, determinants, and changes in smoking during and between 

pregnancies. There was a gradual decrease in the prevalence of smoking during pregnancy in 

Tasmania over the 6-year period. Around 35.3% of women quit smoking between index and 

last pregnancies but less than 9.0% quit during pregnancy. 

Smoking among pregnant women in Tasmania has decreased by 8.8% over the 6 years from 

2007-08 to 2013-14. This is in line with, but of greater magnitude than, the national trend, 

where maternal smoking during pregnancy fell by 3.6%, from 14.6% to 11.0% between 2009 

and 2014, noting the lower base. 66 The decline in maternal smoking during pregnancy has also 

been observed in some other states in Australia (New South Wales) and in other countries 

(Ireland, Brazil and United States). 74, 75, 80, 81 Declines have also been observed in subgroups 

with known high prevalence including Aboriginal and Torres Strait Islanders in Australia 235 

and immigrants in Sweden.78  

In Australia, the reductions in smoking during pregnancy may, at least in part, be attributed to 

national tobacco control efforts including plain packaging, comprehensive mass media 

advertising ban and tax increases.236 These initiatives have been associated with a reduction in 

the daily smoking rate among adults 18 years and older (16.1% in 2011-12 to 14.5% in 2014-

15).237 For reproductive aged females and males (18 to 44 years) smoking rates reduced from 

28.2% in 2001 to 16.3% in 2014-15. 237 The reduced prevalence of smoking during pregnancy 

may also reflect more targeted programs such as the ‘Quit for you, Quit for two’ campaign 

launched during the study period. 238 

The factors associated with smoking during pregnancy were like those reported elsewhere. 

Drinking alcohol during pregnancy was associated with smoking during pregnancy, as reported 

by others. 239 Smoking and alcohol during pregnancy may act synergistically to harm the health 
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of the child.240 Living in an area of greater socioeconomic disadvantage was associated with 

maternal smoking during pregnancy, which is supported by earlier studies in Australia 74, 241 

and elsewhere. 242 The disparity in smoking levels during pregnancy between women living in 

areas with different socioeconomic status suggests the need for targeting smoking prevention 

programs. Policies that promote economic justice to help reduce the stressors of poverty and 

inequality are also likely to be important. The finding that married women, and older women, 

and those who intended to breastfeed their baby were less likely to smoke during pregnancy is 

consistent with other findings.242, 243 Women in Australia are giving birth at older ages. The 

average age of pregnant mothers in Australia was 29.8 years in 2006 and 30.5 years in 2016, 

and there was also an increase in the proportion of women above 35 years and a decrease in 

women below 25 years who gave birth over this period.66 A combination of older women 

giving birth and older women smoking less could be another factor contributing to the 

downward trend in smoking during pregnancy. Younger women, unmarried women, women 

who drink alcohol and mothers who live in socioeconomically disadvantaged areas are 

potential targets for initiatives aimed at further reducing the smoking rate during pregnancy. 

Smoking status tracks strongly between pregnancies. Almost two thirds (64.7%) of smokers 

remained smokers from index pregnancy to the last pregnancy i.e. less than one third gave up 

smoking, and a high proportion of non-smokers remained non-smokers (91.5%) in their next 

pregnancy. The factors associated with changing smoking status from to smoker to non-smoker 

between pregnancies were largely consistent with those that predicted smoking during 

pregnancy cross-sectionally. This may have some policy implications in terms of specifying 

target groups to increase smoking cessation after pregnancy and beyond, such as younger 

mothers and those facing disadvantage. 

Only 8.1% of women who smoked were recorded as quitting within their pregnancy (between 

the first and last 20 weeks), which is lower than the 20.6% (Spain) to 54.9% (United States) 
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reported elsewhere. 90-92 There may be multiple reasons for this lower quit rate including the 

overall greater burden of socioeconomic disadvantage and high background levels of smoking 

in the state of Tasmania where the study was conducted. 244 The barriers to smoking cessation 

in disadvantaged smokers are complex and likely also operate in women who smoke during 

pregnancy within these groups.245 

4.6.1 Strengths and Limitations 

Our data set is large, containing data on 27,535 mothers over 6 years across the Australian state 

of Tasmania. The information on maternal smoking was collected as part of mandatory 

reporting for the national perinatal minimum dataset for every pregnancy irrespective of the 

place of delivery (e.g. public, private or home) or health professional attending the birth (e.g. 

midwife or obstetrician). Data are reported shortly after birth and so recall bias should be 

limited. Further, selection bias is not considered a factor either given that the dataset comprised 

all births in Tasmania, though findings may not be generalizable to other regions.  

As information on maternal smoking during pregnancy was self-reported, reporting bias may 

have led to underestimation or overestimation of the prevalence of maternal smoking during 

pregnancy coupled with some missing data on maternal smoking. However, maternal self-

report of smoking status has been found to be a valid measure of smoking status following 

concordance with cotinine analysis.246 Change of questions in mid-2010 may have also affected 

the responses to questions as to whether a woman identified as a smoker. There were missing 

data on smoking status due to data collection issues with the change from a paper-based to 

electronic system. We were able to impute missing data, but we may have misclassified women. 

Area level socioeconomic position was used in our analysis and this may differ from true 

individual level socioeconomic position of the participants. We chose to analyse changes in 

smoking status between pregnancies using the first and last pregnancies in the database. The 
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alternative was to use the first and subsequent pregnancies. When analysed using the alternative 

method, the results did not differ, and that approach may have lost information for the 

approximately 1041 women that had 3 or more births.  

4.7 Conclusions 

The decrease in smoking during pregnancy in Tasmania signifies that preventive efforts are 

working but further efforts are needed to reduce disparities in smoking for some groups. It is 

hoped this trend can continue and targeting the social determinants of smoking may support 

this aim. The low proportion of women quitting during pregnancy suggests an urgent need for 

effective and acceptable treatments during pregnancy. 
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4.8 Appendix 4.A. Additional Results 

Table 4-7 Smoking status between index and subsequent pregnancies in Tasmania, 

2007-08 to 2013-14 

Maternal smoking during pregnancy  

Index birth Subsequent birth n (%) 

Non-smoker Smoker 12,364 (9.2) 

 Non-smoker 122,584 (90.8) 

Smoker Smoker 32,076 (65.0) 

 Non-smoker 17,248 (35.0) 
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Table 4-8 Factors associated with change of smoking status between index and 

subsequent pregnancies in Tasmania, 2007-08 to 2013-14  

 Change in maternal smoking between index 

and subsequent pregnancies 

 Changed to smoker† 

Adjusted  

IRR (95% CI) ** 

Changed to non-

smoker § 

Adjusted  

IRR (95% CI) ** 

Area-level Socioeconomic status   

Least disadvantaged Reference Reference 

Mildly disadvantaged 1.60 (1.29, 1.98) 0.87 (0.73, 1.03) 

Moderately disadvantaged 2.25 (1.83, 2.76) 0.82 (0.70, 0.97) 

Highly disadvantaged 2.60 (2.12, 3.19) 0.62 (0.53, 0.73) 

Maternal age group   

< 20years Reference Reference 

20-24 years 0.76 (0.62, 0.93) 1.21 (0.99, 1.49) 

25-29 years 0.42 (0.34, 0.52) 1.27 (1.03, 1.56) 

30- 34 years 0.27 (0.21, 0.34) 1.43 (1.15, 1.78) 

Above 34 years 0.30 (0.23, 0.40) 1.43 (1.11, 1.84) 

Maternal alcohol consumption 

during pregnancy   

  

No Reference Reference 

Yes 3.55 (3.08, 4.08) 1.18 (1.05, 1.32) 

Ethnic status   
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 Change in maternal smoking between index 

and subsequent pregnancies 

 Changed to smoker† 

Adjusted  

IRR (95% CI) ** 

Changed to non-

smoker § 

Adjusted  

IRR (95% CI) ** 

Non-Aboriginal and Torres Strait 

Islander  

Reference Reference 

Aboriginal and Torres Strait Islander 1.18 (.92, 1.52) 0.73 (0.59, 0.91) 

Maternal marital status   

Single/ Never married Reference Reference 

Married 0.73 (0.61, 0.88) 1.33 (1.16, 1.52) 

Other^ 1.20 (0.52, 2.77) 0.99 (0.53, 1.83) 

Type of Conception   

Not assisted Reference Reference 

Assisted 0.35 (0.21, 0.59) 1.22 (0.89, 1.69) 

Intended feeding choice         

Formula Reference Reference 

Breastfeeding 0.63 (0.53, 0.77) 1.65 (1.38, 1.97) 

† Reference category: remained a non-smoker. 

§ Reference category: remained a smoker. 

* Bold p-value < 0.05 

** Adjusted for Maternal alcohol consumption during pregnancy, Maternal marital 
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 Change in maternal smoking between index 

and subsequent pregnancies 

 Changed to smoker† 

Adjusted  

IRR (95% CI) ** 

Changed to non-

smoker § 

Adjusted  

IRR (95% CI) ** 

status, Maternal age group, Area-level Socioeconomic status, Ethnic status, Type of 

Conception, Type of Conception, and Intended feeding choice. 

^ Separated, divorced, widowed 
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5.1 Abstract 

Objective  

To examine if exposure to maternal smoking during pregnancy is associated with emergency 

department (ED) presentation and admission through ED in children up to 5-years after birth.  

Patients and Methods  

Antenatal records of all children born in Tasmania, Australia between July 2008 to June 2014 

were linked to health service use (ED presentations and hospital admissions) up to 5-years of 

age. Negative binomial regression was used to estimate the incidence rate ratio (IRR) and 95% 

confidence intervals (CI) at ≤1-year and ≤5-years for ED presentations and admission to 

hospital through ED for any reason and by nine major disease categories, for children exposed 

versus children not exposed to maternal smoking during pregnancy. Models were adjusted for 

sex, socioeconomic position, maternal age at birth and region of residence. Presentations and 

admissions for poisoning and injuries were used as a negative control. 

Results  

Among 36,630 babies, 21% were exposed to maternal smoking during pregnancy. Exposed 

children had 26% higher rate of presentation to ED (IRRadjusted 1.26, 95% CI 1.23, 1.29) and 

45% higher rate of admission (IRRadjusted 1.45, 95% CI 1.39, 1.51) at up to 5-years of age. 

Compared to the negative control, higher presentation and admission rates were evident in 

respiratory; eyes, ears, nose and throat; psychosocial; and infection disease categories. 

Conclusions  

Higher healthcare service utilization was observed in children exposed to maternal smoking 

during pregnancy for a range of conditions associated with exposure to smoking. The findings 

reinforce the need to reduce smoking among people in their childbearing years.   
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5.2 Introduction 

Many children are exposed to maternal smoking during pregnancy. The estimated global 

prevalence of maternal smoking during pregnancy is 1.7% but the prevalence varies from 8.1% 

in Europe to 0.8% in Africa.62 Exposure to maternal smoking during pregnancy is associated 

with a range of poorer health outcomes at birth, infancy and childhood including low birth 

weight and lower respiratory tract infections,57, 247 which may necessitate visits to an 

emergency department (ED) and admission into hospital.  

A number of studies suggest that children exposed to smoking during pregnancy have higher 

hospitalization (admissions) rates 142-147 than children without exposure. Many were limited by 

only examining admissions into hospital for respiratory illnesses 142-144 or other individual 

illnesses, e.g. gastroenteritis.146 A greater burden of ED presentations and admissions for all 

illnesses for children exposed to maternal smoking during pregnancy has been reported in a 

limited number of studies but most  were conducted over 10 years ago, 145-147 and prevalence 

of smoking during pregnancy has changed since then.66 Previous studies had a reliance on self-

report of symptoms, diseases or health service use142, 145, 147 or had low response proportions.145, 

146 Contemporary examination of the association between smoking during pregnancy and 

hospital presentation or admission for a wide range of diseases to overcome these limitations 

is needed. As children under 5 years constitute around 40-50% 248, 249 of presentations, 

clarifying the role of this potentially modifiable risk factor for ED presentations and admissions 

through ED in children is important.  

The aim of this study is to examine the rate of presentations to the ED and hospital admissions 

for a  range of conditions up to 5 years of age between children exposed or not exposed to 

maternal smoking during pregnancy to bridge current evidence gaps using the Tasmanian 

Conception to Community (C2C) study.250 
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5.3 Methods  

The Tasmanian C2C study is a linked perinatal dataset for all Tasmanian births, public hospital 

admitted patients and emergency department data from July 2008 to June 2014 excluding 

children whose mothers resided outside of Tasmania. Tasmania is an island state of around 

500,000 people with a relatively decentralized population with 65% residing in inner regional 

areas, 33% in outer regional areas and 2% residing in remote and very remote areas.251  

Prevalence of maternal smoking during pregnancy changed from 15.1% (2013) to 14.5% 

(2017) in Tasmania, down from 35.3% in 1982.67 The data were linked by the Tasmanian Data 

Linkage Unit under best practice protocols involving separation principle; the segregation of 

identifying information from clinical data, storage in a standalone server with no internet 

connectivity and encryption of stored data.219 This study was approved by the Tasmanian 

Human Research Ethics Committee (H0017161). 

5.3.1 Maternal smoking during pregnancy 

Maternal smoking during pregnancy data were self-reported as part of the National Perinatal 

Minimum Data Set during antenatal visits with midwives. Data are submitted within 30 days 

of the birth. From July 2008 to June 2010, mother’s smoking during pregnancy was recorded 

as ‘none’, ‘<10 cigarettes per day’, and ‘10 cigarettes per day’. From July 2010 onwards, 

mother’s smoking during pregnancy was recorded as ‘none’, ‘yes, <20 weeks’ or ‘yes, >20 

weeks’. For our primary analysis, we categorised as ‘Yes’ if participant’s mother ever smoked 

during pregnancy and ‘No’ if participant’s mother did not smoke during pregnancy.  

5.3.2 Emergency department presentations and admissions 

Outcomes were presentation to any Tasmanian public hospital ED and hospital admission 

through the ED. We classified each child as having ‘none’ or ‘any’ ED presentations and ‘none’ 

or ‘any’ hospital admissions. We calculated age at first presentation and the total length of stay 

for hospital admissions. The following were not admissions: dead on arrival, died in the ED, 
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departed in police care, did not wait to be seen by a medical officer, triage only with alternative 

medical assessment recommended, left at own risk or transferred to another hospital. 

Each ED presentation or hospital admission through ED was grouped into nine disease 

categories based on regrouping of the 28 Urgency Related Groups (URG) classification system 

(see 5.7 Appendix 5.A. Additional Methods): poisoning and injuries; respiratory; digestive 

system; neuromuscular; blood and immune system; eyes, ear, nose and throat; reproductive 

and urological system; systemic and parasitic infections; and psychosocial/other presentation.   

5.3.3 Covariates 

We considered the following as potential covariates: maternal marital status at birth (Single, 

Married, Other [Separated, Divorced, widowed]); maternal alcohol intake during pregnancy 

(Yes, No); maternal age at birth; maternal ethnicity (Aboriginal and Torres Strait Islander, 

Other); infant sex (Male, Female); gestational week (< 37 weeks, ≥ 37 weeks); Apgar score at 

5 minutes (< 7, ≥ 7); mother’s region of residence at birth noting regional variation in ED 

presentation in Tasmania.252; birth weight (< 2500 g, ≥ 2500 g); year of birth and Index of 

Relative Socio-economic Disadvantage (IRSD) score based on residential postcode of mother 

(quartiles of IRSD scores).  

5.3.4 Statistical analyses 

Descriptive statistics summarized the characteristics of the children and number of ED 

presentations, total admissions to hospital, age at first presentation and total length of stay for 

each hospital admission. Chi-square or t-tests were used to examine characteristics of children 

by exposure to maternal smoking during pregnancy.  

Maternal smoking observations were missing for 2,382 (7.8%) children in the cohort followed 

up to ≤1 year of age and 33 (0.52%) children in the cohort followed up ≤5 years. These 

observations were missing at random due to a system issue (in the implementation of an 

electronic dataset), since rectified. Multiple imputation by chained equations was used to 
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replace missing data on maternal smoking during pregnancy. The imputation models used the 

same variables as the analytic models, plus auxiliary variables associated with either 

missingness: year of birth, birthweight, IRSD score, maternal age at birth, gestational age, 

private or public patient status of the mother, electronic or paper hospital record, hospital name, 

and counts of ED and hospital admissions for each diagnostic category plus total counts of ED 

and hospital admissions. Ten imputations were performed, and the imputed dataset used for 

main analysis.  

Negative binomial and logistic regression were used to estimate the association between the 

children’s rates of ED presentations and hospital admissions and exposure to maternal smoking 

during pregnancy (reference: not exposed). The incidence rate ratio (IRR ± 95% confidence 

interval [CI]) is reported for (1) the count of presentations to the ED for any condition; (2) 

count of presentations to the ED within each of the nine major disease categories; (3) count of 

hospital admissions following ED presentation for any condition; and (4) count of hospital 

admissions following ED presentation for each of the nine disease categories. Logistic 

regression was used for some outcomes (reclassified as ‘any’ presentation versus ‘none’) 

because of non-convergence of the negative binomial model. Final models included sex of the 

child, socioeconomic position (IRSD score), mother’s region of residence at birth and maternal 

age at birth (adjusted model 1). Data on post-delivery exposure to tobacco smoke was not 

available. Early childhood exposure to tobacco smoke has been associated with group level 

socioeconomic position and maternal age in a population-based birth cohort and so could 

account for tobacco smoke exposure after delivery156 in the adjusted model. 

Limited availability of potential confounding factors may result in residual confounding in 

administrative datasets. Negative control outcomes may overcome this limitation.253 Hospital 

presentations and admissions for ‘poisoning and injuries’, were considered negative-control 

outcomes as association seen with these outcomes were not likely to be causally related to 
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exposure. Children <5 years are susceptible to poisoning and injuries due to agility, exploratory 

nature, lack of understanding of safety, and propensity to mouth objects.254 These are 

developmental and not causally associated with maternal smoking during pregnancy. Any 

association seen might therefore reflect other potentially confounding factors related to health 

service use.253, 255 Effect estimates (including 95% confidence intervals) for other disease 

categories relative to estimates for poisoning and injuries allow us to evaluate less confounded 

associations between maternal smoking and the outcomes.  

Follow-up data on health services use are also available from July 2008 to June 2014. As such, 

complete data up to the age of 5 years is only available for the subsample of children who were 

born in 2008-2009. The analyses described above were therefore completed for two 

overlapping groups of children: (1) ≤1 year of age, and (2) ≤ 5 years of age.  

Sensitivity analysis to determine a dose-response of maternal smoking (options: ‘none’, ‘<10 

cigarettes per day’, ‘10 cigarettes per day’) was done using children born from July 2008 to 

June 2010 (results in Appendix 5.B). Maternal smoking during pregnancy is strongly 

associated with low birthweight,256 which, in turn, is associated with poor childhood health.146, 

257 Birthweight was therefore considered as a potential mediator in a sensitivity analyses (see 

Appendix 5.B adjusted model 2). Data were analyzed using Stata version 15 (StataCorp, TX, 

USA). 

5.4 Results 

The C2C study included 27,532 mothers and 36,630 infants (see Figure 5-1  and Table 5-1). 

There were 30,705 children in the dataset including presentations or admissions ≤1 year and 

6,345 in the dataset including presentations or admissions ≤5 years. Total numbers of 

presentations and admissions are presented (Appendix 5.B Table 5-4). 
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A greater proportion of children exposed to maternal smoking during pregnancy presented to 

the ED overall and for specific illnesses (respiratory; digestive system; neuromuscular; blood 

and immune system; eyes, ear, nose and throat; reproductive and urological system; systemic 

and parasitic infections; psychosocial/other) compared with children not exposed (Appendix 

5.B Table 5-5). Children exposed to maternal smoking during pregnancy had a higher 

admission rate through the ED than those not exposed. Among those admitted to hospital, 

length of stay in hospital was similar between exposure groups.  

There was a 52% and 45% higher incidence rate of presentations of any cause to the ED ≤1-

year and ≤5 years in children exposed to maternal smoking during pregnancy, respectively 

(Table 2). This decreased to 26 % at both ≤1-year (IRRadjusted 1.26, 95% CI 1.24, 1.28) and ≤5 

years (IRRadjusted 1.26, 95%CI 1.23, 1.29) after adjustment.  

Children exposed to maternal smoking during pregnancy had a higher incidence of 

presentations to the ED ≤1-year and ≤5-years for respiratory; eyes, ear, nose and throat; 

systemic and parasitic infections and psychosocial conditions. The incidence rates for these 

illnesses at 1-year and 5-years were greater than for the negative-control outcome of poisoning 

and injuries. For digestive system and neuromuscular illnesses, the rate of presenting was 

higher in exposed children at ≤5-years only (Table 5-2). 

Sensitivity analyses suggested that birthweight explained some of the association between 

maternal smoking during pregnancy and ED presentations. When controlling for birthweight, 

the magnitude of the IRR at 1-year and 5-years were reduced for respiratory illnesses, systemic 

and parasitic infections, and psychosocial/other illnesses (Appendix 5.B Table 5-6). After 

adjustment all associations remained greater than injuries and poisonings. There were clear 

dose-response relationships between number of cigarettes smoked per day (Appendix 5.B 

Table 5-8  and Table 5-10) and all rates of presentations to ED; respiratory illnesses; eyes, ear, 
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nose and throat illnesses; systemic and parasitic infections and psychosocial/other presentation 

illnesses. For each of these outcomes the incidence rate was greater with more exposure (>10 

cigarettes/day) including for digestive and neuromuscular conditions that had shown the 

opposite association with any level of exposure. In comparison, there was no evidence of a 

dose-response association with poisoning and injuries. 

There was a 57% and 65% higher incidence of admission to hospital through the ED for any 

disease category for children exposed to maternal smoking during pregnancy (Table 5-3). This 

reduced to 33 % and 45 % with account for covariates. In terms of specific illnesses, children 

exposed to maternal smoking during pregnancy had higher rates of being admitted for 

respiratory illnesses at ≤1-year (62%) or ≤5-years (59%); systemic and parasitic infections at 

≤5-years; reproductive and urological system to ≤5-years and psychosocial/other illnesses for 

both age-ranges, than poisoning and injuries.  

In sensitivity analyses, there was some effect on the association between maternal smoking and 

admission to hospital with the inclusion of birthweight (Appendix 5.B Table 5-7). The 

associations were reduced for respiratory (38.7% ≤1-year; 30.5% ≤5-years) and 

reproductive/urological system (40.7% ≤5-years) illnesses; systemic and parasitic infections 

(17.3% ≤5-years) and psychosocial/other (47.9% ≤1-year, 50.7% ≤5-years). For the subsample 

with information on the dose of maternal smoking during pregnancy from 2008 to 2010, there 

was evidence that the associations were dose-dependent (Appendix 5.B Table 5-9  and Table 

5-11) for all admissions through ED; admissions for respiratory; systemic and parasitic 

infections, psychosocial/other illnesses, as well as the blood and immune system disorders and 

ear, nose and throat conditions that had shown opposite associations in the analyses with any 

exposure. Importantly, there was no evidence of dose-response relationship between maternal 

smoking during pregnancy and poisoning and injuries.  
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Figure 5-1 Flowchart of study participants  
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Table 5-1 General characteristics of the study participants 

Participant characteristics n (%) SD 

Sex   

Male 18,763 (51.2)  

Female 17,908 (48.8)  

Mean age (years) 3.04  ±1.73 

Mean birthweight (grams)* 3388.1  ± 600.4 

Apgar score at 5 minutes   

< 7 618 (1.7)  

≥ 7 36,053 (98.3)  

Gestational weeks*   

< 37 3,358 (9.2)  

≥ 37 33,307 (90.8)  

Mean maternal age at birth (years) 28.9 ±5.9 

Maternal marital status at birth*   

Single/Never married 5,018 (25.4)  

Married 14,521 (73.5)  

Other ^ 227 (1.1)  

Exposed to maternal smoking during pregnancy*   

No 26,564 (79.0)  

Yes 7,077 (21.0)  

Exposed to maternal alcohol intake during 

pregnancy* 

  

No 31,909 (87.8)  

Yes 4,432 (12.2)   
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Participant characteristics n (%) SD 

Maternal ethnic status at birth*   

Aboriginal and Torres Strait Islander 1,663 (4.6)  

Neither 34,578 (95.4)  

Mother’s region of residence at birth*   

Hobart and south-east Tasmania 18,026 (49.2)  

Launceston and north-east Tasmania 8,815 (24.0)  

Devonport and north-west Tasmania 7,431 (20.3)  

East coast of Tasmania 516 (1.4)  

Tasmanian midlands and lake country 1,341 (3.7)  

West coast of Tasmania   431 (1.2)  

Bass Strait islands of Tasmania 77 (0.2)  

Year of birth   

2008 3,254 (8.9)  

2009 6,300 (17.2)  

2010 6,072 (16.6)  

2011 6,269 (17.1)  

2012 5,879 (16.0)  

2013 5,964 (16.2)  

2014 2,933 (8.0)  

*Missing data: Birthweight, n = 6; Gestational weeks, n = 6; Maternal marital status at 

birth, n = 16,905; Exposed to maternal smoking during pregnancy, n= 3,030; Exposed 

to maternal alcohol intake during pregnancy, n = 330; Ethnic status at birth, n = 430.  

^ Separated, divorced, widowed 
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Table 5-2 Association between exposure to maternal smoking during pregnancy and 

presentations to emergency department across major diagnostic disease categories. 

 Exposed to maternal smoking during 

pregnancy† 

Categories of presentation Unadjusted 

IRR (95% CI) 

Adjusted model 1* 

IRR (95% CI) 

All presentations to ED   

≤ 1 year 1.52 (1.50, 1.54) 1.26 (1.24, 1.28) 

≤ 5 years 1.45 (1.42, 1.49) 1.26 (1.23, 1.29) 

Respiratory illnesses   

≤ 1 year 1.72 (1.68, 1.76) 1.47 (1.44, 1.51) 

≤ 5 years 1.49 (1.44, 1.55) 1.29 (1.24, 1.34) 

Digestive system illnesses   

≤ 1 year 1.25 (1.21, 1.29) 1.02 (0.99, 1.06) 

≤ 5 years 1.33 (1.27, 1.39) 1.16 (1.11, 1.22) 

Neuromuscular illnesses   

≤ 1 year  1.12 (1.06, 1.19) 0.93 (0.87, 0.99) 

≤ 5 years 1.28 (1.20, 1.37) 1.14 (1.07, 1.23) 

Blood and immune system illnesses   

≤ 1 year 1.29 (1.20, 1.38) 1.07 (0.99, 1.15) 

≤ 5 years 1.17 (1.07, 1.28) 1.01 (0.91, 1.11) 

Eyes, ear, nose and throat illnesses   

≤ 1 year 1.59 (1.51, 1.67) 1.24 (1.17, 1.31) 

≤ 5 years 1.54 (1.46, 1.62) 1.35 (1.28, 1.43) 
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 Exposed to maternal smoking during 

pregnancy† 

Categories of presentation Unadjusted 

IRR (95% CI) 

Adjusted model 1* 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤ 1 year 1.22 (1.11, 1.34) 1.05 (0.95, 1.16) 

≤ 5 years 1.41 (1.27, 1.57) 1.07 (0.96, 1.20) 

Systemic and parasitic infections   

≤ 1 year 1.62 (1.58, 1.67) 1.30 (1.26, 1.33) 

≤ 5 years 1.63 (1.57, 1.70) 1.36 (1.31, 1.42) 

Psychosocial and other presentation   

≤12 months old  1.51 (1.46, 1.56) 1.20 (1.16, 1.24) 

≤ 5 years 1.68 (1.61, 1.77) 1.38 (1.31, 1.45) 

Poisoning and injuries   

≤ 1 year 1.33 (1.28, 1.39) 1.11 (1.06, 1.16) 

≤ 5 years 1.27 (1.23, 1.31) 1.13 (1.10, 1.18) 

† The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

* Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth 
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Table 5-3 Association between exposure to maternal smoking during pregnancy and 

admissions through emergency department across major diagnostic disease categories. 

 Exposed to maternal smoking during 

pregnancy†  

Categories of admissions Unadjusted 

IRR (95% CI) 

Adjusted model 1* 

IRR (95% CI) 

All admissions through ED   

≤ 1 year 1.57 (1.53, 1.61) 1.33 (1.30, 1.37) 

≤ 5 years 1.65 (1.59, 1.72) 1.45 (1.39, 1.51) 

Respiratory illnesses   

≤ 1 year 1.91 (1.83, 1.98) 1.62 (1.56, 1.69) 

≤ 5 years 1.79 (1.67, 1.90) 1.59 (1.48, 1.70) 

Digestive system illnesses   

≤ 1 year 1.17 (1.09, 1.24) 1.01 (0.94, 1.08) 

≤ 5 years 1.43 (1.29, 1.58) 1.26 (1.14, 1.40) 

Neuromuscular illnesses   

≤ 1 year 1.62 (1.46, 1.81) 1.53 (1.36, 1.71) 

≤ 5 years 1.39 (1.22, 1.58) 1.22 (1.07, 1.40) 

Blood and immune system illnesses   

≤ 1 year 1.13 (0.88, 1.46) 1.07 (0.81, 1.40) 

≤ 5 years 0.58 (0.44, 0.77) 0.59 (0.45, 0.79) 

Eyes, ear, nose and throat illnesses   

≤ 1 year 0.75 (0.62, 0.91) 0.63 (0.52, 0.78) 

≤ 5 years 1.61 (1.34, 1.93) 1.37 (1.13, 1.66) 
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 Exposed to maternal smoking during 

pregnancy†  

Categories of admissions Unadjusted 

IRR (95% CI) 

Adjusted model 1* 

IRR (95% CI) 

Reproductive and urological 

system illnesses 

  

≤ 1 year 1.49 (1.30, 1.70) 1.43 (1.24, 1.65) 

≤ 5 years ** 2.40 (1.92, 2.99) ** 1.81 (1.42, 2.29) ** 

Systemic and parasitic infections   

≤ 1 year 1.32 (1.24, 1.41) 1.10 (1.03, 1.18) 

≤ 5 years 2.13 (1.95, 2.32) 1.75 (1.59, 1.91) 

Psychosocial and other 

presentation 

  

≤ 1 year 1.72 (1.56, 1.90) 1.48 (1.34, 1.65) 

≤ 5 years 1.97 (1.71, 2.27) 1.67 (1.44, 1.94) 

Poisoning and injuries   

≤ 1 year 1.59 (1.40, 1.81) 1.12 (0.98, 1.28) 

≤ 5 years 1.44 (1.31, 1.57) 1.29 (1.17, 1.42) 

† The reference group is those not exposed to maternal smoking during pregnancy 

§ Bold is p-value < 0.05 

* Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth 

**Logistic regression used for analyses due to non-convergence in Stata. So, figures are 

odds ratio and not incidence rate ratio. Maximum number of admissions is one (1). 
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5.5 Discussion 

Children exposed to maternal smoking during pregnancy presented more frequently to the ED 

and had a higher rate of admission through ED. Respiratory, eye, ear, nose and throat illnesses; 

systemic and parasitic infections and psychosocial/other presentations were the major 

categories associated with hospital use in children exposed to smoking during pregnancy. 

We have uncovered a previously hidden burden of ED presentations associated with exposure 

to smoking during pregnancy in children involving non-respiratory illnesses. Our findings 

support earlier studies that found an increased risk of ED presentation and admission for 

respiratory and any illness at below two years of age due to exposure to tobacco smoke in utero. 

148, 258 We observed an ongoing importance of exposure to smoking during pregnancy to 

increased rate of hospital use at up to 5-years of age. We also identified higher hospital 

admission rates for respiratory illnesses, psychosocial presentations, and infections among 

those exposed to maternal smoking during pregnancy. By implication, these higher admission 

rates could portend that exposed children experience more severe illness.259 Due to the 

limitations of the administrative datasets used for data linkage, residual confounding by social 

and family factors is possible. We used a non-biologically plausible association with poisoning 

and injuries as a negative control outcome, but acknowledge the limitations of this approach.253 

Our results are in line with findings on hospitalisation for respiratory illnesses in children 

exposed to tobacco smoke either in childhood or during pregnancy.143, 144, 260-262 Based on our 

findings, children exposed to maternal smoking during pregnancy will require utilisation of 

more health care resources, due to more frequent ED presentations and admissions, adding 

significant costs to the health care system.  

Few studies have quantified the healthcare costs. In Hong Kong, illnesses at 1-year in children 

exposed to smoking in-utero were estimated to result in an additional 1581 hospital visits 

costing over US$2.1 million to the healthcare system.148 In the United Kingdom, the total 
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average health care (primary care consultation and diagnostic testing, prescriptions and 

secondary care) cost difference between children exposed to maternal smoking during 

pregnancy and unexposed children was £91.18 at 1-year and £221.80 at 5-years of age.263 

Applied to our state-wide numbers, in utero exposure to smoking would equate to over £1.5 

million in preventable direct health care costs at up to 5-years of age. Australia-wide, (315,000 

births [2018]/10% prevalence) this translates to over £6.9 million in preventable direct health 

care costs at up to 5-years of age excluding indirect costs. More detailed modelling including 

both direct (e.g. health care) and indirect (e.g. missed school attendance) costs is warranted. 

There are causal pathways linking exposure to maternal smoking during pregnancy and the 

conditions resulting in ED presentations or admissions to hospital. Immune system functioning 

could be a unifying explanation with evidence of direct effects of maternal smoking during 

pregnancy on various epigenetic pathways in children leading to suppression of immune 

system functioning.264, 265 Low birth weight and pre-term birth are also causally related to 

exposure to smoking during pregnancy and associated with increased rate of lower respiratory 

infections and viral gastroenteritis, 146, 256, 257 thereby making these potential mediators of the 

associations. Inclusion of birthweight in analyses did not completely remove the effects of the 

exposure, suggesting that direct effects of exposure are also likely.  

Continued exposure postpartum to maternal smoking may partly account for the higher ED 

presentations and admissions to hospital.259, 266 Few studies have examined the contribution of 

exposure to smoke during pregnancy versus post-natally. In one study increased 

hospitalizations in children exposed in-utero remained even after adjusting for exposure during 

childhood, suggesting exposure during pregnancy has independent effects.147 Other 

investigators have shown that pregnant women who smoke during pregnancy often continue 

postpartum267 and many women who give up smoking during pregnancy relapse postpartum.267 

Mothers who smoke are also more likely to have partners who smoke.268 Smoking inside the 
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home has decreased significantly over the past few decades,34, 168 but there is increasing 

recognition of the adverse effects of third-hand smoke.269 This may impact on children’s health 

without direct exposure to side-stream smoke, even after parents stop smoking, given increased 

cancer risk in non-smokers exposed to nitrosamines in third-hand smoke.270 In utero exposure 

likely has a direct effect on offspring health independent of exposure after birth and an indirect 

effect through continued exposure to tobacco smoke after birth leading to illnesses109, 271, 272 

associated with hospital presentations and admissions.  

Reducing in-utero exposure can be achieved through the prevention of smoking during 

reproductive years, encouraging quitting during pregnancy and avoiding relapse to smoking 

during the postpartum period. Guidelines suggest that pregnant women should be aided to quit 

smoking through counselling, advice and support, with oral forms of nicotine replacement 

therapy used if these earlier measures fail and the pregnant woman is motivated to quit.273 

During the period of this study, the state of Tasmania implemented tobacco control policies 

that may have impacted on smoking during pregnancy including banning smoking in vehicles 

with children present, increased funding for smoke free messages, training for health 

professionals in brief interventions, and establishment of specialized smoking cessation clinics 

in public hospitals.274 Further, pregnant women were designated as a priority population group 

with special focus for interventions at the population and individual level.275 Our findings 

indicate the importance of continued advocacy for funding population-level interventions to 

reduce smoking in men and women of childbearing age and to enhance quitting within 

households during pregnancy.  

5.5.1 Limitations 

We could not discriminate between children exposed to maternal smoking during pregnancy 

and those who continue to be exposed during postnatal period or at time of admission. We 



CHAPTER 5: Maternal Smoking in Pregnancy and Child’s Hospital Use up to 5 Years of Age in A Data 
Linkage Birth Cohort 
 

130 | P a g e  
 

acknowledge that part of the increase in ED presentations and hospitalisations could have been 

due to sustained exposure in childhood. We did not have access to individual-level measures 

of socioeconomic position. However, area-level measures of socioeconomic position are highly 

correlated with individual-level socioeconomic position with correlation coefficients ranging 

from 0.85–0.96.276 For some conditions including neuromuscular and blood and immune 

system disorders the numbers of presentations and admissions was low, leading to less certainty 

in these estimates.  

5.5.2 Strengths 

The strengths of this study include being a very large dataset involving statewide record linkage 

for public hospital emergency department presentations and admissions in Tasmania, making 

it widely generalizable particularly in Australia or places with similar sociodemographic 

characteristics. We considered multiple diseases rather than only respiratory illnesses that have 

been the focus of other studies and used a negative control to account for residual confounding.  

5.6 Conclusion  

Maternal smoking during pregnancy appears to be associated with more frequent visits to the 

ED and admissions to hospital through the ED in exposed children. Health service use is 

particularly due to respiratory and infectious diseases, which are linked pathologically to 

passive smoke exposure during fetal development. Further efforts should be directed toward 

decreasing smoking among people of reproductive age and increasing smoking cessation 

among pregnant women and their partners. 
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5.7 Appendix 5.A. Additional Methods 

Emergency department presentations and admissions 

Poisoning (1), drug reaction (1C), Alcohol/drug abuse and alcohol/drug-induced mental 

disorders (1D), multiple sites injury (2A), single-site injury (2B), single-site minor injury 

(2BA) were categorized as poisoning and injuries. Respiratory system illness (3B) were 

categorized as respiratory illness. Hepatobiliary system illness and digestive system illness 

were categorized as digestive system illnesses. Neurological illness (3E), 

musculoskeletal/connective tissue illness (3H), illness of the skin, subcutaneous tissue, breast 

(3I) were classified as neuromuscular illnesses. Blood/immune system (3J) illness as blood and 

immune system illness. Illness of the eyes (3F), illness of ear, nose and throat (3G) were 

categorized as Eyes, ear, nose and throat illnesses. Obstetric illness (3K), gynaecological (3L) 

and male reproductive system illness (3M) and urological illness (3D) were classified as 

reproductive system illnesses. System infection/parasites (3N) were termed systemic and 

parasitic infections. Psychiatric illness (4) which include Dissociative convulsions, Sleep 

terrors [night terrors] and Conduct disorder; and social problem (5) and other presentation (6) 

which include “Person with feared complaint in whom no diagnosis is made”; were categorized 

as psychosocial and other presentation. Circulatory illness (3A) was not used for analysis 

because few presentations to the emergency department (49 presentations) happened due to 

circulatory illness and they could not be easily merged with any other group of illnesses. 

Newborn/neonate (3P) was also dropped because we analysed presentations and admissions at 

one year. Illness of other or unknown systems and other presentation (3O), endocrine, 

nutritional and metabolic illness (3R) and allergic illness (3S) was also dropped because there 

were no presentations on them. 

  



CHAPTER 5: Maternal Smoking in Pregnancy and Child’s Hospital Use up to 5 Years of Age in A Data 
Linkage Birth Cohort 
 

132 | P a g e  
 

5.8 Appendix 5.B. Additional Tables 

Table 5-4 Total counts of presentations and admissions for all conditions and by 

category 

 Total counts 

 Presentations Admissions 

All conditions combined    

≤1 year 17,863 6,473 

≤ 5 years 12,454 5,430 

Respiratory illnesses   

≤1 year 8,154 3,035 

≤ 5 years 7,204 2,601 

Digestive system illnesses   

≤1 year 4,584 1,186 

≤ 5 years 4,463 1,139 

Neuromuscular illnesses   

≤1 year 1,490 402 

≤ 5 years 2,590 757 

Blood and immune system illnesses   

≤1 year 1,027 73 

≤ 5 years 1,412 195 

Eyes, ear, nose, and throat illnesses   

≤1 year 1,887 152 

≤ 5 years 3,421 279 

Reproductive and urological 

system illnesses 
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 Total counts 

 Presentations Admissions 

≤1 year 581 244 

≤ 5 years 968 147 

Systemic and parasitic infections   

≤1 year 6,086 1,185 

≤ 5 years 5,743 1,205 

Psychosocial and other 

presentation 

  

≤1 year 4,541 471 

≤ 5 years 4,398      411 

Poisoning and injuries   

≤1 year 2,314 216 

≤ 5 years 6,836 841 

Counts may be greater than the number of children due to multiple presentations and 

admissions per child. 
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Table 5-5 Emergency department presentations, admissions through emergency 

department, and age at presentation of children who are at least five years according to 

maternal smoking during pregnancy 

 Maternal smoking during pregnancy  

 No  

Number of children 

(%) 

Yes  

Number of children 

(%) 

P-value 

(Chi-

squared test) 

Emergency room 

presentations 

4,715 (100.0) 1,603 (100.0)  

No 1,735 (36.7) 425 (26.5)  0.0001 

One to two times 1,813 (38.5) 592 (36.9) 

Three or more times 1,171 (24.8) 586 (36.6)  

Age at first presentation 

(months) 

2,984 (100.0) 1,178 (100.0)  

≤12 months old  1,299 (43.5) 656 (55.6) 0.0001 

13 to 24 months 769 (25.8) 261 (22.2) 

> 24 months 916 (30.7) 261 (22.2) 

Admissions through 

emergency room on first 

presentation § 

2,984 (100.0) 1178 (100.0)  

No 2,272 (76.1) 874 (74.2) 0.310 

Yes 491 (16.5) 217 (18.4) 

Others ^ 221 (7.4) 87 (7.4) 

Total admissions through 

emergency room on 

presentations † 

2,763 (100.0) 1,091 (100.0)  
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 Maternal smoking during pregnancy  

 No  

Number of children 

(%) 

Yes  

Number of children 

(%) 

P-value 

(Chi-

squared test) 

No 1,954 (70.7) 709 (65.0) 0.0001 

One to two times 745 (27.0) 319 (29.2)  

Three or more times 64 (2.3) 63 (5.8)  

Total length of stay in 

hospital admissions* 

3,328 (100.0) 1,354 (100.0)  

One day 658 (19.8) 268 (19.8) 0.667 

Two or three days 1,250 (37.6) 526 (38.9) 

Four or more days 1,420 (42.7) 560 (41.4) 

§ Excludes those who never presented in emergency department. 

^ Includes dead on arrival and not treated, died in emergency department, departed in 

police care, did not wait to be seen by medical officer, triage only alternative medical 

assessment, left at own risk, transferred to another hospital and unknown. 

† Excludes those who never presented and ‘Others’ (see ^ above) 

* Hospital admission throughout the C2C period from all sources – emergency or elective  
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Table 5-6 Association between exposure to maternal smoking during pregnancy and 

presentations to ED with adjustment for birthweight  

 Exposed to maternal smoking during 

pregnancy* 

Categories of presentation  Adjusted † 

(model 1) 

IRR (95% CI) 

Adjusted†† 

(model 2) 

IRR (95% CI) 

All presentations to ED    

≤1 year 1.26 (1.24, 1.28) 1.19 (1.17, 1.21) 

≤ 5 years 1.26 (1.23, 1.29) 1.24 (1.21, 1.26) 

Respiratory illnesses   

≤1 year 1.47 (1.44, 1.51) 1.34 (1.31, 1.38) 

≤ 5 years 1.29 (1.24, 1.34) 1.21 (1.17, 1.26) 

Digestive system illnesses   

≤1 year 1.02 (0.99, 1.06) 0.94 (0.91, 0.97) 

≤ 5 years 1.16 (1.11, 1.22) 1.12 (1.06, 1.17) 

Neuromuscular illnesses   

≤1 year   0.93 (0.87, 0.99) 0.93 (0.87, 0.98) 

≤ 5 years 1.14 (1.07, 1.23) 1.16 (1.08, 1.25) 

Blood and immune system illnesses   

≤1 year 1.07 (0.99, 1.15) 1.07 (0.99, 1.15) 

≤ 5 years 1.01 (0.91, 1.11) 1.08 (0.97, 1.19) 

Eyes, ear, nose and throat illnesses   

≤1 year 1.24 (1.17, 1.31) 1.25 (1.18, 1.32) 

≤ 5 years 1.35 (1.28, 1.43) 1.35 (1.27, 1.42) 
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 Exposed to maternal smoking during 

pregnancy* 

Categories of presentation  Adjusted † 

(model 1) 

IRR (95% CI) 

Adjusted†† 

(model 2) 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤1 year 1.05 (0.95, 1.16) 1.05 (0.95, 1.16) 

≤ 5 years 1.07 (0.96, 1.20) 1.01 (0.90, 1.13) 

Systemic and parasitic infections   

≤1 year 1.30 (1.26, 1.33) 1.26 (1.22, 1.30) 

≤ 5 years 1.36 (1.31, 1.42) 1.35 (1.29, 1.41) 

Psychosocial and other presentation   

≤1 year 1.20 (1.16, 1.24) 1.13 (1.09, 1.17) 

≤ 5 years 1.38 (1.31, 1.45) 1.33 (1.26, 1.40) 

Poisoning and injuries   

≤1 year 1.11 (1.06, 1.16) 1.15 (1.10, 1.20) 

≤ 5 years 1.13 (1.10, 1.18) 1.18 (1.14, 1.22) 

* The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

† Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth. 

†† Adjusted for sex and socioeconomic position (IRSD score), region of residence, 

maternal age at birth, and birthweight. 
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Table 5-7 Association between exposure to maternal smoking during pregnancy and 

admission through ED with additional adjustment for birthweight  

 Exposed to maternal smoking during 

pregnancy* 

Categories of admission  Adjusted † 

(model 1) 

IRR (95% CI) 

Adjusted†† 

(model 2) 

IRR (95% CI) 

All admissions through ED    

≤1 year 1.33 (1.30, 1.37) 1.15 (1.12, 1.19) 

≤ 5 years 1.45 (1.39, 1.51) 1.31 (1.25, 1.37) 

Respiratory illnesses   

≤1 year 1.62 (1.56, 1.69) 1.38 (1.33, 1.44) 

≤ 5 years 1.59 (1.48, 1.70) 1.41 (1.32, 1.51) 

Digestive system illnesses   

≤1 year 1.01 (0.94, 1.08) 0.86 (0.80, 0.92) 

≤ 5 years 1.26 (1.14, 1.40) 1.13 (1.01, 1.26) 

Neuromuscular illnesses   

≤1 year 1.53 (1.36, 1.71) 1.54 (1.37, 1.73) 

≤ 5 years 1.22 (1.07, 1.40) 1.17 (1.01, 1.34) 

Blood and immune system illnesses   

≤1 year 1.07 (0.81, 1.40) 1.15 (0.88, 1.52) 

≤ 5 years 0.59 (0.45, 0.79) 0.57 (0.42, 0.76) 

Eyes, ear, nose and throat illnesses   

≤1 year 0.63 (0.52, 0.78) 0.56 (0.46, 0.69) 

≤ 5 years 1.37 (1.13, 1.66) 1.26 (1.03, 1.53) 
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 Exposed to maternal smoking during 

pregnancy* 

Categories of admission  Adjusted † 

(model 1) 

IRR (95% CI) 

Adjusted†† 

(model 2) 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤1 year 1.43 (1.24, 1.65) 1.36 (1.17, 1.57) 

≤ 5 years** 1.81 (1.42, 2.29) **  1.48 (1.16, 1.89) ** 

Systemic and parasitic infections   

≤1 year 1.10 (1.03, 1.18) 0.99 (0.93, 1.06) 

≤ 5 years 1.75 (1.59, 1.91) 1.62 (1.48, 1.79) 

Psychosocial and other presentation   

≤1 year 1.48 (1.34, 1.65) 1.25 (1.12, 1.38) 

≤ 5 years 1.67 (1.44, 1.94) 1.33 (1.14, 1.55) 

Poisoning and injuries   

≤1 year 1.12 (0.98, 1.28) 1.11 (0.97, 1.28) 

≤ 5 years 1.29 (1.17, 1.42) 1.28 (1.16, 1.41) 

* The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

 †Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth 

†† Adjusted for sex and socioeconomic position (IRSD score), region of residence, 

maternal age at birth, and birthweight. 
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 Exposed to maternal smoking during 

pregnancy* 

Categories of admission  Adjusted † 

(model 1) 

IRR (95% CI) 

Adjusted†† 

(model 2) 

IRR (95% CI) 

**Logistic regression used for analyses due to non-convergence in Stata. So, figures are 

odds ratio and not incidence rate ratio. Maximum number of admissions is one (1). 
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Table 5-8 Association between level of exposure to maternal smoking during pregnancy 

and presentations ED for children born from June 2008 to July 2010 

 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of presentation Adjusted† 

(model 1) 

IRR (95% CI) 

Adjusted† 

(model 1) 

IRR (95% CI) 

All presentations to ED    

≤1 year 1.28 (1.25, 1.32) 1.40 (1.35, 1.44) 

≤ 5 years 1.21 (1.18, 1.24) 1.33 (1.28, 1.37) 

Respiratory illnesses   

≤1 year 1.38 (1.32, 1.44) 1.62 (1.54, 1.70) 

≤ 5 years 1.16 (1.11, 1.22) 1.46 (1.39, 1.54) 

Digestive system illnesses   

≤1 year 1.07 (1.01, 1.15) 1.13 (1.05, 1.22) 

≤ 5 years 1.21 (1.14, 1.28) 1.09 (1.02, 1.17) 

Neuromuscular illnesses   

≤1 year 0.93 (0.83, 1.05) 1.20 (1.06, 1.36) 

≤ 5 years 1.11 (1.02, 1.21) 1.18 (1.07, 1.29) 

Blood and immune system illnesses   

≤1 year 0.85 (0.73, 1.00) 1.55 (1.34, 1.80) 

≤ 5 years 0.86 (0.76, 0.97) 1.22 (1.07, 1.39) 

Eyes, ear, nose and throat illnesses   

≤1 year 1.06 (0.96, 1.17) 1.22 (1.09, 1.36) 

≤ 5 years 1.19 (1.11, 1.27) 1.58 (1.47, 1.70) 
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 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of presentation Adjusted† 

(model 1) 

IRR (95% CI) 

Adjusted† 

(model 1) 

IRR (95% CI) 

Reproductive and urological illnesses   

≤1 year 1.86 (1.55, 2.23) 1.57 (1.25, 1.96) 

≤ 5 years 1.11 (0.97, 1.26) 1.02 (0.88, 1.19) 

Systemic and parasitic infections   

≤1 year 1.36 (1.29, 1.44) 1.46 (1.37, 1.55) 

≤ 5 years 1.27 (1.21, 1.34) 1.51 (1.42, 1.60) 

Psychosocial and other presentation   

≤1 year 1.21 (1.13, 1.29) 1.30 (1.21, 1.40) 

≤ 5 years 1.43 (1.34, 1.52) 1.31 (1.23, 1.41) 

Poisoning and injuries   

≤1 year 1.17 (1.08, 1.26) 1.01 (0.91, 1.11) 

≤ 5 years 1.14 (1.10, 1.19) 1.12 (1.07, 1.17) 

* The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

 † Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth 
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Table 5-9 Association between level of exposure to maternal smoking during pregnancy 

and admission through ED for children born from June 2008 to July 2010 

 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of admission  Adjusted† 

(model 1) 

IRR (95% CI) 

Adjusted† 

(model 1) 

IRR (95% CI) 

All admissions through ED    

≤1 year 1.31(1.25, 1.38) 1.66 (1.57, 1.76) 

≤ 5 years 1.32 (1.25, 1.39) 1.63 (1.54, 1.72) 

Respiratory illnesses   

≤1 year 1.52 (1.41, 1.64) 2.05 (1.89, 2.23) 

≤ 5 years 1.35 (1.24, 1.46) 1.96 (1.79, 2.15) 

Digestive system illnesses   

≤1 year 0.71 (0.61, 0.82) 1.41 (1.24, 1.61) 

≤ 5 years 1.25 (1.10, 1.42) 1.28 (1.11, 1.48) 

Neuromuscular illnesses   

≤1 year 1.52 (1.24, 1.87) 1.48 (1.17, 1.88) 

≤ 5 years 1.14 (0.96, 1.35) 1.35 (1.12, 1.62) 

Blood and immune system illnesses   

≤1 year ** 1.20 (0.74, 1.94) ** 2.03 (1.24, 3.30) ** 

≤ 5 years 0.34 (0.22, 0.53) 0.94 (0.67, 1.32) 

Eyes, ear, nose and throat illnesses   

≤1 year 0.46 (0.32, 0.67) 1.42 (1.06, 1.89) 

≤ 5 years 0.68 (0.51, 0.92) 2.40 (1.93, 2.99) 
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 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of admission  Adjusted† 

(model 1) 

IRR (95% CI) 

Adjusted† 

(model 1) 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤1 year ** 3.02 (2.35, 3.88) ** 2.02 (1.47, 2.77) ** 

≤ 5 years 2.02 (1.55, 2.65) 1.52 (1.11, 2.09) 

Systemic and parasitic infections   

≤1 year 1.48 (1.31, 1.68) 1.54 (1.34, 1.78) 

≤ 5 years 1.71 (1.53, 1.91) 1.82 (1.61, 2.05) 

Psychosocial and other presentation   

≤1 year 0.98 (0.80, 1.21) 1.36 (1.10, 1.69) 

≤ 5 years 1.59 (1.33, 1.91) 1.69 (1.38, 2.06) 

Poisoning and injuries   

≤1 year ** 1.36 (1.09, 1.71) ** 1.19 (0.90, 1.57) ** 

≤ 5 years 1.35 (1.21, 1.52) 1.17 (1.02, 1.34) 

* The reference group is those not exposed to maternal smoking during pregnancy 

§ Bold is p-value < 0.05 

† Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth 

**Logistic regression used for analyses due to non-convergence in Stata. So, figures are 

odds ratio and not incidence rate ratio. Maximum number of admissions is one (1). 
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Table 5-10 Association between level of exposure to maternal smoking during 

pregnancy and presentations to ED for children born from June 2008 to July 2010 with 

additional adjustment for birthweight 

 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of presentation  Adjusted† 

(model 2) 

IRR (95% CI) 

Adjusted† 

(model 2) 

IRR (95% CI) 

All presentations to ED   

≤1 year 1.24 (1.20, 1.28) 1.32 (1.28, 1.37) 

≤ 5 years 1.19 (1.16, 1.23) 1.30 (1.26, 1.34) 

Respiratory illnesses   

≤1 year 1.29 (1.24, 1.35) 1.47 (1.40, 1.54) 

≤ 5 years 1.11 (1.06, 1.16) 1.37 (1.30, 1.44) 

Digestive system illnesses   

≤1 year 1.03 (0.97, 1.10) 1.07 (0.99, 1.15) 

≤ 5 years 1.17 (1.10, 1.24) 1.04 (0.97, 1.12) 

Neuromuscular illnesses   

≤1 year 0.98 (0.87, 1.11) 1.29 (1.14, 1.47) 

≤ 5 years 1.13 (1.04, 1.24) 1.21 (1.10, 1.33) 

Blood and immune system illnesses   

≤1 year 0.86 (0.74, 1.01) 1.58 (1.36, 1.84) 

≤ 5 years 0.92 (0.81, 1.04) 1.33 (1.16, 1.51) 

Eyes, ear, nose and throat illnesses   

≤1 year 1.06 (0.96, 1.17) 1.21 (1.08, 1.36) 

≤ 5 years 1.19 (1.11, 1.28) 1.59 (1.48, 1.71) 



CHAPTER 5: Maternal Smoking in Pregnancy and Child’s Hospital Use up to 5 Years of Age in A Data 
Linkage Birth Cohort 
 

146 | P a g e  
 

 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of presentation  Adjusted† 

(model 2) 

IRR (95% CI) 

Adjusted† 

(model 2) 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤1 year 1.87 (1.55, 2.25) 1.58 (1.26, 1.98) 

≤ 5 years 1.05 (0.92, 1.20) 0.95 (0.81, 1.11) 

Systemic and parasitic infections   

≤1 year 1.33 (1.26, 1.40) 1.41 (1.32, 1.50) 

≤ 5 years 1.26 (1.19, 1.33) 1.49 (1.40, 1.58) 

Psychosocial and other presentation   

≤1 year 1.13 (1.06, 1.21) 1.21 (1.13, 1.30) 

≤ 5 years 1.37 (1.29, 1.46) 1.25 (1.16, 1.34) 

Poisoning and injuries   

≤1 year 1.19 (1.10, 1.29) 1.03 (0.94, 1.14) 

≤ 5 years 1.18 (1.13, 1.23) 1.17 (1.12, 1.23) 

* The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

 †Adjusted for sex and socioeconomic position (IRSD score), region of residence and 

maternal age at birth, and birthweight. 
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Table 5-11 Association between level of exposure to maternal smoking during 

pregnancy and admission through ED for children born from June 2008 to July 2010 

with additional adjustment for birthweight  

 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of admission  Adjusted † 

(model 2) 

IRR (95% CI) 

Adjusted† 

(model 2) 

IRR (95% CI) 

All admissions through ED    

≤1 year 1.19 (1.13, 1.26) 1.45 (1.37, 1.54) 

≤ 5 years 1.20 (1.14, 1.26) 1.47 (1.38, 1.55) 

Respiratory illnesses   

≤1 year 1.32 (1.23, 1.43) 1.71 (1.58, 1.86) 

≤ 5 years 1.19 (1.09, 1.30) 1.72 (1.57, 1.89) 

Digestive system illnesses   

≤1 year 0.64 (0.55, 0.74) 1.23 (1.08, 1.40) 

≤ 5 years 1.13 (1.00, 1.29) 1.15 (0.99, 1.33) 

Neuromuscular illnesses   

≤1 year 1.63 (1.32, 2.01) 1.63 (1.28, 2.08) 

≤ 5 years 1.10 (0.93, 1.31) 1.30 (1.08, 1.57) 

Blood and immune system illnesses   

≤1 year 1.26 (0.78, 2.06) 2.20 (1.34, 3.61) 

≤ 5 years 0.33 (0.21, .051) 0.90 (0.64, 1.26) 

Eyes, ear, nose and throat illnesses   

≤1 year 0.39 (0.27, 0.57) 1.18 (0.88, 1.57) 

≤ 5 years 0.64 (0.47, 0.86) 2.18 (1.74, 2.72) 
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 Exposed to <10 

cigarettes per day* 

Exposed to 10 

cigarettes per day* 

Categories of admission  Adjusted † 

(model 2) 

IRR (95% CI) 

Adjusted† 

(model 2) 

IRR (95% CI) 

Reproductive and urological system 

illnesses 

  

≤1 year 3.08 (2.4, 3.9) 2.08 (1.51, 2.87) 

≤ 5 years 1.68 (1.27, 2.21) 1.22 (0.89, 1.69) 

Systemic and parasitic infections   

≤1 year 1.43 (1.26, 1.63) 1.46 (1.27, 1.69) 

≤ 5 years 1.61 (1.44, 1.80) 1.67 (1.47, 1.89) 

Psychosocial and other presentation   

≤1 year 0.82 (0.66, 1.01) 1.07 (0.86, 1.33) 

≤ 5 years 1.30 (1.09, 1.56) 1.27 (1.04, 1.55) 

Poisoning and injuries   

≤1 year** 1.36 (1.08, 1.71) ** 1.18 (0.89, 1.56) ** 

≤ 5 years 1.35 (1.20, 1.51) 1.16 (1.01, 1.34) 

* The reference group is those not exposed to maternal smoking during pregnancy. 

§ Bold is p-value < 0.05 

 † Adjusted for sex and socioeconomic position (IRSD score), region of residence, 

maternal age at birth, and birthweight. 

**Logistic regression used for analyses due to non-convergence in Stata. So, figures are 

odds ratio and not incidence rate ratio. Maximum number of admissions is one (1). 
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6.1 Abstract 

Background  

Cotinine measurement can be used as a gold standard to validate questionnaires on recent 

exposure to passive smoking. No such gold standard exists for questionnaires on prolonged 

passive smoking exposure. We tested the reliability and validity of a questionnaire on life 

course passive smoke exposure using the demographics and health-related factors in a 

longitudinal cohort.  

Methods  

Participants comprised of the Childhood Determinants of Adult Health phase 3 (CDAH3) study 

(2014-2019, ages 36-49 years) cohort followed up after 34 years. Severity of exposure index; 

cumulative years of exposure and total household smokers were derived as 6-item scales 

(exposure to mother/father/ other household smokers) from questionnaire measuring prolonged 

passive smoking. Internal reliability and internal consistency were assessed with item-to-total 

correlation and Cronbach’s alpha respectively. Convergent and divergent validity were 

examined using spearman’s correlation and intraclass correlation (ICC). 

Results  

Total of 2082 participants responded with a mean age of 45 ± 2.5years and 55.2% were females. 

Cronbach’s alpha for Severity of exposure index and Cumulative years of exposure was 0.70 

and Total household smokers, 0.75 illustrating good internal consistency for each 6-item scale. 

There Item-to-total correlation ranged from r = 0.24 to r = 0.78 indicating strong to weak 

correlation. The three measures were weakly but significantly correlated with participant’s own 

smoking status, Forced Expiratory Volume 1second, Forced Vital Capacity and Physical 

activity with correlation coefficient ranging from r = 0.01 to r = -0.06. Retrospective measures 

showed moderate agreement with Total household smokers 34 years earlier with ICC ranging 

from 0.58 to 0.62. 
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Conclusion  

CDAH3 passive smoking exposure questionnaire is reliable and valid.  
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6.2 Introduction 

Passive smoke exposure increases the risk of diseases including lower respiratory infections in 

infancy, lung and cervical cancer and stroke.277 The frequency and duration of exposure to 

passive smoking influence its adverse effects.278, 279 We have found that prospectively reported 

childhood measures of passive smoke exposure from parents were associated with greater 

carotid intima-media thickness 52 and increased risk of carotid atherosclerotic plaque.191 There 

is increasing recognition of the importance of exposures across the life course from childhood 

to adulthood280 but examining these relationships between exposure in childhood and health 

outcome in adulthood requires measurements of exposures over time. Existing questionnaires 

on passive smoking in children and adults measured short term exposure to passive smoking 

ranging from 24 hours to a few weeks.281-284 There are some measures of passive smoking that 

have attempted to retrospectively capture prolonged passive smoke exposure across childhood 

with demonstrated reliability being mostly intra-rater reliability using repeated assessments in 

adulthood. Few researchers have examined validity of these measures possibly due to lack of 

gold standard.38 

Among existing passive smoke exposure instruments, mostly developed for adult exposure, 

some have been shown to be reliable and valid. To examine reliability, the same questions on 

passive smoke exposure were asked of participants at different point in time. Similar existing 

instruments of passive smoke exposure in adults and children (asking parents on behalf of 

children) have found that they have good reliability.281, 284 For passive smoke exposure 

questionnaires in adults, concurrent validity has been shown against information from smokers 

in their household, 285, 286 while construct validity has been shown through correlation with 

biomarkers like cotinine and environmental nicotine measurement.282, 283, 287 Most of these 

questionnaires measured recent term exposure to passive smoking.281-284 Validation of 
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questionnaire measurement of retrospective passive smoke exposure across childhood 

tantamount to lifetime exposure has not been undertaken. 

The Childhood Determinants of Adult Health (CDAH) study is a follow-up of the 

cardiovascular health of people from the Australian Schools Health and Fitness Survey, which 

was a nationally representative cross-sectional study of the health and fitness of Australian 

school children in 1985. The aim of this study was to assess the reliability and validity of a 

retrospective childhood passive smoking questionnaire making use of the rich data on 

childhood and adulthood social, demographic, and health-related factors captured across the 

life course.  

6.3 Methods  

6.3.1 Study participants 

Participants were from the Childhood Determinants of Adult Health (CDAH) study, a follow-

up of the 8498 children, aged 7 -15 years, who participated in the Australian Schools Health 

and Fitness Survey (ASHFS) in 1985 after a two-staged random sampling first of schools and 

then of children within schools.288 The response proportion in ASHFS was 67.5%. After the 

first follow up in 2004-6 (CDAH-1, response proportion 47%), subsequent follow up happened 

in 2009 – 2011 (CDAH-2, response proportion 36%) and 2015-2019 (CDAH-3, response 

proportion 25%). Institutional ethics approval were obtained from the Tasmania Health and 

Medical Human Research Ethics Committee and other relevant bodies for each follow up. 

6.3.2 Study measures 

Self-reported exposure to passive smoking 

In the third follow-up of the CDAH study (CDAH-3), from 2014 to 2019, participants 

completed face to face assessments, along with questionnaires on health and lifestyle, diet and 
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physical activity when they were aged 36-49 years. Data on exposure to passive smoke during 

childhood was collected with a questionnaire including the number of household members who 

smoked (mother, father and other), environments where the exposure occurred (car and house), 

and the duration of the exposure for each household member (years). This was based on 

measures in adults in the literature. 289 Specific questions are included in Appendix 6.A.  

The questionnaires were used to derive three passive smoke exposure variables described 

below based on an approach reported in adults in the literature.289  

Total household smokers: This represents a sum of the total number of household members 

who were regular smokers, lived with the participant and smoked inside the house. Parental 

smoking in CDAH-3 was categorized as ‘none’, ‘either parents smoked’ and ‘both parents 

smoked’.  

Cumulative years of exposure: This was derived from summing the total number of years 

participants were exposed to passive smoke from each household member that he or she lived 

with. Cumulative years of exposure was also categorized into three categories (no exposure, 1 

to 50 years and 51 years and above).  

Severity of exposure index: Frequency of exposure inside the house from each household 

member were scored: ‘Never’=1, ‘Sometimes’=2 and ‘Always’=3. An index of severity of 

exposure was calculated by multiplying the years of exposure from each household member 

by the frequency of the exposure and summing over all household members for each participant. 

289 Severity of exposure index was also categorized into quartiles: no exposure, 1-30, 31 - 60 

and >60.  

Other measurements 

A range of measurements in same participants taken in childhood at ASHFS, and during adult 

follow-ups (CDAH-1 and CDAH-3) were used to explore the reliability and validity of the 

retrospective passive smoke exposure questionnaire administered at CDAH-3.  
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Baseline – ASHFS in 1985 

Measures included gender, age group (7-9 years, 10-12 years and 13-15 years), area-level 

socioeconomic status according to postcode of residence (quartiles of a continuous measure - 

high, medium-high, medium-low and low),290 smoking experimentation in childhood (one, a 

few puffs, yes, < 10 in my life, yes, > 10 in my life), total household smokers and parental 

smoking categorized as ‘none’, ‘either parents smoked’ and ‘both parents smoked’  and lung 

function using a Vitalograph single-breath wedge spirometer to estimate forced expiratory 

volume in 1 second (FEV1) and forced vital capacity (FVC).291  

CDAH-1 in 2004-06 

Lung function was measured at CDAH-1 using portable electronic spirometer and included 

FEV1 and FVC. 291 The mean of lung function measures was used as cut points for descriptive 

analyses.  

CDAH-3 in 2014-19 

Measures taken included physical activity level (low, moderate and high) from total minutes 

of physical activity per week using the International Physical Activity Questionnaire,292 

employment status (categories) and own smoking status (categories) in adulthood. Main 

occupation of participants were categorized into Skill level A, B and C. Skill level A for 

managers or administrators (e.g. magistrate, farm manager, general manager, director of 

nursing, school principal), professionals (e.g. scientists, doctors, registered nurses, teachers) 

and associated professionals (technicians, police officers, youth workers). Skill level B for 

tradespersons, advanced and intermediate clerical or service workers and skill level C for 

production or transport workers, elementary clerical or service workers, labourers, cleaners and 

those with no paid job.  



CHAPTER 6: Reliability and Validity of a Life Course Passive Smoke Exposure Questionnaire in a 
Cohort from Childhood to Adulthood 
 

156 | P a g e  
 

6.3.3 Data analysis 

We explored the descriptive summary statistics of the three derived passive smoking exposure 

measures according to their range, mean and standard deviation.  

Reliability  

We assessed internal reliability using item-to total correlation and Cronbach’s alpha.293 Internal 

reliability was tested by examining each component item-to-total correlation of the three 

retrospective passive smoking exposure variables using Pearson or Spearman’s correlation. 

Component items for (1) total household smokers were maternal, paternal and any other 

household smoking status; (2) cumulative years of exposure were years of exposure from 

mother, father, and any other household member; and (3) severity of exposure index were 

cumulative exposure from mother, father and any other household member. We determined 

correlation coefficients <0.3 as weak, 0.3 - 0.5 as moderate and >0.5 as strong.294 Subsequently, 

the three derived exposure variables with their component items was also tested using 

Cronbach’s alpha and score of 0.7 deemed acceptable.294    

We used intraclass correlation coefficient (ICC) to examine agreement in passive smoking 

exposures from childhood to adulthood. 295 We used one-way random-effects ICC to examine 

absolute agreement between the three retrospective derived measures of passive smoking and 

parental smoking from CDAH-3 with childhood (ASHFS) assessment of parental smoking and 

total number of smokers in their home. ICC <0.5 shows poor agreement, 0.5 to 0.75 shows 

moderate agreement; 0.75 to 0.9 shows good agreement and >0.9 shows excellent 

reliability/excellent agreement.295 

Validity 

As there is no gold standard for validating prolonged passive smoking questionnaires, we used 

a range of variables from ASHFS, CDAH-1 and CDAH-3 to examine aspects of construct 
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validity of the retrospective passive smoke exposure questionnaire. Tests included t-tests and 

one-way analysis of variance (ANOVA) to examine how passive smoke exposure varied by 

different childhood (e.g. socioeconomic status and smoking experimentation) and adulthood 

(e.g. employment and smoking status) characteristics, addressing aspects of convergent 

validity.  

We also examined convergent validity of the three derived passive exposure variables and 

parental smoking in CDAH-3 with participants own smoking status at CDAH-3, lung function 

tests (FEV1 and FVC) from CDAH-1 and ASHFS using Spearman’s or Pearson’s correlation 

as appropriate based on the distribution of variables. Divergent validity was assessed with 

physical activity using Spearman’s or Pearson’s correlation on the premise that ordinary day 

to day physical activity would not be affected by being exposed to passive smoking in 

childhood. All analysis was conducted with Stata version 16 (StataCorp, TX, USA). 

6.4 Results 

There were 2,082 participants in CDAH3 (Figure 6-1). Total household smokers ranged from 

0 to 5 household members; cumulative years of exposure ranged from 0 to 106 and severity of 

exposure ranged from 0 to 318 (Table 6-1).  

6.4.1 Reliability  

Internal reliability of derived exposure variables and the correlation of each item in the scale 

to the total derived variable is shown in Table 6-2. All component items demonstrated moderate 

to strong correlation (r ≥ 0.3) with their constituent retrospective passive smoking variables 

(CDAH-3) except for cumulative exposure from another household smoker four (r = 0.24) and 

years of exposure from another household smoker four (r = 0.24). Coefficient of determination 

from correlation of each item to the total shows that 62% of the variance in severity of exposure 
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index is explained from cumulative exposure from participant’s father while it was 61% from 

participants’ mother. The Cronbach’s alpha for severity of exposure index, cumulative years 

of exposure and total household smokers were >0.7 illustrating good internal consistency. 

ICCs demonstrated mostly moderate agreement between the derived measures of passive 

smoking in CDAH-3 and parental smoking and total household smokers in ASHFS (Table 6-3). 

For example, the highest agreement was between retrospectively reported parental smoking in 

CDAH-3 and parental smoking in ASHFS (ICC 0.65, 95% CI 0.62, 0.68). There was lower 

agreement with less similar items, such as total household smokers assessed retrospectively 

with parental smoking in ASHFS (ICC 0.47, 95% CI 0.43, 0.51). 

6.4.2 Construct Validity  

As shown by the mean of the three derived measures of exposure according to childhood and 

adulthood factors (Table 6-4), demographics factors varied by exposure to passive smoking. 

Analyses repeated using non-parametric tests confirmed these results (data not shown). 

There were weak but statistically significant positive correlations between retrospective 

passive smoking measures with participant’s own smoking (CDAH-3) and weak, but 

significant, negative associations with lung function in adulthood (Table 6-5). In terms of 

divergent validity, the correlation of adult physical activity at CDAH-3 was weak (r = 0.01) for 

all retrospective passive smoking measures
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Figure 6-1 Flowchart of participants 

  

Australian Schools Health and Fitness 

Survey (ASHFS [1985]) 

n = 8,498 

Childhood Determinants of Adult Health 

Phase 1 (CDAH1[2004-2006]) 

Questionnaire only or questionnaire and 

clinic n = 3,967 

Childhood Determinants of Adult Health 

Phase 2 (CDAH2 [2009-2011]) 

Questionnaire only or questionnaire and 

clinic n = 3,038 

Childhood Determinants of Adult Health 

Phase 3 (CDAH3 [2017-2019])  

n = 2,082 

Did not participate, clinic or 

pathology only n= 4,531 

Did not participate, 

deceased, or excluded n = 

929 

Did not participate, 

deceased, clinic only or 

excluded n = 956 
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Table 6-1 Distribution of derived passive smoking measures 

 Descriptive statistics 

Derived measures of passive smoking n   Range mean (SD) 

Total household smokers* 2,052  0 - 5 0.9 (1.0) 

Cumulative years of exposure* 2,051  0 -106 10.5 (13.9) 

Severity of exposure index* 2,051  0 - 318 24.4 (36.0) 

*Missing data: Total household smokers, n = 31; Cumulative years of exposure, n = 32; Severity 

of exposure index, n = 32 
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Table 6-2 Item-to-total correlation (reliability) and Internal consistency of the derived 

passive smoke exposure variables 

Derived exposure variable with 

constituent component 

Constituent 

components to 

derived exposure 

variables correlation 

* 

Coefficient of 

determination 

† 

Cronbach’s 

alpha 

Severity of exposure index   0.70 

    Cumulative exposure from mother 0.78 0.61  

    Cumulative exposure from father 0.79 0.62  

    Cumulative exposure from another 

household smoker one 

0.49 0.24  

    Cumulative exposure from another 

household smoker two 

0.44 0.19  

    Cumulative exposure from another 

household smoker three 

0.36 0.13  

    Cumulative exposure from another 

household smoker four 

0.24 0.10  

Cumulative years of exposure   0.70 

   Years of exposure from mother 0.74 0.55  

   Years of exposure from father 0.76 0.58  

   Years of exposure from another 

household smoker one 

0.49 0.24  

   Years of exposure from another 

household smoker two 

0.49 0.24  

   Years of exposure from another 

household smoker three 

0.37 0.14  
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Derived exposure variable with 

constituent component 

Constituent 

components to 

derived exposure 

variables correlation 

* 

Coefficient of 

determination 

† 

Cronbach’s 

alpha 

    Years of exposure from another 

household smoker four 

0.24 0.10  

Total household smokers   0.75 

     Mother smokes 0.68 0.46  

     Father smokes 0.71 0.50  

     Other household member smokes 0.59 0.35  

* Pearson or Spearman’s correlation 

† Square of correlation coefficient 
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Table 6-3 Intraclass correlation of the CDAH3 measures of passive smoking with 

similar measures of passive smoking in ASHFS 

 Prospective passive smoke exposure (ASHFS) 

 Total household smokers in 

ASHFS (1985)  

Parental smoking in ASHFS 

(1985) 

Retrospective passive 

smoke exposure (CDAH-3) 

No of 

observations 

ICC * 95% CI   No of 

observations 

ICC * 95% CI  

Total household smokers 1603 0.58 (0.55, 0.61) 1613 0.47 (0.43, 0.51) 

Cumulative years of 

exposure 

1604 0.62 (0.59, 0.65) 1613 0.64 (0.61, 0.67) 

Severity of exposure index 1604 0.59 (0.56, 0.62) 1613 0.54 (0.50, 0.57) 

Parental smoking 1586 0.55 (0.52 0.59) 1596 0.65 (0.62, 0.68)  

* Intraclass correlation coefficient 
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Table 6-4 Descriptive statistics and mean of derived Passive smoke exposure stratified 

by childhood and adult variables 

  Derived measures of passive smoking 

 n (%) Total 

household 

smokers  

Cumulative 

years of 

exposure  

Severity of 

exposure index  

  Mean (SD) Mean (SD) Mean (SD) 

Childhood variables     

Sex †     

Male  924 (44.4) 0.9 (1.0) 10.1 (13.7) 22.9 (35.2) 

Female 1139 (55.6) 0.9 (1.0) 10.9 (14.1) 25.5 (36.5) 

p-value  0.320 0.186 0.112 

Age group §     

7 to 9 years 639 (30.7) 0.8 (0.9) 9.1 (12.6) 19.6 (31.1) 

10 to 12 years 725 (34.8) 0.9 (1.0) 10.0 (14.0) 23.3 (35.8) 

13 to 15 years  718 (34.5) 1.0 (1.0) 12.4 (14.8) 29.7 (39.4) 

p-value  0.002 <0.001 <0.001 

Socioeconomic status *§     

High 449 (27.9) 0.9 (1.0) 10.1 (14.2) 23.6 (35.9) 

Medium - high 454 (28.2) 0.9 (1.0) 10.2 (13.3) 23.3 (33.8) 

Medium - low 606 (37.6) 1.0 (1.0) 11.7 (14.1) 27.6 (37.1) 

Low 101 (6.3) 1.0 (1.0) 13.8 (17.4) 33.7 (48.5) 

p-value  0.299 0.035 0.012 

Smoking experimentation 

*§ 

    

None 917 (55.9) 0.8 (0.9) 9.7 (13.8) 22.6 (36.0) 

A few puffs 387 (23.6) 1.0 (1.0) 11.4 (13.5) 27.0 (35.9) 

Yes, < 10 in my life 137 (8.3) 0.8 (0.9) 10.3 (12.4) 23.9 (32.2) 

Yes, > 10 in my life 200 (12.2) 1.3 (1.2) 15.7 (16.1) 37.6 (41.7) 

p-value  <0.001 <0.001 <0.001 

Adult variables (CDAH-

3) 
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  Derived measures of passive smoking 

 n (%) Total 

household 

smokers  

Cumulative 

years of 

exposure  

Severity of 

exposure index  

  Mean (SD) Mean (SD) Mean (SD) 

Current employment 

status *§ 

    

   Not working 102 (4.9) 1.0 (1.0) 14.0 (19.2) 35.6 (52.0) 

    Studying 135 (6.5) 1.0 (1.0) 10.9 (13.0) 24.7 (32.7) 

    Working 1,841 (88.6) 0.9 (1.0) 10.3 (13.6) 23.7 (35.0) 

p-value  0.162 0.033 0.006 

Occupation *§     

Occupation type A 1,275 (62.2) 0.8 (0.9) 9.3 (12.7) 20.8 (31.9) 

Occupation type B 473 (23.1) 1.0 (1.1) 12.3 (15.3) 29.4 (40.9) 

Occupation type C 302 (14.7) 1.1 (1.1) 12.9 (15.8) 30.9 (41.7) 

p-value  <0.001 <0.001 <0.001 

Smoking status (Adult) *§     

 Never 1,186 (60.4) 0.7 (0.9) 8.9 (13.3) 20.1 (33.4) 

 Former 137 (7.0) 1.4 (1.1) 18.7 (16.7) 45.8 (47.1) 

 Current 641 (32.6) 1.0 (1.0) 11.5 (13.7) 26.7 (35.6) 

p-value  <0.001 <0.001 <0.001 

Bold = p-value < 0.05 

† t-test 

§ The one-way analysis of variance (ANOVA) 

*Missing data: Socioeconomic status, n = 472; Smoking experimentation, n = 441; Current 

employment status, n = 4; Occupation, n = 32; Smoking status (Adult) = 118 
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Table 6-5 Convergent and divergent validity of the measures of passive smoking using CDAH-3 and CDAH-1 

 Convergent validity  

 

Divergent validity 

Retrospective passive smoke 

exposure (CDAH-3) 

Participant’s 

smoking status * 

Forced Expiratory 

Volume 1 second ** 

Forced Vital Capacity ** Physical activity category * 

 r P-value r P-value r P-value r P-value 

Total household smokers 0.15 <0.001 -0.06 0.032 -0.04 0.110 0.01 0.65 

Cumulative years of exposure 0.13 <0.001 -0.05 0.054 -0.03 0.237 0.01 0.54 

Severity of exposure index 0.14 <0.001 -0.06 0.019 -0.04 0.107 0.01 0.67 

Parental smoking 0.13 <0.001 -0.05 0.064 -0.04 0.185 0.01 0.80 

* Spearman’s correlation 

** Pearson or Spearman’s correlation 
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6.5 Discussion 

This study aimed to establish the reliability and validity of a retrospective questionnaire on 

prolonged passive smoking exposure in childhood. The three derived measures showed good 

internal consistency and moderate reliability with similar measures reported prospectively in 

childhood. The three retrospective measures were weakly but significantly correlated in the 

expected direction with a number of variables suggesting the instrument is valid. The passive 

smoke exposure questionnaire was therefore found to be reliable and valid in the measurement 

of prolonged passive smoke exposure. 

The retrospective passive smoking measure was found to be reliable. The ICCs were broadly 

supported by findings in another study with a reference standard using answers from surrogates 

for the number of years exposed (ICC 0.89), number of smokers at home (ICC 0.79) and 

childhood exposure severity index (ICC 0.74). 289 While our ICCs were of smaller magnitude, 

this could reflect the difficulties measuring prolonged exposure with reference standards 

measured more than 30 years ago. Further, the prospective questions were referenced to the 

current behaviour within the household, whereas the retrospective questions were across all of 

childhood. Therefore, complete agreement would be unlikely given the dynamic nature of 

smoking behaviour over time.  

The retrospective passive smoking measures were found to have reasonable validity. Some 

other investigators validated their self-reported questionnaires on passive smoking with 

airborne nicotine concentration 283 and cotinine in urine.282 However, our measures were 

validated more indirectly with participant’s own demographic and health-related factors which 

included lung function, physical activity, and participant’s own smoking. We were validating 

prolonged passive smoke exposure instead of recent exposure and this cannot be done with 

cotinine and nicotine concentration measurement. There is no gold standard in measuring 
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prolonged passive smoke exposure as seen in the use of cotinine measurement in the validation 

of questionnaires on recent exposure to passive smoking.282 Our reference standards for 

convergent validity were selected because they have been associated with sustained or 

prolonged passive smoking exposure, for example, decrease in lung function.296 Also, exposure 

to parental smoking in childhood increased the risk of being current smoker in adulthood.297 

6.5.1 Limitations 

There is no ‘gold standard’ measure of prolonged passive smoke exposure that we could use to 

validate the instrument. Questions on passive smoking were asked differently for the two 

periods. In ASHFS participants were asked “Does your mother/father smoke at home?” while 

in CDAH3 they were asked “Was your mother/father ever a regular smoker”. Although subtle, 

these differences in the questions may have affected recall of smoking status and therefore the 

assessments of reliability. 

6.5.2 Strengths 

Our sample is relatively large and contained a range of factors with which to validate the 

prolonged passive smoking exposure questionnaire. The cohort showed heterogeneity with 

regards to the passive smoke exposure and the variables used to examine validity.  

6.6 Conclusion  

There was evidence of reliability and validity for the passive smoking instrument suggesting 

it can be used to measure prolonged passive smoking. Our finding supports the use of 

exposure from different close contacts, years of exposure and the intensity of exposure to 

represent passive smoke exposure across childhood. These holistic data on this exposure will 

be useful to understand of the frequency, determinants, and outcomes of passive smoking 

exposure. 
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6.7 Appendix 6.A. Additional Methods 

 

Questions asked in CDAH3 questionnaire include exposure to parental smoking as follows. 
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Similarly, like for parents, questions on duration of smoking and whether the smoking was inside the 

house were administered regarding other household members as follows. 
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7. CHAPTER 7: Prolonged Childhood Exposure to Passive Smoke is associated with 

Cardiovascular function in Mid-Adulthood 
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7.1 Abstract     

Background 

There are few studies of prolonged childhood passive smoke exposure on cardiovascular 

function. We examined the association between passive smoke exposure during childhood with 

cardiovascular function in adults. 

Methods 

Participants, aged 36-49 years, were from the third follow-up of the Childhood Determinants 

of Adult Health (CDAH) (2014-19). Validated retrospective measures of passive smoking in 

childhood (severity of exposure index [SEI, range: 0-318, mean 24.4 ± 36.0 SD], cumulative 

years of exposure [CYE, range: 0-106, mean 10.5 ± 13.9 SD], total household smokers [THS, 

range: 0-5, mean 0.9 ± 1.0 SD]) were from questionnaires. Measures of cardiovascular function 

included central and peripheral blood pressure and subclinical left ventricular dysfunction 

detected by global longitudinal strain (GLS). Analyses using linear and log binomial regression 

were adjusted for age, gender, childhood socioeconomic position, child and adult smoking 

status, and parental education level. 

Results 

Among 2,082 participants (mean age 45.1 ± 2.5 SD years, 55.6% females, 54.2% ever exposed 

to passive smoking in childhood), central systolic blood pressure increased by 0.64mmHg 

(95% CI 0.004, 1.27) per SD of severity of exposure index and by 0.75mmHg (95% CI 0.11, 

1.40) for each household smoker in childhood. GLS decreased (βadjusted -0.13% 95% CI -

0.25%, 0.0003%) per SD of cumulative years of exposure.  
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Conclusion  

Prolonged childhood exposure to passive smoke exposure, independent of own smoking, was 

associated with higher adult central systolic blood pressure and lower GLS in mid-adulthood. 
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7.2 Introduction    

Passive smoking is still prevalent in our communities and affects a diverse range of the 

population. A World Health Organisation summary of data from 192 countries showed that 

globally 40.0% of children, 33.0% of adult male non-smokers and 35.0 % of adult female non-

smokers around the world were exposed to passive smoking.159 Due to this level of exposure, 

passive smoke exposure in children accounted for 61.0% of total disability-adjusted life-years 

(DALYs) and 28.0% of premature deaths.159 According to a systematic review, public smoking 

bans have reduced the extent of passive smoking at home in children through reduction in 

smoking in many regions, however, there has been an increase in a some places (e.g. Spain and 

Hong Kong).298 

Development of cardiovascular diseases is a gradual process, that follows a constellation of 

pathways over many years.221 As a result, most cardiovascular events occur in old age. The 

early life environment during childhood is recognised as an important factor in this pathway. 

The association between cardiovascular risk factors in childhood and cardiovascular structure 

and function in early adulthood may portray a level of susceptibility to premature 

cardiovascular diseases.299, 300 One risk factor from childhood that appears to confer risk to 

cardiovascular health into adulthood is passive smoking. Compared with children not exposed 

to passive smoking, those exposed had thicker carotid intima-media thickness,52, 192, 301 reduced 

flow-mediated dilatation of the brachial artery,189 higher risk of carotid atherosclerotic 

plaque,191 and a higher odds of atrial fibrillation193 in  studies with follow-up into adulthood. 

Blood pressure is also an important cardiovascular risk factor. Some studies restricted to 

childhood have found that exposed children have higher systolic and diastolic blood pressure 

than those not exposed.185, 302 Similarly, a number of studies have shown that adults exposed 

to passive smoke more often have hypertension.303, 304 However, no studies have examined the 

association of childhood passive smoke exposure on adult blood pressure.  
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One study has suggested passive smoke exposure in childhood is associated with cardiac health 

in adulthood. The authors reported that exposed children had increased left ventricular ejection 

fraction, left atrial volume index and reduced left ventricular global longitudinal strain (GLS) 

compared to children who were not exposed after outcomes were measures at 45 years of age 

and above.305 This is supported by evidence in adults exposed to passive smoke who have 

higher mean left ventricular mass and lower right ventricular stroke volumes306 and left atrial 

diameters than those not exposed.307 Further examination of the association between passive 

smoke exposure in early life and cardiac function are warranted. 

Most of the reported associations between childhood passive smoke exposure on markers of 

adult cardiovascular health remain independent after adjustment for adult gender, age and 

smoking status. However, these existing studies are limited by measurement of exposure to 

parental smoking only, 52, 185, 189, 191 self- reported outcomes, 193 cross-sectional analysis, 185, 193 

low response sample proportion192 or, in the case of blood pressure and cardiac structure or 

function, a limited number of studies. 

Using data from the longitudinal Childhood Determinants of Adult Health (CDAH) study that 

seeks to understand the contribution of childhood risk factors on adult cardiovascular health, 

we aimed to examine the long-term association of prolonged passive smoking exposure during 

childhood on left ventricular dysfunction and blood pressure measured 34 years later in mid-

adulthood.  

7.3 Methods    

Study participants 

Participants were from the Childhood Determinants of Adult Health (CDAH) study. These 

participants were initially part of the Australian Schools Health and Fitness Survey (ASHFS) 

in 1985 which included 8498 children, aged 7 -15 years.288 CDAH involved a follow up of this 
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cohort and this has been conducted three times. The first follow up was in 2004-6 (CDAH-1 

[26-36 years]), while the second was in 2009 – 2011 (CDAH-2 [31-43 years]) and 2014-2019 

(CDAH-3 [36-49 years]) was the third. In the most recent follow up (CDAH-3), a total of 2,082 

members of the cohort participated. The Tasmania Health and Medical Human Research Ethics 

Committee approved the ASHFS and CDAH study and participants provided written informed 

consent. 

Exposure to passive smoking during childhood 

The CDAH-3 questionnaire asked participants to complete information on passive smoking 

exposure during childhood, retrospectively. This included the number of household smokers 

(mother, father, and other household members), venue of the exposure (car and house), and the 

duration in years when the exposure occurred. Subsequently, three measures of passive 

smoking were derived based on a suggested conceptual framework289 and truncated to the age 

at which participants moved out of their parents’ home. These measures were validated in 

chapter 6 of this thesis. 

Severity of exposure index (SEI): Each participant answered questions on the years of exposure 

and the frequency of exposure to tobacco smoke inside their house from all regular smokers. 

The frequency ‘Never’, ‘Sometimes’ and ‘Always’ were scored as ‘1’, ‘2’ and’3’ respectively.  

Severity of exposure index was derived by the multiplication of the years of exposure from 

each household smoker and frequency of exposure. The summation of all scores for each 

participant were termed severity of exposure index. 

Cumulative years of exposure (CYE): This represents the total number of years of exposure to 

all household smokers.  

Total household smokers (THS): This represents the total of household smokers participants 

lived in the same house with across their childhood. 
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Process of validation showed a moderate agreement between these three retrospective measures 

of passive smoking and participant’s total household smokers in ASHFS with intraclass 

correlation coefficient of between 0.58 to 0.62 despite more than 34 years difference between 

when both data were collected. 

Cardiovascular function 

Outcome measures included left ventricular function and central and peripheral blood pressure.  

Three readings of peripheral systolic and diastolic blood pressure were obtained from a Omron 

Hem 907 Digital Automatic Blood Pressure Monitor and appropriately sized Omron cuff 

according to participant’s arm circumference. Participants had rested, were sitting comfortably 

for five minutes before these measures were taken from their right arm and with an interval of 

a minute between the three readings. The average of the three readings was used as the 

peripheral systolic and diastolic blood pressure for each participant. A SphygmoCor 8.1 device 

(AtCor Medical, Sydney, NSW) was used for central blood pressure after the measurement of 

peripheral blood pressure using the left arm. Central blood pressure predicts cardiovascular 

risk better,223 though clinically peripheral blood pressure is used for treatment.  Central systolic 

and peripheral systolic blood pressure varies in the same individual but central diastolic and 

peripheral diastolic blood pressure usually remain similar.308 Blood pressure in childhood has 

been associated with preclinical markers of cardiovascular disease in adulthood.222 

Siemens Acuson SC2000 ultrasound machine and 4V1c transducer was used for two-

dimensional measurement of subclinical left ventricular dysfunction detected by global 

longitudinal strain (GLS) at high frame rates (50-70 fps). Participants were made comfortable 

on their left lateral side with the upper body slightly elevated and their left arm under their head 

which allowed the heart to be scanned in the correct plane. Subsequently, the two-dimensional 

measurement of GLS was processed with off-line software (Velocity Vector Imaging VB10D, 



CHAPTER 7: Prolonged Childhood Exposure to Passive Smoke is associated with Cardiovascular 
function in Mid-Adulthood 
 

178 | P a g e  
 

Siemens) through speckle-tracking analysis. GLS is the measurement of the shortening 

(systole) and lengthening (diastole) longitudinally of the myocardium of the right and left 

ventricle (more commonly measured) during cardiac cycle.  The values are applied in systole 

and so the values are in the negative.309 GLS was derived from the 4-chamber and 2-chamber 

views. Readings of -21.0% (-19.2% to -22.7%) is considered to be normal range with higher 

values being better.310 There were multiple sonographers that took the echocardiography 

images in clinics, but a single experienced cardiac sonographer took all measurements from 

images. GLS has been suggested to relay early changes in systolic function and provide 

information on continuing risk of cardiovascular morbidity in the general population.224, 225 

Confounding factors 

A range of factors were considered as confounders because they are associated with exposure 

to tobacco smoke in childhood and cardiovascular health in adulthood. 

Baseline – ASHFS in 1985 

Baseline measures included gender (male and female), age, childhood socioeconomic status 

according to the relative disadvantage of their postcode of residence categorized into quartiles 

and childhood smoking. Childhood smoking was recorded based on the question “how many 

cigarettes have you smoked in the last 7 days?”. 

 CDAH-1 in 2004-06 

Measure includes parental education level based on three categories 1 for higher degree, post-

graduate diploma, Bachelor’s degree, 2 for undergraduate diploma, associate diploma, skilled 

and basic vocational training and 3 for secondary school only.  
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CDAH-3 in 2014-19 

Measures included smoking status in adulthood categorized as smokers and non-smokers based 

on standard questions.  

Statistical analysis 

Linear regression was used to examine the association between passive smoking exposure and 

central and peripheral blood pressure and GLS. Log binomial regression was used to examine 

the association between passive smoke exposure variables and categories of left ventricular 

dysfunction (GLS). GLS of -18% was considered as the lower limit of normal and so -18% and 

above was used as cut off for the categorization.310 The analyses were performed separately for 

each of the derived measures of childhood passive smoke exposure with SEI presented per 

standard deviation, CYE per standard deviation and THS per smoker in the household. There 

were no interactions were between passive smoking measures and other confounders. Two 

models are presented. Model 1 was adjusted for age and gender and model 2 for age, gender, 

childhood socioeconomic position, childhood smoking, adult smoking status, and parental 

education level. Ten imputations using chained equations with variables age, sex, state of 

residence in Australia, scholastic level assigned by school, waist circumference, height, weight, 

standing long jump (centimetre), and number of push-ups completed from childhood that had 

completed data were performed to replace data missing at random on childhood socioeconomic 

status, childhood smoking, parental education and adult smoking status.  

Sensitivity analysis was performed comparing ASHFS sample to participants with outcome 

measures in CDAH-3 to identify if there were differences in terms of gender, age group, state 

of residence in Australia, waist circumference, height, weight and standing long jump range 

during childhood between both. All analyses were conducted with Stata version 16 (StataCorp, 

TX, USA) and P values < 0.05 were considered as statistically significant. 
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7.4 Results    

There were 2,082 participants that participated in CDAH-3, but fewer than the total had 

readings for central and peripheral systolic and diastolic blood pressure and global longitudinal 

strain (Figure 7-1). Compared to those that did not participate in CDAH-3, participants were 

more often females than males, of medium-low socioeconomic position during childhood, and 

mostly non-smokers in adult age (Table 7-1). Severity of exposure index ranged from 0 – 318, 

cumulative years of exposure from 0 - 106 and total household smokers from 0 – 5. About 

54.2% of participants were exposed to passive smoking across childhood. 

Central systolic blood pressure was 0.64 mmHg (95% CI 0.004, 1.27) higher per standard 

deviation (SD) of SEI (Figure 7-2) independent of age, gender, childhood socioeconomic 

position, childhood smoking and adult smoking status and parental education level. Central 

systolic blood pressure was 0.66 mmHg (95% CI 0.04,1.27) higher per SD of CYE in exposed 

participants in model 1 but did not remain significant after further adjustment in model 2. There 

was a 0.75mmHg (95% CI 0.11, 1.40) higher central systolic blood pressure per smoker in the 

household in model 2. No relationship was observed between passive smoke exposure and 

central diastolic blood pressure per SD of SEI and CYE. However, central diastolic blood 

pressure was 0.57 mmHg (95% CI 0.07, 1.07) higher per smoker in the household in model 1 

but not statistically significant in model 2.  

There were no significant associations between peripheral systolic and diastolic blood pressure 

for SEI and CYE. While there was a significant increase in peripheral systolic blood pressure 

and diastolic blood pressure in model 1 per smoker in the household (Figure 7-3), the 

relationship was found to be non-significant in model 2. 

GLS was associated with cumulative years of exposure to passive smoke but not significantly 

associated with SEI or THS (Figure 7-4). Of note is that the magnitude of the decrease in GLS 
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was same in model 1 (β -0.13% 95 CI -0.25, -0.002) and model 2 (β -0.13% 95 CI -0.25, 0.0003) 

per SD of CYE. Additionally, there was an increased risk of having GLS below -18% per THS. 

(Appendix 7.A Table 7-2).  

Sensitivity analysis comparing participants with outcome measures in CDAH-3 and the rest of 

ASHFS sample did not show any proportional differences or difference in mean between both 

samples in terms of sex, age group, state of residence in Australia, waist circumference, height, 

weight and standing long jump range during childhood (Appendix 7.A Table 7-3). 
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Figure 7-1 Flowchart of participants 

 

 

 

  

Australian Schools Health and Fitness 

Survey (ASHFS [1985]) 

n = 8,498 

Childhood Determinants of Adult Health 

Phase 1 (CDAH1[2004-2006])  

Questionnaire only, Questionnaire and 

clinic, Questionnaire, and pathology  

(n = 3,967) 

Childhood Determinants of Adult Health 

Phase 2 (CDAH2 [2009-2011])  

Questionnaire (n = 3,038) 

Childhood Determinants of Adult Health 

Phase 3 (CDAH3 [2017-2019])  

Questionnaire only, Questionnaire and 

clinic (n = 2,082) 

Cardiac structure and function (CDAH3) 

 Systolic and diastolic blood pressure (n = 1340) 

Global Longitudinal strain (n = 1114) 

Did not participate, clinic 

only, deceased, excluded, 

pathology only (n = 4,531) 

Did not participate, deceased, 

and excluded (n = 929) 

Did not participate, brief, 

deceased, excluded, clinic only 

and Heart Health only  

(n = 956) 

No blood pressure reading (n = 

742), no global Longitudinal 

strain (n = 968) 
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Table 7-1 General characteristics of the participants 

Characteristics n Mean / 

(%) 

SD 

Age (years) 2,082 45.1 ± 2.5 

Sex    

Male 924 (44.4)  

Female 1,159 (55.6)  

Childhood characteristics    

Childhood smoking (mean number of 

cigarettes smoked) * 

1,639 1.6      ± 9.8 

Childhood Socioeconomic position*    

High 449 (27.9)  

Medium-High 454 (28.2)  

Medium-low 606 (37.6)  

Low 101 (6.3)  

Passive smoking measurement in childhood    

Severity of exposure index* (range: 0 - 318) 2,051 24.4 ± 36.0 

Cumulative years of exposure*(range: 0 - 

106) 

2,051 10.5 ± 13.9 

Total household smokers* (range: 0-5) 2,052 0.9 ± 1.0 

Adulthood characteristics    

Adult smoking status*    

Non-smoker 1,206 (60.7)  

Smoker 780 (39.3)  
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Characteristics n Mean / 

(%) 

SD 

Adult blood pressure measurement* 

(mmHg) 

   

Central systolic blood pressure 1,340 108.0 ± 11.8 

Central diastolic blood pressure 1,340 75.5 ± 9.5 

Peripheral systolic blood pressure 1,340 119.0 ± 12.9 

Peripheral diastolic blood pressure 1,340 74.7 ± 9.4 

Global longitudinal strain* (%) 1,114 20.2 ± 2.3 

* Missing data: Childhood smoking, n = 443; Childhood Socioeconomic position, n = 

472; Severity of exposure index = 31; Cumulative years of exposure, n = 31; Total 

household smokers, n = 30; Adult smoking status, n = 96; Adult blood pressure 

measurement, n = 742; Global longitudinal strain, n = 968. 
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Figure 7-2 Relationship between central systolic and diastolic blood pressure at adult 

age with passive smoke exposure in childhood 

 

SEI: Severity of exposure index 

CYE: Cumulative years of exposure 

THS: Total household smokers 

Model 1: Adjusted for age and gender 

Model 2: Adjusted for age, gender, childhood socioeconomic position, childhood smoking 

and adult smoking status and parental (maternal) education level 
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Figure 7-3 Relationship between peripheral systolic and diastolic blood pressure at 

adult age with passive smoke exposure in childhood 

 

SEI: Severity of exposure index 

CYE: Cumulative years of exposure 

THS: Total household smokers 

Model 1: Adjusted for age and gender 

Model 2: Adjusted for age, gender, childhood socioeconomic position, childhood smoking 

and adult smoking status and parental (maternal) education level. 
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Figure 7-4 Relationship between global longitudinal strain at adult age with passive 

smoke exposure in childhood 

 

SEI: Severity of exposure index 

CYE: Cumulative years of exposure 

THS: Total household smokers 

Model 1: Adjusted for age and gender 

Model 2: Adjusted for age, gender, childhood socioeconomic position, childhood smoking 

and adult smoking status and parental (maternal) education level. 
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7.5 Discussion   

This aims of this study were to assess the association of prolonged passive smoking exposure 

during childhood on cardiovascular function in adulthood. The results indicate that exposure 

to passive smoke during childhood was associated with higher levels of central systolic and 

diastolic blood pressure, peripheral systolic and diastolic blood pressure, and lower levels of 

left ventricular function estimated by global longitudinal strain. This association observed for 

blood pressure depended on the severity of the exposure and number of smokers within 

participants household, while the association observed for GLS depended on cumulative years 

of exposure. Our findings provide support that passive smoking exposure during childhood 

might lead to long term changes in cardiovascular function into adulthood.  

Systolic blood pressure in adulthood was comparatively higher in those exposed to passive 

smoke during childhood. This finding is supported by a meta-analysis that showed significant 

increases in systolic blood pressure (pooled coefficient (mmHg) = 0.26; 95% CI: 0.12 to 0.39) 

in children and adolescents due to passive smoking.302 The magnitude of the increase in blood 

pressure in the current study was higher than reported in that analysis. By extrapolation, our 

findings show that having four household smokers could result in a 3.3 mmHg (central systolic) 

or 2.8 mmHg (peripheral systolic) increase in blood pressure. In people with cardiovascular 

risk factors or diseases, central blood pressure has been reported to be significantly higher than 

peripheral blood pressure compared to healthy people.308 Cardiovascular risk factors including 

blood pressure track from childhood to adulthood.300 While at this stage most participants have 

not developed hypertension, it has been found that adults exposed to parental smoking in 

childhood have a 55% higher risk of developing hypertension.311 To put this in context, each 1 

mmHg increase in systolic blood pressure is associated with an 0.8% (male) and 1.2% (female) 

increase in the risk of cardiovascular diseases namely coronary heart disease, peripheral artery 
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disease, cerebrovascular events and heart failure.312 Therefore, the increase in blood pressure 

associated with exposure to passive smoke in childhood is potentially clinically significant.  

Central and peripheral diastolic blood pressure were also increased in the exposed compared 

to the unexposed group. This is contrary to the finding in a meta-analysis that suggested 

exposure to passive smoking in childhood did not have any significant effect on diastolic blood 

pressure.302 However, our study supports a similar finding of higher diastolic blood pressure in 

younger children at age 7.5 years due to passive smoking.185 The number of household smokers 

participants were exposed to could have been responsible for these difference because our 

findings were based on total household smokers as opposed to parental smoking. This increase 

along with the increase in systolic blood pressure may likely be detrimental to cardiovascular 

health. However, the observed increase in both central and peripheral (0.57 mmHg per THS 

[model 1]) diastolic blood pressure was lower than the observed increases in the corresponding 

systolic pressure. Sustained lower increase in diastolic pressure (or higher increase in systolic 

blood pressure) could result in higher pulse pressure. Higher pulse pressure more than other 

components of blood pressure has been associated with new-onset atrial fibrillation.313 Of note 

is that a higher odds for atrial fibrillation has been observed in children exposed to passive 

smoking in childhood.193 

We found that exposure to passive smoking in childhood is associated with adult left 

ventricular function measured by reduced GLS, as reported by one other study.305 A similar 

result has been found in active smokers.314 This could have some clinical implications as each 

1% decrease in GLS has been reported to be associated with 12% higher risk of cardiovascular 

morbidity and mortality in low-risk general population.225 As GLS measures left ventricular 

(LV) longitudinal contraction of the heart, reduction in GLS may be due to an effect of passive 

smoke exposure on LV myocardial fibres. It could also be due to increase in weight of the LV 

after prolonged exposure to passive smoking, which was observed in rats.315 Similarly, the 
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combination of increase in LV weight and reduced GLS was observed in individuals exposed 

to biomass fuel for more than 6 months, a fuel that emits a smoke with similar chemical 

components as seen in tobacco smoke.316 GLS is considered an initial marker of subclinical 

cardiac dysfunction and more reliable than 2D ejection fraction in determining left ventricular 

function.317 Therefore, a reduction in GLS in our participants may be a marker of subclinical 

cardiovascular dysfunction that may be associated with vulnerability to developing overt 

cardiovascular disease later in life. 

Our study findings were based on three different conceptual frameworks of measurement of 

passive smoking and the effect estimates for each exposure measure on the observed outcomes 

was all similar. However, the findings suggest that total household smoker are a good measure 

of passive smoking exposure compared to the other more complex measures of exposure. Other 

studies on adverse effects of passive smoke exposure had similar findings.52 Any reduction in 

the number of smokers in a household with children is a positive step with associated positive 

health benefits in the short and long term. However, that does not diminish the benefits of not 

smoking inside a room with children, so called ‘hygienic smoking’, even if the smoker did not 

quit. Some other studies with non-cardiovascular outcomes have also suggested promoting 

reducing exposure to children by smoking outside.246 Nonetheless, we would encourage 

wherever possible, that researchers capture as many alternative passive smoking exposures 

including retrospectively. 

The limitations include that we could not look at dose-response effect of passive smoking 

exposure in terms of the number of cigarettes usually smoked in the household, by household 

members, or in the vicinity of the child because data were not available. There was also no 

measure of third-hand smoking and of early life exposure (e.g., pre- and post-natal exposure, 

early childhood). The severity of exposure index is more about duration than frequency, so 

does not wholly represent intensity of the exposure. This may be responsible for the small 
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observed effect in some of our outcomes. However, the ability to reliably capture such 

information, even prospectively, is questionable unless gathered directly from the smoker. 

There were also some missing data on passive smoking. Fewer participants had detailed 

sonography (e.g. GLS) due to logistical issues compared with central and peripheral blood 

pressure. Although there were few differences in participants with and without these measures 

within the sample followed-up, this could still introduce bias within our results adjusted for 

limited covariates.  

The strengths of the study include that we were able to look at three alternative measures of 

passive smoking exposure. These validated measures of passive smoking spanned over many 

years across childhood. We have a comprehensive set of measures of cardiovascular function 

assessed in adulthood by trained data collectors providing novel associations between 

childhood passive smoke exposure and adult cardiovascular health. 

7.6 Conclusion     

There was evidence that passive smoke exposure in children is detrimental to cardiovascular 

function into adulthood. Interventions to prevent such exposure should continue to be 

supported by governments, healthcare professionals and the community. 
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7.7 Appendix 7.A. Additional Results 

Table 7-2 Global Longitudinal strain according to exposure to passive smoking in childhood 

 Global Longitudinal strain* (n = 1,110) 

 unadjusted† 

RR (95% CI) 

(n = 1,110) 

P-value Adjusted† 

RR (95% CI) 

Model 1 (n = 1,110) 

P-value Adjusted†† 

RR (95% CI) 

Model 2 (n = 

1,085) 

P-

value 

Severity of exposure index (per SD of exposure) 1.08 (0.96, 1.23) 0.209 1.10 (0.97, 1.23) 0.126 1.08 (0.95, 1.22) 0.225 

Cumulative years of exposure (per SD of 

exposure) 

1.10 (0.97, 1.24) 0.149 1.10 (0.98, 1.24) 0.101 1.09 (0.96, 1.23) 0.180 

Total household smokers in childhood (per 

smoker) 

1.14 (1.00, 1.30) 0.042 1.16 (1.03, 1.31) 0.015 1.15 (1.01, 1.31) 0.030 

§ Bold p-value < 0.05    * Categorized as below 18% or from 18% and above  

† Adjusted for age and gender. 

†† Adjusted for age, gender, childhood socioeconomic position, childhood smoking and adult smoking status and parental (maternal) 

education level 
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Table 7-3 Differences in characteristics between participants with study outcome measures and all participants at baseline   

 Central and peripheral blood pressure Global longitudinal strain 

Characteristics Yes n (%) / mean ± SD No n (%)/ 

mean ± SD 

Yes n (%)/ 

mean ± SD 

No n (%)/ 

mean ± SD 

Sex     

Male 623 (46.5) 3,680 (51.5) 531 (47.7) 3,773 (51.2) 

Female 717 (53.5) 3,469 (48.5) 583 (52.3) 3,603 (48.8) 

Age group      

7 to 9 years 402 (30.0) 2,503 (35.0) 334 (30.0) 2,571 (34.9) 

10 to 12 years 478 (35.7) 2,464 (34.5) 381 (34.2) 2,562 (34.7) 

13 to 15 years  460 (34.3) 2,182 (30.5) 399 (35.8) 2,243 (30.4) 

Participant’s state     

ACT 40 (3.0) 134 (1.9) 30 (2.7) 144 (2.0) 

New South Wales 410 (30.6) 2,546 (35.6) 323 (29.0) 2,633 (35.7) 

Victoria 332 (24.8) 1,790 (25.0) 309 (27.7) 1,813 (24.6) 

Queensland 281 (21.0) 1,208 (16.9) 185 (16.6) 1,305 (17.7) 
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 Central and peripheral blood pressure Global longitudinal strain 

Characteristics Yes n (%) / mean ± SD No n (%)/ 

mean ± SD 

Yes n (%)/ 

mean ± SD 

No n (%)/ 

mean ± SD 

South Australia 114 (8.5) 590 (8.3) 109 (9.8) 595 (8.1) 

West Australia 130 (9.7) 570 (8.0) 131 (11.8) 569 (7.7) 

Tasmania 17 (1.3) 152 (2.1) 14 (1.26) 155 (2.1) 

Northern Territory 16 (1.2) 159 (2.2) 13 (1.2)   162 (2.2) 

Waist circumference 63.1 ± 7.9 63.7 ± 8.8 63.3 ± 7.9 63.6 ± 8.7 

Height 147.4 ± 15.6 145.5 ± 15.4 147.7 ± 15.7 145.5 ± 15.4 

Weight  40.2 ± 12.8 39.8 ± 13.1 40.6 ± 13.0 39.8 ± 13.0 

Jump 147.1 ± 30.6 142.6 ± 28.6 147.1 ± 30.6 142.6 ± 28.6 
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8. CHAPTER 8: Associations between Exposure to Passive Smoking in Early Life and 

Cardiovascular function in Adulthood 
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8.1 Abstract    

Background  

We examined the association of passive smoke exposure during pregnancy, the postnatal period 

and childhood on cardiovascular function in young adults.  

Methods  

We analysed data on 96 participants (female: 41.8%, mean age: 27.0 years [SD:0.7]) from the 

Tasmanian Infant Health Study birth cohort (established 1988-90). Exposure to smoking during 

pregnancy, the postnatal period, childhood, and early adulthood was self-reported by mothers 

and children. The relationship between exposure at each period and cumulative exposures with 

cardiovascular function at 26-28 years was assessed using multivariable linear regression, 

adjusting for sex, maternal age at birth and infant feeding choice and duration of breastfeeding 

depending on the outcome. 

Results  

Exposure to maternal smoking during pregnancy was associated with significantly greater 

peripheral diastolic blood pressure (β= 3.8 mmHg, 95% CI 0.6, 7.0) in adulthood compared to 

no exposure. Cumulative exposure to passive smoke over time was associated with a significant 

decrease in global longitudinal strain (β= -0.4%, 95% CI -0.7, - 0.01) on unadjusted analysis 

only.  

Conclusion  

Exposure to tobacco smoke in-utero adversely associates with peripheral diastolic blood 

pressure in young adulthoods.  
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8.2 Introduction   

Evidence suggests that many children are exposed to passive smoke during pregnancy, infancy, 

and childhood. A meta-analysis of 295 studies worldwide estimated that 52·9% of pregnant 

women smoked daily during pregnancy between 1985 and 2016.62 In childhood, 40% of 

children globally are estimated to be exposed to passive smoking.159 There are many potential 

health effects of this exposure including immediate effects through risk of premature birth 318 

and a higher risk of respiratory infections during childhood.318 There is increasing evidence of 

longer term effects including early signs of cardiovascular disease in children 118 and adults up 

to 20 years after the exposure. 189, 190 A greater understanding of the longer-term effects of early 

life exposure to passive smoking will assist with health policy and promotion efforts, such as 

inclusion of longer-term effects in awareness campaign messages to reduce children’s exposure 

to passive smoking. 

A small number of prospective studies have examined the effects of exposure to passive smoke 

during gestation, infancy and childhood on the structure and function of the cardiovascular 

system in children and adults.52, 112, 118, 189-191 Maternal smoking of 10 or more cigarettes per 

day during pregnancy was associated with a higher fractional shortening of the left ventricle 

(the degree of shortening of the left ventricular diameter between end-diastole and end-systole) 

in childhood. 112 Children exposed to maternal smoking throughout pregnancy have also been 

found to have higher markers of atherosclerosis,190 thicker carotid intima media thickness 

(CIMT) and lower arterial distensibility at 5 years of age 118 and, in a retrospective study among 

preterm children, higher systolic and diastolic blood pressure in 8 year olds.184 We previously 

reported that maternal and paternal smoking exposure during childhood and adolescence is 

associated with thicker carotid intima media thickness,52 reduced flow-mediated dilatation of 

the brachial artery189 and higher risk of carotid atherosclerotic plaque191 in young adults 
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independent of classical risk factors such as blood pressure and body mass index in childhood 

and adulthood.  

Exposure to passive smoking may affect later cardiovascular health adult through its effects on 

childhood or adult body mass index (BMI). Although babies exposed to smoking during 

pregnancy are, on average, smaller, they are prone to developing obesity in childhood 

compared to those that are not exposed.59 It is possible that BMI could partly explain poorer 

cardiovascular health in individuals exposed to passive smoke across the life course. As this is 

a potential target to ameliorate the effects of exposure to passive smoke, it should be examined 

as a potential mediator in studies of passive smoke exposure and cardiovascular health. 

We had an opportunity to conduct detailed cardiac echocardiography and other cardiovascular 

measures in a pilot study of participants from the Tasmania Infant Health Study (TIHS), which 

was seminal to the identification of Sudden Infant Death Syndrome.227 The aim of this 

prospective cohort analysis was to examine the influence of passive exposure to tobacco smoke 

during pregnancy, the postnatal period and childhood, individually and cumulatively, on 

cardiovascular  function in young adults. 

8.3 Methods     

Participants were randomly selected from the TIHS, a birth cohort established between January 

1988 and March 1990 in Southern Tasmania. In the TIHS, 1435 mothers of eligible infants 

were interviewed in hospital after delivery and during the postnatal period, with the children 

later followed up in the 1996 Southern Blood Pressure Study, 1997 Southern High density 

lipoprotein (HDL)-Cholesterol Study (childhood) and 2004-2005 Tasmanian Bone Study (T-

Bone 1) (adolescence) ( 

Figure 8-1). Individuals who participated in either the 1996 or the 1997 follow up studies (N= 

889) formed the basis of our eligible sample. In 2015-16 (adulthood), 429 (48%) members of 
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the cohort were traced using telephone numbers, electoral roll, and Facebook as a last resort. 

They were invited to participate in a cardiovascular function assessment with 155 (17% of the 

eligible sample) providing some data of which 110 (12% of eligible sample) attended clinics. 

Among the participants, 96 (11%) had full data available. We did not attempt contacting 432 

(49%) members of the cohort and 28 (3%) were excluded due to living interstate/overseas, 

death or incarceration.  The Tasmanian Health and Medical Human Research Ethics Committee 

approved the study (H0014432). 

8.3.1 Measurement of passive smoke exposure 

Baseline interviews at the hospital (fourth day after birth) and home (from fifth post-natal week) 

were conducted by research assistants using structured questionnaires adapted to the different 

settings. A sample of 100 mothers from the same cohort had urinary cotinine (a major 

metabolite and biomarker of nicotine) assays performed. Concordance with self-reported 

exposure levels showed that maternal self-reports of smoking in this cohort are reliable.319 

Maternal smoking during pregnancy was based on responses to a question from the hospital 

interview: ‘How much did you smoke during pregnancy?’ Answers were obtained for the first, 

second and third trimesters as ‘nil’, ‘1-10’, ‘11-20’, ‘21-40’ and ‘above 41’ cigarettes per day. 

Participants were classified as ‘No’, if not exposed and ‘Yes’, if exposed in any trimester during 

pregnancy.  

Maternal exposure to passive smoke during pregnancy was based on responses to two 

questions from the hospital interview: ‘During pregnancy, did you live with people who 

smoked cigarettes or a pipe? (Yes/No) and ‘On average, during pregnancy, how many 

cigarettes were smoked each day in your presence at home (including visitors)? Responses 

were not classified by trimesters. Participants were classified as ‘No’ if they were not exposed 

or ‘Yes’ if exposed to tobacco smoke of any other adult.  
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Maternal smoking during postnatal period was based on responses to two questions from the 

home interview: ‘How many cigarettes do you smoke per day?’ (responses: ‘nil’, ‘1-10’, ‘11-

20’, ‘21-40’ and ‘above 41’ cigarettes per day) and ‘How often do you smoke in the same room 

as the infant?’ (responses: ‘usually’, ‘sometimes’ and ‘never’). Participants were classified as 

‘No’ if not exposed and ‘Yes’ if exposed at all during the postnatal period through maternal 

smoking. 

Maternal exposure to passive smoke during the postnatal period was based on responses to 

two questions during the home interview: ‘How many other adults in the house smoke?’ and 

‘How many cigarettes do other resident adults in your house smoke, in total, per day? 

(responses: ‘nil’, ‘1–10’, ‘11–20’, ‘21–40’ and ‘above 41’ cigarettes per day). We classified 

this exposure into two categories of exposure, ‘Yes’ if exposed to at least one active smoker or 

‘No’ if not exposed.  

Exposure to passive smoke in childhood was based on responses to the questions ‘How many 

cigarettes does child’s mother smoke per day? (responses: ‘nil’, ‘1–10’, ‘11–20’, ‘21–40’ and 

‘above 41’ cigarettes per day) and ‘How many cigarettes do other adults (excluding mother) in 

your household smoke, in total, per day? (responses: ‘nil’, ‘1–10’, ‘11–20’, ‘21–40’ and ‘above 

41’ cigarettes per day) asked during the 1996 Southern Blood Pressure Study and the 1997 

Southern HDL-Cholesterol study. Responses were classified into two categories, ‘Yes’ if 

exposed by mother/principal carer or any other adult and ‘No’ if not exposed by either.                                                                                                                                     

Cumulative exposure across all periods was calculated by combining variables indicating 

exposure to passive smoke at each time-point: maternal smoking during pregnancy or maternal 

exposure to passive smoking during pregnancy; maternal smoking in the postnatal period or 

maternal exposure to passive smoking during the postnatal period, childhood, adolescent and 

adulthood. This resulted in a score from 0 to 5 across the periods of exposure, pregnancy, 

postnatal period, childhood, adolescence, and adulthood. An alternative cumulative variable 
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was also derived with 8 time point exposure. The time points included maternal smoking during 

pregnancy, maternal exposure to passive smoke during pregnancy, maternal smoking during 

postnatal period, maternal exposure to passive smoke during the postnatal period, exposure to 

passive smoke in childhood through mother, exposure to passive smoke in childhood through 

other adults, exposure during adolescence and adulthood. Hence the period of pregnancy, 

postnatal period and childhood contributed double points depending on whether our 

participants were exposed by their mother and any other adult in their household.  

8.3.2 Measurement of outcomes 

Clinics were conducted at Menzies Institute of Medical Research, Hobart, Tasmania.  A trained 

technician blinded to exposure to passive smoke used a Philips Ie33 ultrasound (Philips 

Medical Systems) to conduct resting echocardiography. A variable-frequency phased array 

transducer was used for the two-dimensional examinations while a matrix array probe was used 

for the three-dimensional examinations. After obtaining consent, participants were made 

comfortable lying down in a left lateral position with head propped up in a lounge. Electrodes 

were attached to the chest for the measurements. Measures included global longitudinal strain 

(higher values are better).  

Brachial oscillometry measurements were taken using Mobil-O-Graph and Omron HEM907 

Digital Automatic Blood Pressure Monitor. Participants were seated then fitted for the correct 

sized cuff on the left arm. Blood pressure was taken over a period of 5 minutes using the Omron 

HEM907. Omron HEM907 measures included peripheral systolic and diastolic blood pressure. 

8.3.3 Measurement of covariates 

A range of covariates were explored from the pre- and postnatal periods including sex, maternal 

alcohol consumption during pregnancy, maternal age at birth, infant feeding choice at birth, 

duration of breastfeeding and total household income at birth (Table 8-1). Data were obtained 
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during the baseline interviews. Participant’s adult body mass index (BMI) were derived from 

their weight and height and considered as a mediator. Adulthood BMI was categorized as 

normal/underweight (<18.5 and 18.5- 24.99kg/m2), overweight (25-29.99kg/m2) or obese 

(>30kg/m2).   

8.3.4 Statistical analysis 

Stata version 15.1 (StataCorp LLC) was used for analysis. We performed multivariable linear 

regression to examine the association between the passive exposure variables and outcome 

variables. We present unadjusted models and models adjusted for potential confounding factors 

based on purposeful model building.320 For outcomes where there was evidence of an effect of 

passive smoke exposure, we additionally examined the potential influence of birth weight, 

childhood, or adult BMI in adjusted models. We handled missing data using multiple 

imputation by chained equations and imputed three out of the six exposure variables given 

missing data and all the outcome variables that had missing data (Table 8-1). Maternal smoking 

during pregnancy, maternal exposure to passive smoke during pregnancy, sex, maternal age at 

birth, birth weight and infant feeding choice were used for the imputation, and 30 imputations 

undertaken. We compared the adjusted coefficients of 5-time point categorization of 

cumulative exposure measure with an alternative 8-time point categorization with similar result. 

Comparison of the original 1988-1990 TIHS participants and the present participants of our 

study was performed with chi-square. 

8.4 Results   

Most of our participants were male, born at term (37 weeks and above), and weighed more than 

2,500 grams at birth (Table 8-1). Most mothers of our participants were 26 years of age or older.  

Compared to participants in the larger TIHS sample, those included in the current study were 

more often female (43% vs 31%), more often low birthweight (30% vs 21%), were less often 



CHAPTER 8: Associations between Exposure to Passive Smoking in Early Life and Cardiovascular 
function in Adulthood 
 

Page | 203  
 

exposed to maternal smoking during pregnancy (38% vs 51%) and during the post-natal period 

(38% vs 51%). 

Exposure to passive smoking during pregnancy, the post-natal and childhood periods 

Nearly half of all participants were exposed to passive tobacco smoke during pregnancy 

through either their mother (38.7%) or another adult (45.8%) (Table 8-1). Only 14% of 

participants were not exposed to any tobacco smoke indoors from pregnancy and birth to early 

adulthood.  

Relationship between cardiac structure and function and passive smoke exposure 

Global longitudinal strain (GLS)  

Those exposed to passive smoking during pregnancy, the postnatal and childhood periods had 

lower GLS, in general, than those not exposed (Table 8-2). The effect was only statistically 

significant for the unadjusted cumulative exposure model with a reduction in GLS per unit of 

exposure (β= -0.4% 95 CI -0.7, -0.01).  

Peripheral systolic and diastolic blood pressure  

In unadjusted analysis, there was evidence of a significant association between maternal 

smoking during pregnancy and increased peripheral diastolic blood pressure (β= 4.3 mmHg 

95% CI 1.0, 7.6) (Table 8-3), which remained in the adjusted model (β = 3.8 mmHg 95% CI 

0.6, 7.0).  

Role of birth weight and body mass index in associations 

Among both, only adult BMI was identified as a potential mediator of the associations 

between passive smoke exposure and peripheral blood pressures. Peripheral diastolic pressure 

was reduced from 3.8 mmHg (95% CI 0.6, 7.0) to 3.0 mmHg (95% CI 0.3, 6.4) when adult 

BMI was added to the adjusted model (Table 8-3 and Appendix 8.A Table 8-4). 
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Sensitivity analyses 

Following multiple imputation for missing data (30 imputations) the results for all 

cardiovascular function outcomes did not change significantly (Appendix 8.A Table 8-5 and 

Table 8-6).   
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Figure 8-1 Flowchart of study participants  

1997 Southern HDL-

Cholesterol Study (n = 446) 

No response        

(n = 992) 

1996 Southern Blood 

Pressure Study (n = 443) 

No response  

(n ~ 274) 

Not traced (n~ 432) 

Excluded due to living 

interstate/overseas or 

incarceration. 

 (n~ 28) 

2004-05 – Tasmanian Bone 

Study (T-bone- 1) (n = 415) 

1988-89 Birth cohort of the 

Tasmanian Infant Health Study 

(TIHS) Southern Tasmania. 

(n = 1435)                        

2015-16 - Exposure to tobacco 

smoke during early life pilot study:       

Online questionnaire (n = 155) 

No response          

(n ~ 45) 

2015-16 - Exposure to tobacco 

smoke during early life pilot 

study: Clinic (echocardiography 

and Mobil-o-graph).  

(n = 110) 

No response or 

missing (n ≥ 14) 

Echocardiography: 

Global longitudinal Strain (n = 72) 

 

 

Omron HEM907): 

Peripheral systolic blood pressure (n = 96) 

Peripheral diastolic blood pressure (n = 96)         
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Table 8-1 General characteristics of participants  

Characteristics n Mean / (%) SD 

Age (years) 155 27.09  0.7 

Sex    

Male 88 (56.8)  

Female 67 (43.2)  

Childhood characteristics    

Birthweight     

<2500g 47 (30.3)  

≥ 2500g 108 (69.7)  

Gestational weeks at birth    

Less than 37 weeks 43 (27.7)  

37 weeks and above 112 (72.3)  

Mother’s age at birth (years)  27.0  4.7 

< 25 years  65 (41.9)  

≥ 26 years  90 (58.1)  

Family income level at birth* (AUD)    

Low (≤AUD 500 per fortnight) 53 (39.8)      

Mid (AUD501 to 750 per fortnight) 56 (42.1)  

High (> AUD 750 per fortnight) 24 (18.1)  

Infant feeding choice     

Formula milk 44 (28.4)  

Breast milk and formula milk 111 (71.6)  

Duration of breastfeeding* (days)    

Not breastfed 36 (25.0)  
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Characteristics n Mean / (%) SD 

1 to 90 days 108 (75.0)  

Exposure to maternal alcohol intake 

during pregnancy 

   

None 88 (56.8)  

Some trimesters 28 (18.1)  

All trimesters 39 (25.1)  

Exposure to passive smoke     

Maternal smoking during pregnancy    

No 95 (61.3)  

Yes 60 (38.7)  

Maternal exposure to passive smoke during 

pregnancy 

   

No 84 (54.2)  

Yes 71 (45.8)  

Maternal smoking during postnatal period 

* 

   

No 97 (67.8)  

Yes 46 (32.2)  

Maternal exposure to passive smoke during 

postnatal period * 

   

No 81 (56.3)  

Yes 63 (43.7)  

Exposure to passive smoke in childhood*    

No 104 (69.3)  
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Characteristics n Mean / (%) SD 

Yes 46 (30.7)  

Cumulative exposure across all periods 

(per unit exposure) 

   

0 22 (14.2)  

1   33 (21.3)  

2 14 (9.0)  

3 32 (20.7)  

4 42 (27.1)  

5 12 (7.7)  

Global longitudinal strain (peak) (%) - Left 

ventricle* 

72 18.7  ± 2.5 

Peripheral systolic blood pressure 

(mmHg)* 

96 119.7 ± 11.0 

Peripheral diastolic blood pressure 

(mmHg)* 

96 73.6 ± 8.2 

*Missing data: Family income level at birth, n= 22; Duration of breastfeeding, n = 11; 

Maternal smoking during post-natal period, n= 12; Maternal exposure to passive 

smoke during post-natal period, n= 11; Exposure to passive smoke in childhood, n= 5; 

Global longitudinal strain, n= 83; Peripheral systolic blood pressure, n= 59; 

Peripheral diastolic blood pressure, n= 59. 
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Table 8-2 Relationship between cardiovascular measures (GLS) and passive smoke 

exposure during pregnancy and early life 

Exposure to passive smoking   Global Longitudinal Strain (%)                                        

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

Maternal smoking during pregnancy    

No Reference Reference 

Yes -0.8 (-1.9, 0.4) 0.1 (-1.1, 1.2) 

Maternal exposure to passive smoke during 

pregnancy 

  

No Reference Reference 

Yes - 0.4 (-1.6, 0.7) -0.03 (-1.1, 1.0) 

Maternal smoking during post-natal period    

No Reference Reference 

Yes -0.6 (-1.9, 0.8) 0.1 (-1.1, 1.4) 

Maternal exposure to passive smoke during 

post-natal period 

  

No Reference Reference 

Yes -0.6 (-1.8, 0.7) - 0.2 (-1.3, 0.9) 

Exposure to passive smoke in childhood   

No Reference Reference 

Yes -1.2 (-2.4, 0.03) -0.5 (-1.7, 0.6) 

Cumulative exposure across all periods   

Per unit of exposure -0.4 (-0.7, - 0.01) -0.2 (-0.5, 0.2) 

Bolded values are p<0.05    
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Exposure to passive smoking   Global Longitudinal Strain (%)                                        

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

*Adjusted for sex, maternal age at birth and infant feeding choice                                                                                                                                                 
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Table 8-3 Association of passive smoke exposure with peripheral systolic and diastolic 

blood pressure 

Exposure to passive 

smoke 

 Peripheral systolic blood 

pressure (mmHg)                               

Peripheral diastolic blood 

pressure (mmHg)                          

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

Unadjusted 

β (95% CI) 

Adjusted** 

β (95% CI) 

Maternal smoking 

during pregnancy  

    

No Reference Reference Reference Reference 

Yes 4.4 (-0.1, 8.9) 2.6 (-1.6, 6.8) 4.3 (1.0, 7.6) 3.8 (0.6, 7.0) 

Maternal exposure to 

passive smoke during 

pregnancy 

    

No Reference Reference Reference Reference 

Yes -0.4 (-4.9, 4.1) 0.1 (-3.9, 4.1) 0.5 (-2.8, 3.8) 0.7 (-2.6, 3.9) 

Maternal smoking 

during post-natal 

period  

    

No Reference Reference Reference Reference 

Yes 1.3 (-3.5, 6.1) -0.4 (-4.8, 4.0) 2.4 (-1.1, 5.9) 1.9 (-1.5, 5.3) 
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Maternal exposure to 

passive smoke during 

post-natal period 

    

No Reference Reference Reference Reference 

Yes -1.9 (-6.5, 2.7) -1.8 (-5.9, 2.3) 0.2 (-3.3, 3.6) 0.2 (-3.1, 3.5) 

Exposure to passive 

smoke in childhood 

    

No Reference Reference Reference Reference 

Yes -1.1 (-5.7, 3.5) -2.4 (-6.4, 1.7) 1.6 (-1.8, 5.1) 1.3 (-2.0, 4.6) 

Cumulative exposure 

across all periods  

    

Per unit exposure -0.2 (-1.2, 0.8) -0.4 (-0.2, 1.4) 0.3 (-0.4, 1.0) 0.3 (-0.4, 1.0) 

Bolded values are p<0.05              

 *Adjusted for sex and maternal age at birth.                           

**Adjusted for sex 

   

8.5 Discussion     

We examined whether exposure to tobacco smoke during pregnancy and early in life influenced 

cardiovascular function in young adults. Our findings suggest that exposure to passive tobacco 

smoke during pregnancy and early life had negative effects on some aspects of the 

cardiovascular system of young adults. Exposure to maternal smoking during pregnancy was 

associated with increased central and peripheral diastolic, and to a lesser extent systolic blood 
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pressure, as well as elevated total peripheral vascular resistance in adulthood. However, there 

was a substantial decrease in GLS associated with cumulative exposure to passive smoke. 

Maternal smoking during pregnancy was associated with a potentially clinically significant 

increase in peripheral diastolic blood pressure (3.8 mmHg), in adulthood. To put this in context, 

a 3 mmHg reduction in diastolic blood pressure is estimated to lead to reduction of stroke by 

approximately a third.321 Our results are supported by a retrospective study of maternal 

smoking in pregnancy with follow-up of children at 8 years of age.111 That study found an 

increase of 2.9 mmHg in peripheral systolic blood pressure and 0.9 mmHg in peripheral 

diastolic blood pressure associated with exposure during pregnancy after adjusting for current 

weight, instrument used, birthweight ratio for gestation, singleton or multiple pregnancy status 

and social class. 111 Our study found similar changes in peripheral diastolic blood pressure 

associated with exposure to passive smoke during pregnancy. As individuals tend to maintain 

their position in the overall blood pressure distribution overtime, 322 people exposed to maternal 

smoking during pregnancy may be at higher risk of developing hypertension later in life.   

There were small effects of exposure to passive smoke during pregnancy and early life on some 

other measures of cardiovascular function. Our finding of a reduction in GLS of 0.4% 

(unadjusted) and 0.5% due to cumulative exposure to passive smoke and exposure in childhood 

is potentially important. A reduction of 1% in GLS magnitude has been reported to be 

associated with a 11.3% rise in cardiovascular mortality323 and lower GLS has been suggested 

as a predictor of cardiovascular events in healthy people.224 Further examination of these 

effects in a larger study with greater statistical power are warranted. 

There have been some suggestions of the pathway that could account for the effect of exposure 

to passive smoke exposure during pregnancy and early life on cardiovascular structure and 

function. Exposure to environmental tobacco smoke, confirmed by serum cotinine 
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concentrations, has been found to impair the functioning of the endothelial lining of cardiac 

chambers and vessels in a dose-dependent manner. 324 This impairment may lead to an increase 

in arterial resistance and a decrease in the diameter of the ascending aorta.325 It is possible that 

vascular stiffness with attendant reduced distensibility as a result of exposure to passive smoke 

could lead to an increase in total vascular resistance308 and an increase in blood pressure. People 

who are exposed to tobacco smoke during pregnancy tend to be smaller at birth but are more 

likely to be obese as they get older.59 Obesity predisposes people to structural alteration of their 

small arteries 326 and is a risk factor for hypertension and a range of cardiovascular outcomes.327 

However, our study showed that adjusting for adult BMI only reduced the magnitude of the 

increase in peripheral diastolic pressure among those exposed to maternal smoking during 

pregnancy by a small amount. Therefore, the inter-relationship between exposure to maternal 

smoking during pregnancy and blood pressure appears complex. Indeed, it has also been 

suggested exposure to tobacco smoke in early life leads to long-lasting “reprogramming” of 

infant blood pressure control mechanisms.328 Our study suggests the potential for this 

reprogramming to lead to increases in blood pressure that may be of clinical significance.  

Exposure to passive smoke during pregnancy appeared more detrimental than exposure in other 

periods in terms of the association with on cardiovascular function. It is therefore possible that 

this is a sensitive period for exposure. Clinical guidelines recommend using antenatal visits to 

help every pregnant mother to quit using options suitable to her needs. It is also recommended 

to continue monitoring at every visit. 329 Presently, in Australia, only one in four women who 

reported smoking during the early part of their pregnancy quit smoking during their 

pregnancy.66 Our study suggests that ongoing smoking during pregnancy will likely lead to 

negative impacts on the cardiovascular function of their children later in life through both direct 

and indirect mechanisms. 
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Limitations 

We were limited by the small sample size in this pilot study. Further, participants were young 

people at an age when cardiovascular disease does not commonly manifest minimising our 

ability to detect differences. There were significant differences between participants included 

in the current study and the full TIHS sample.  

Strengths  

This is a prospective study that used data on passive smoke exposure at several time points and 

with a long follow up period. Echocardiography allowed us to evaluate subtle changes in 

cardiovascular function. Together these capabilities allowed us to examine whether any 

observed effect on cardiac structure and function was due to cumulative exposure or exposure 

to passive smoke at particular period in time. Although the sample was small there was 

heterogeneity in the exposure, outcomes, and covariates. 

8.6 Conclusion     

This study observed that exposure to smoking during pregnancy and early life lead to subtle 

negative effects on cardiovascular health in adulthood. Smoking during pregnancy appeared 

particularly detrimental, necessitating a focus on measures to help pregnant women to quit 

smoking.   
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8.7 Appendix 8.A. Additional Results             

Table 8-4 Relationship between Central and peripheral systolic and diastolic blood 

pressure, and passive smoke exposure during pregnancy and early life with Body mass 

index added to the adjusted model 

Exposure to passive smoking Peripheral systolic 

blood pressure                     

Peripheral diastolic 

blood pressure                     

 Adjusted* 

β (95% CI) 

Adjusted** 

β (95% CI) 

Maternal smoking during pregnancy    

No Reference Reference 

Yes 1.6 (-2.8, 5.9) 3.0 (0.3, 6.4) 

Maternal exposure to passive smoke 

during pregnancy 

  

No Reference Reference 

Yes -0.6 (-4.6, 3.5) 0.01 (-3.2, 3.2) 

Maternal smoking during post-natal 

period  

  

No Reference Reference 

Yes - 1.2 (-5.6, 3.3) 1.4 (-2.1, 4.9) 

Maternal exposure to passive smoke 

during post-natal period 

  

No Reference Reference 

Yes -2.3 (-6.5, 1.8) -0.3 (-3.6, 3.0) 

Exposure to passive smoke in childhood   

No Reference Reference 

Yes -3.2 (-7.3, 0.9) 0.7 (-2.7, 4.0) 

Cumulative exposure across all periods    

Per unit exposure -1.0 (-2.3, 0.2) 0.1 (-1.0, 1.1) 

*Adjusted for sex, maternal age at birth and adult body mass index   

** Adjusted for sex and adult body mass index 
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Table 8-5 Association using multiple imputation of missing data for Global longitudinal 

strain. 

Exposure to passive smoking            Global longitudinal strain                      

                  (%)         

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

Maternal smoking during pregnancy   

No Reference Reference 

Yes -0.48 (-1.58, 0.61) 0.22 (-0.85, 1.30) 

Maternal exposure to passive smoke during 

pregnancy 

  

No Reference Reference 

Yes -0.31 (-1.49, 0.85) -0.15 (-1.25, 0.93) 

Maternal smoking during post-natal period    

No Reference Reference 

Yes -0.38 (-1.54, 0.76) 0.25 (-0.86, 1.36) 

Maternal exposure to passive smoke during 

post-natal period 

  

No Reference Reference 

Yes -0.31 (-1.55, 0.92) -0.25 (-1.40, 0.90) 

Exposure to passive smoke in childhood   

No Reference Reference 

Yes -1.02 (-2.11, 0.05) -0.37 (-1.44, 0.69) 

Cumulative exposure across all periods    

Per unit exposure -0.15 (-0.38, 0.07) -0.06 (-0.29, 0.15) 
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Exposure to passive smoking            Global longitudinal strain                      

                  (%)         

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

Bolded values are p<0.05 

*Adjusted for sex, maternal age at birth and infant feeding choice.                                                                                                                                                 
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Table 8-6 Association using multiple imputation of missing data for peripheral systolic 

and diastolic blood pressure. 

Exposure to passive 

smoke 

 Peripheral systolic blood 

pressure                     

 

Peripheral diastolic blood 

pressure   

 Unadjusted 

β (95% CI) 

Adjusted* 

β (95% CI) 

Unadjusted 

β (95% CI) 

Adjusted** 

β (95% CI) 

Maternal smoking 

during pregnancy  

    

No Reference Reference Reference Reference 

Yes  4.1 (-0.3, 8.4) 2.5 (-1.6, 6.7) 4.2 (0.9, 7.5) 3.9 (0.6, 7.1) 

Maternal exposure 

to passive smoke 

during pregnancy 

    

No Reference Reference Reference Reference 

Yes 0.1 (-4.1, 4.3) -0.3 (-4.2, 3.6) 0.2 (-3.0, 3.4) 0.2 (-2.9, 3.3) 

Maternal smoking 

during post-natal 

period  

    

No Reference Reference Reference Reference 

Yes 0.5 (-4.2, 5.2) -0.6 (-5.1, 3.9) 2.1 (-1.6, 5.7) 1.9 (-1.7, 5.5) 

Maternal exposure 

to passive smoke 

during post-natal 

period 
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No Reference Reference Reference Reference 

Yes -2.0 (-6.1, 2.1) -2.0 (-5.8, 1.9) -0.1 (-3.3, 3.0) 0.04 (-3.1, 3.2) 

Exposure to passive 

smoke in childhood 

    

No Reference Reference Reference Reference 

Yes -0.4 (-4.7, 3.9) -2.3 (-6.3, 1.7) 1.4 (-1.9, 4.7) 0.9 (-2.3, 4.1) 

Cumulative 

exposure across all 

periods  

    

Per unit exposure -0.1 (-1.0, 0.7) -0.4 (-1.2, 0.5) 0.3 (-0.4, 1.0) 0.3 (-0.4, 0.9) 

Bolded values are p < 0.05.              

 *Adjusted for sex and maternal age at birth.                          

**Adjusted for sex 
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9. CHAPTER 9:  Summary, implications, and future directions 

9.1 Introduction 

Exposure to passive smoking during pregnancy and passive smoking during childhood remain 

huge public health issues more than 20 years into the 21st century. Peer-reviewed studies have 

reported declines in passive smoking exposure during pregnancy75, 86 and childhood167, 169 

including in Australia. And that this decline has been very gradual over the years from 1978 to 

2015, with no change in exposure to passive smoking during pregnancy reported for some years 

in some places like Finland.79  

Children are particularly vulnerable to the adverse health effects associated with exposure to 

passive smoking, and the number of reported adverse effects through to adulthood is growing. 

However, awareness of the ‘newer’ reported adverse effects, e.g. on cardiovascular health, does 

not seem to be growing among caregivers. For example, one study that evaluated maternal 

knowledge of adverse effects of maternal smoking on mothers and children included lung and 

cardiovascular effects in mothers but only considered lung effects in children.330 More 

healthcare resources will presumably be required to tackle the expected differential increase in 

poor healthcare resource use in children exposed to passive smoking during pregnancy and 

childhood, however studies on healthcare resource use in childhood and adulthood is limited. 

Most studies have been conducted on exposure to passive smoking during pregnancy than for 

passive smoking during childhood, which may give the impression that exposure during both 

periods are disproportionately harmful. This paucity of studies on childhood exposure to 

passive smoking could also indicate that there is limited data available on exposure to passive 

smoking during childhood. There are also no validated questionnaires on the measurement of 

prolonged passive smoke exposure in childhood. 
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This thesis has sought to address the knowledge gaps raised above by examining (1) the 

prevalence, determinants and trends of exposure to passive smoking during pregnancy, (2) 

impacts on emergency department (ED) presentations and admission into hospital through ED 

due to exposure to passive smoking during pregnancy, (3) the validity and reliability of a life 

course questionnaire on exposure to passive smoking during childhood and (4) the association 

with cardiovascular  function due to exposure to life course passive smoking during pregnancy 

and passive smoking during childhood. The gaps were addressed using three data sources 

namely Conception to Community Study, Childhood Determinants of Adult Health Study and 

Tasmanian Infant Health Study. This chapter provides a summary of the findings of these 

studies as well as a discussion of the implications and future directions based on the findings. 

9.2 Summary of findings 

Chapter 4 examined the trends, determinants, and changes in maternal smoking during and 

between pregnancies in Tasmania, Australia. A 57.9% decline (25.9% in 2008 to 16.4% in 

2014) was observed over six years. The quit rate between index (first birth recorded in dataset) 

and last pregnancy, was 35.1% while the quit rate between the first half and the second half of 

pregnancy was 8.1%. Unfortunately, 5.1% of non-smokers began smoking between their index 

and last pregnancy. The risk of smoking during pregnancy (passive smoking during pregnancy) 

was significantly higher if there was associated maternal alcohol consumption during 

pregnancy, the mother lived in a highly socioeconomically disadvantaged area or was 

Aboriginal or Torres Strait Islander, while being older (25 years and above) or married reduced 

the risk of smoking during pregnancy. These determinants had a similar association in terms 

of likelihood of changing from non-smoker to smoker between index and last pregnancy (and 

subsequent pregnancy when used as an alternative to last pregnancy). 
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Chapter 5 evaluated the association of exposure to passive smoking during pregnancy on ED 

presentations and admission into hospital through ED for a number of disease categories in 

exposed children compared to those not exposed at 1- and 5-years, in Tasmania, Australia. At 

five years of age, exposed children had 26% higher overall presentation to ED and 45% higher 

overall admissions into hospital through ED compared to unexposed children.  Greater health 

service utilisation was therefore associated with being exposed to passive smoking during 

pregnancy. Among the disease categories assessed, there was higher rates of ED presentation 

and hospital admissions for respiratory; eye, ear, nose, and throat illnesses; systemic and 

parasitic infections and psychosocial/other presentations in exposed children. There was an 

associated dose response relationship between the reported number of cigarettes per day 

smoked by the mother (none, <10 per day and ≥10 per day) for both overall ED presentation 

and admission through ED in almost all major disease categories. 

Chapter 6 examined the reliability and validity of a retrospective questionnaire on prolonged 

passive smoking exposure from childhood in Australian children using three measures of 

passive smoking exposure derived from the CDAH questionnaire: total household smokers, 

cumulative years of exposure, and severity of exposure. The number of total household 

smokers ranged from 0 to 5 (mean 0.9 SD 1.0); cumulative years of exposure ranged from 0 to 

106 years (mean 10.5 SD 13.9) and severity of exposure ranged from 0 to 318 (mean 24.4 SD 

36.0). The three derived retrospective measures demonstrated reliability through having good 

internal consistency and moderate agreement with a similar measure in childhood. The 

retrospective measures were also associated with a range of participant characteristics in the 

expected direction, including participant smoking and measures of lung function, suggesting 

convergent validity. These combined findings suggest that these measures are reliable and valid 

to measure prolonged passive smoke exposure in childhood from questions asked up to two 

decades later. This instrument (questionnaire) could fill the gap of a lack of a validated measure 
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for prolonged exposure to passive smoking during childhood. The derived measures were 

subsequently used as exposure measures in Chapter 7. 

Chapter 7 assessed the association of exposure to passive smoking during childhood on 

cardiovascular function in adulthood. The outcomes of interest considered as markers of 

subclinical cardiovascular disease were central and peripheral blood pressures (systolic and 

diastolic), and left ventricular dysfunction measured by global longitudinal strain (GLS). 

Central systolic and diastolic pressure were significantly higher in participants who were 

exposed compared to unexposed participants. Peripheral systolic and diastolic blood pressures 

were associated with total household smokers but only in the minimally adjusted analysis. GLS 

was significantly decreased in exposed participants compared to the unexposed in terms of 

cumulative years of exposure to passive smoke during childhood. GLS and central blood 

pressure may be considered early markers of cardiovascular disease and were adversely 

affected in those exposed to higher levels of passive smoke during childhood. These findings 

could have long term implications for these people’s health.  

Chapter 8 was a pilot study that assessed the effect of exposure to passive smoking during 

pregnancy and childhood on cardiovascular health in adulthood. The measures of passive 

smoke exposure in this study were maternal smoking during pregnancy, maternal exposure to 

passive smoke during pregnancy, maternal smoking during postnatal period, maternal exposure 

to passive smoke during the postnatal period, exposure to passive smoke in childhood, and 

cumulative exposure across all periods. There was an increase in peripheral diastolic blood 

pressure in participants exposed to passive smoking during pregnancy alone compared to the 

unexposed. However, the association between passive smoke exposure with peripheral systolic 

blood pressure had effect sizes comparable to those for diastolic blood pressure and were not 

statistically significant. Significantly lower left ventricular function as measured by global 

longitudinal strain was observed in those exposed to both passive smoking during pregnancy 
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and passive smoking during childhood. This result is generally concordant with the results in 

Chapter 7, supporting the finding that exposure to passive smoking during childhood negatively 

affects a range of markers of cardiovascular health into adulthood. 

9.3 Implications  

The findings in this thesis have implications for policy and practice in public health and clinical 

care, as well as research. Though many sections of this thesis treated exposure to passive 

smoking during pregnancy and during childhood as different entities they are interrelated 

phenomena, a situation which has implications for how the findings may be translated into 

improvements in health for children and adults. 

9.3.1 Greater knowledge on the magnitude and impact of passive smoke exposure in 

childhood 

This thesis illustrates prevalence of maternal smoking during pregnancy is still high in 

Tasmania compared to other states in Australian affecting 16. 4% in 2013-14. As a state, 

Tasmania may observe more long terms effects of exposure to passive smoking than other 

states in Australia. I have shown that the adverse effects of exposure to passive smoking during 

pregnancy and passive smoking during childhood may start within the first year after birth but 

may also be apparent many years after the exposure occurred in adulthood. Effects in adulthood 

could also be complicated by continued exposure to passive smoking during childhood, and 

from direct exposure from own smoking.  

Adverse effects on the cardiovascular system may be subtle as assessed in the studies 

undertaken during young to mid adulthood in this thesis. But it is possible that the problems 

identified could progress to become overt clinical cardiovascular conditions later in life 

reflecting increased risk thereof. Similarly, the lower GLS suggesting left ventricular 
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dysfunction and higher central systolic blood pressure observed after exposure in childhood 

may be an early sign of disease. Of importance is there is evidence of tracking of blood pressure 

levels across life.322 Overt cardiovascular diseases may have consequent effects on morbidity 

and mortality. Adverse effects due to passive smoking during adulthood has been suggested to 

be life-long, especially for the risk of developing cardiovascular diseases.331 One can also 

postulate that higher presentations to ED and admissions through ED for respiratory and non-

respiratory diseases observed at 5 years could also occur later in life when participants are in 

their 20s and 30s, particularly if the associations found were the result of epigenetic 

modifications,264, 265 that cannot be expected to be modified at older age. In summary, I found 

considerable evidence that exposure to passive smoke in either pregnancy or childhood was 

associated with a range of poorer health outcomes that span childhood to early adulthood, 

including but not limited to cardiovascular disease and respiratory illness.  

9.3.2 Need for innovation in interventions to reduce passive smoke exposure in children 

From the findings in this thesis, it is clear that existing programs to prevent exposure of children 

to passive smoking especially during pregnancy are not fully effective. Thus, newer 

interventions are needed, or old interventions requires changes to make them more effective.  

Smoking during pregnancy is a key touch point for reducing exposure. I saw that if women did 

not quit during an ‘early’ pregnancy (noting I could not clearly identify the first pregnancy) 

then they were very unlikely to quit for subsequent pregnancies. There are examples of 

innovative interventions to increase smoking cessation among women who are pregnant in 

Tasmania, in Australia that the findings in this thesis support their implementation. These 

innovative interventions were not yet operational during the study period (period data covered).  

In the state of Tasmania, a pilot program to test the use of carbon monoxide monitoring in 

pregnant women during antenatal care was undertaken between July 2018 to June 2019. This 
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program was based on a UK initiative that reported to give women who are motivated to quit 

extra leverage to quit. The program also offers midwives an extra opportunity to discuss 

cessation with pregnant smokers.332 The evaluation report of the pilot project of the ‘Antenatal 

Carbon Monoxide Monitoring in Tasmania’ showed that this approach is helping detect women 

exposed to smoking (either by their own active smoking or others smoking around them) and 

led to an 8-fold increase in the number of smokers who are referred to cessation services (10%, 

2016;  80%, 2018/19).333  There is a need for the Tasmanian Government to fully fund and roll 

out this pilot across the Tasmanian Health Service to enhance smoking cessation rate during 

pregnancy and protect children from exposure during pregnancy and beyond. Reduced resource 

use among children within 5 years of life will have considerable economic benefit. 

Another positive aspect of this pilot project is that it used a different set of questions to collect 

data on maternal smoking during pregnancy compared with questions used for National 

perinatal Data Collection. The project staff have advocated assimilation of the questions in 

future data collection to improve consistency.333 The questions asks “Do you smoke?” and 

pregnant women were to answer, ‘never smoked’, ‘no’, ‘quit in the last 12 months’, ‘recently 

quit (before 1st visit)’, ‘yes’ and ‘not known’. These options would provide more valuable data 

to measure women who quit before and during pregnancy and evaluate interventions that work 

in reducing smoking.  

Other interventions that are of interest to address smoking during pregnancy and after delivery 

include: 

The Quit for You, Quit for Two mobile phone application which may be useful in helping 

pregnant women and those planning to have children to quit. This phone App has tips on how 

to tackle craving, exercises to help maintain abstinence, shows weekly progress of  baby’s 

development and savings made by not smoking.334 But whether this App is effective is not 
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known and an evaluation is required. There are no studies on their effectiveness. A study on 

the quality and content of free smoking cessation Apps available in Australia showed that most 

were of low quality in terms of usability, engagement with users, artistic appearance and nature 

of information available.335 In a world now increasingly embracing Apps, there is a need to 

improve and promote any App that could effectively and efficiently reduce exposure of 

children to passive smoking. 

Family-based interventions can also help both the mother and their partner to quit smoking.  

Quit Together, a telephone counselling program, that has been implemented in Romania shows 

that couple counselling is effective in aiding parents quit during pregnancy,336, 337 and could be 

useful in maintaining abstinence during the postnatal period.337 Couple-based interventions 

could include discussions on smoking hygiene at home. Extension of smoke-free areas to 

public housing or apartment buildings, especially where there are children, has been 

recommended by the National Preventative Health Taskforce to protect more children during 

their childhood.338 The findings in this thesis supports implementation of this recommendation. 

9.3.3 Public and stakeholder’s awareness on broader health effects of passive smoke 

exposure in children 

There seems to be a lack of public and stakeholder’s awareness of the longer term and broader 

range of the effects of childhood exposure to passive smoking. In most studies, the ‘traditional’ 

adverse effects include respiratory illnesses like upper respiratory tract infections and asthma. 

More studies are needed on the awareness of the populace on the broader range of side effects 

and to update resources with the full range of side effects as there were limited studies on 

resource use and cardiovascular effects after exposure to passive smoking during childhood. 

Inclusion of these ‘newer’ adverse effects and their impact in awareness programmes could 

enhance quit attempts. Publicly available information about adverse effects of smoking during 
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pregnancy and passive smoke exposure in children should be updated to include a wider range 

of diseases. Resources that should be updated include Australian Government Department of 

Health website,339 Royal Australian College of General Practitioners cessation guide for health 

professionals273 and The Royal Children’s Hospital, Melbourne website.340  

9.4 Future directions 

As already highlighted, exposure to passive smoking during pregnancy and to passive smoking 

during childhood is declining globally but there is no safe level of exposure. There are more 

studies reporting the trend for exposure to passive smoking during pregnancy compared to 

exposure to passive smoking during childhood. Nevertheless, exposure to passive smoking 

during pregnancy and passive smoking during childhood independently led to adverse health 

effects in children in the studies within this thesis. The imbalanced investigation may mean 

that interventions geared towards the prevention of exposure to passive smoking in children 

may also be skewed more towards exposure to passive smoking during pregnancy. This 

situation needs to be addressed, with potential future directions described below. 

9.4.1 Further validation and use of retrospective passive smoke exposure questionnaire 

This thesis highlighted the reliability and validity of a life course questionnaire utilised for 

examination of the adverse health effects due to exposure to passive smoking during childhood. 

This thesis therefore suggests a new way to assess passive smoke exposure in childhood 

retrospectively. Researchers are encouraged to use this measure and continue to test its 

reliability and validity in other samples. The findings that a valid and reliable recall 'estimate' 

of childhood exposure might be useful for subsequent cardiovascular risk prediction among 

adults. 
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9.4.2 Measurement of passive smoke exposure in children 

Data on maternal smoking during pregnancy is routinely collected and reported in Australia.66 

It would be useful to expand data collection to include maternal exposure to passive smoking 

during pregnancy and delineate the source of the exposure, e.g. paternal smoking or otherwise. 

In this way other potential sources of exposure could be recorded. The implication of the 

limited current measurement is that the adverse health effects associated with maternal 

smoking during pregnancy are likely underestimated, but also there is a missed opportunity to 

be able to intervene to help reduce exposure at household level. Professional cessation support 

counselling has been shown to work better with the involvement of the pregnant mother’s 

social support network.341 

There should be better collection of data on of exposure to passive smoking during childhood 

in more health care settings and in research studies. Improvements may include considering 

different stages of childhood (e.g. early childhood, middle childhood, and adolescence). 

National guidelines in US recommend screening for exposure to tobacco smoke in children 

during all paediatric consultations, but almost half of the children presenting in emergency 

departments are not screened, even when they present with tobacco-smoke exposure related 

illness.342  This thesis shows that collecting such data in the ED where many children are 

presenting could be important in determining resource use. Having such data would offer the 

opportunity to intervene to reduce parental exposure. It could also be possible to collect and 

routinely report data on passive smoke exposure of children from different health care settings 

including ED and immunisation clinics. 

9.4.3 Holistic interventions to reduce passive smoke exposure in children 

Maternal smoking during pregnancy is declining in Tasmania. This is good news as Tasmania 

has had the second highest prevalence in Australia for almost a decade.343 But an increasing 
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population may mean that the absolute number of children exposed will still be large over the 

years and the change in prevalence little. We will need to continue to make sure interventions, 

including the Antenatal Carbon Monoxide Monitoring program, are effective, scaled up and 

well-funded. Intervention to aid pregnant women to quit smoking should include long term 

follow-up and support. One systematic review showed that 43% of women who quit smoking 

during pregnancy restart smoking at 6 months postpartum.344  

Holistic interventions to support mothers to engage in healthy lifestyles during their pregnancy 

could be useful. Other health behaviours like drinking alcohol during pregnancy were 

associated with maternal smoking during pregnancy in this thesis. Under Action Area 3 of 

Tasmanian Tobacco Control Plan, “reduce smoking by high prevalence groups”,15 pregnant 

women, middle-aged males, young people, Aboriginal and Torres Strait Islander peoples, 

people experiencing mental ill-health and people from low socio-economic areas were listed 

as special priority groups. People with children should be added to increase the focus on 

protecting children against exposure to passive smoking. As mentioned earlier, involvement of 

a pregnant mothers support network improves cessation results. 341 Possibly, families or parents 

with other associated adverse health behaviours like alcoholism can be added too. Change in 

prevalence of exposure to passive smoking during childhood will likely have a positive impact 

on exposure to passive smoking during pregnancy and vice versa If there are subsequent 

pregnancies and births. 

Through historical data this thesis has shown that a significant number of children were being 

exposed to tobacco smoke across their childhood, although recent data suggests exposure is 

now much reduced. Multi-faceted interventions targeted at preventing passive smoke exposure 

to children to assist further decline after the reported decline in exposure of children at home 

in Australia fell from 19.7% in 2001 to just 2.1% in 2019. Of note is that the proportion of 

smokers not planning to quit has not changed in the last ten years.345 Programs with a multi-



CHAPTER 9:  Summary, implications, and future directions 
 

232 | P a g e  
 

level approach including community (e.g. schools), healthcare (e.g. infant immunisation clinics 

and emergency departments) settings could have positive results. A Cochrane review has 

showed some decrease in exposure to passive smoking achieved across these three settings.346 

Specific interventions to address exposure of children through these settings were not included 

in the Tasmanian Tobacco Control Plan.15 More needs to be done to ensure that health care 

professionals across settings have the skills to deliver smoking cessation advice. Research has 

shown that healthcare professionals including general practitioners, obstetricians, midwives are 

good at the assessment of smoking among pregnant women but less often provide practical 

quitting support, such as prescribing NRT for pregnant women.347 Proper implementation of 

multi-faceted interventions is needed to reduce exposure of children to passive smoking. 

9.4.4 Costs of exposure to passive smoke in childhood  

This thesis uncovered a hidden burden of disease in children below five years due to exposure 

to passive smoking during pregnancy. According to the findings, there were higher 

presentations to ED for a wide range of non-respiratory and respiratory diseases and conditions 

and higher admission into hospital through ED associated with passive smoke exposure during 

pregnancy. Exposed children therefore require higher levels of healthcare resources.  Thus, 

there could be potential “cost savings” through reduced service use if we can eliminate or 

minimise exposure to maternal smoking during pregnancy. Apart from higher rates of ED 

presentations and hospital admissions identified in this thesis, exposed children have elsewhere 

been identified as spending more days in hospital.348 For example, children exposed to passive 

smoking during pregnancy were reported to have spent more days in hospital within their first 

five years of life with a higher adjusted mean cost difference of £462 if exposed to up to 20 

cigarettes per day during pregnancy compared to children not exposed.348 These findings will 



CHAPTER 9:  Summary, implications, and future directions 
 

233 | P a g e  
 

be conservative as they do not include costs after these children are above five years of age, 

they also do not include indirect costs.  

Studies undertaken from a societal perspective that have assessed the indirect costs of exposure 

to passive smoke during pregnancy and childhood suggests the cost is substantial. Children 

exposed to passive smoke during childhood spend 1.5 days more per year being absent from 

school compared to unexposed children, and absence from work for their caregivers costs the 

economy an estimated $227 million per year.349 Another study estimated that attention deficit 

hyperactivity disorder -associated  with  passive smoke exposure costs the US educational 

system between $2.90 to $9.23 billion.350 There is a need for detailed analysis of the direct and 

indirect costs associated with passive smoke exposure in children accounting for a wide range 

of health effects. These data will be useful for advocacy efforts to ensure continued investment 

in programs to reduce smoking, particularly among children. 

9.4.5 Data linkage to increase efficiencies in research 

This study highlights the usefulness of data linkage which can convert routinely collected data 

into a longitudinal data. This data linkage provides researchers with access to data on many 

factors that may influence health over a life course. A limitation of this type of research is that 

there are a number of factors that cannot be examined as exposures or confounders because 

they are not collected during routine data collection processes. This situation suggests the 

potential benefits of linking other non-health datasets to access other relevant data, such as 

community services or education datasets.  

The possibility of linking the very large administrative Tasmanian Infant Health Study to state-

wide public hospital and death records should be explored. Such linkage could aid in studying 

more possible adverse effects of passive smoke exposure including those outside of the 

healthcare setting.  
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9.4.6 Longer follow-up studies of children exposed to passive smoke in childhood 

Longer follow up studies of the ongoing effects of passive smoke exposure in childhood on 

health into older age may be helpful to determine if the identified increase or differential in 

presentations and admissions due to exposure to passive smoking during pregnancy remained 

or got worse. This thesis also showed different results for the 1-year and 5-years old which 

suggests the potential trajectory of health service use within the participants and between 

disease categories. This trajectory in terms of admissions could worsen with age as suggested 

by this thesis including spending more days in hospital admission as suggested by other 

researchers.348 Increased hospitalization or associated higher death rate in adult age could also 

be evaluated through follow-up studies depending on the availability of data. Follow up studies 

may be beneficial to strategic health planning in Tasmania. However, the present findings still 

have direct relevance to the Tasmanian healthcare system and for Tasmanians in terms of data 

collection, service utilization, planning of service delivery and in the training of healthcare 

professionals.  

9.4.7 Threshold of exposure at which adverse effects are observed 

This thesis looked at health outcomes that span the severity of potential outcomes ranging from 

subclinical processes, e.g. cardiac structure measured by echocardiography, through to 

illnesses requiring hospital admission. In the examination of adverse health effects, hospital 

record of presentation and admission for an illness can help circumvent recall bias that may 

occur with a questionnaire though it may skew severity as only people with advanced disease 

will go to hospital. For subclinical dysfunctions, technology now offers us the chance to detect 

this with a new level of precision. A subclinical diagnosis could aid discovery of at what age 

range adverse effect starts becoming apparent and examination of if modifying lifestyle could 

slow the progression to clinical disease. We also looked at a range of ways of quantifying 
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exposure to passive smoke from ‘simple’ measures of a mother ever smoking during pregnancy, 

through to complex combinations of years of exposure by many individuals. Most studies of 

passive smoke exposure do not examine the number of cigarettes, maybe due to the difficulty 

in measuring this accurately. I attempted to overcome this by having a range of exposure 

measures.  Researchers should develop proxies to the measurement of dose of exposure with 

whatever information available in their data. Expansion of the measurement of exposure could 

include the severity of exposure, cumulative years of exposure, total household smokers as 

used in this thesis. This will give researchers the leverage to further suggest that these adverse 

effects depend on the number of persons exposed to (total household smokers), the number of 

years the exposure occurred (cumulative years of exposure) or on if the exposure occurs while 

in the same room with a smoker (severity of exposure index). 

9.5 Conclusion 

The fight against exposure of children to passive smoking during pregnancy and passive 

smoking during childhood is an important public health issue to protect the next generation and 

the generation after next. Continued improvement in data collection (including historical data) 

and increased awareness of the adverse health effects associated with the passive smoke is 

needed. Both are veritable tools in this fight. Like the success achieved in the decline of 

exposure to passive smoking during pregnancy, success can be achieved in terms of prevention 

of these adverse health effects associated with exposure to passive smoking during pregnancy 

and passive smoking during childhood. 

 

 

 

 



Publication 1 
 

236 | P a g e  
 

Publication 1 

 

 



Publication 1 
 

237 | P a g e  
 

 

 

 



Publication 1 
 

238 | P a g e  
 

 

 



Publication 1 
 

239 | P a g e  
 

 

 



Publication 1 
 

240 | P a g e  
 

 

 

 



Publication 1 
 

241 | P a g e  
 

 

 

 



Publication 1 
 

242 | P a g e  
 

 

 

 



Publication 1 
 

243 | P a g e  
 

 

 

 



Publication 1 
 

244 | P a g e  
 

 

 

 



Publication 1 
 

245 | P a g e  
 

 

 

 



Publication 2 
 

246 | P a g e  
 

Publication 2 

 



Publication 2 
 

247 | P a g e  
 

 

 

 



Publication 2 
 

248 | P a g e  
 

 

 

 



Publication 2 
 

249 | P a g e  
 

 

 

 



Publication 2 
 

250 | P a g e  
 

 

 

 



Publication 2 
 

251 | P a g e  
 

 

 

 



Publication 2 
 

252 | P a g e  
 

 

 

 



Publication 2 
 

253 | P a g e  
 

 

 

 



Publication 2 
 

254 | P a g e  
 

 

 

 



Publication 2 
 

255 | P a g e  
 

 

 

 



Publication 2 
 

256 | P a g e  
 

 

 

 



Publication 2 
 

257 | P a g e  
 

 

 

 

 



Publication 2 
 

258 | P a g e  
 

 

 

 

 



Publication 2 
 

259 | P a g e  
 

 

 

 



Publication 2 
 

260 | P a g e  
 

 

 

 



Publication 2 
 

261 | P a g e  
 

 

 

 

 



Publication 2 
 

262 | P a g e  
 

 

 

 



Publication 2 
 

263 | P a g e  
 

 

 

 

 



Publication 2 
 

264 | P a g e  
 

 

 

 

 



Letter from AHA media team 
 

265 | P a g e  
 

Letter from AHA media team  

 



References 
 

266 | P a g e  
 

References 

1. Wipfli H, Samet JM. One Hundred Years in the Making: The Global Tobacco Epidemic. 

Annual review of public health. 2016;37(1):149-166. 

2. Marshall TR. The 1964 Surgeon General's report and Americans' beliefs about smoking. 

Journal of the history of medicine and allied sciences. 2015;70(2):250-278. 

3. Gravely S, Giovino GA, Craig L, Commar A, D'Espaignet ET, Schotte K, et al. 

Implementation of key demand-reduction measures of the WHO Framework Convention on 

Tobacco Control and change in smoking prevalence in 126 countries: an association study. 

The Lancet Public health. 2017;2(4):e166-e174. 

4. World Health Organization. Global Health Observatory (GHO) data: Global situation, 

Selected Tobacco Control Policies, 2014. https://www.who.int/gho/tobacco/policies/en/. 

Accessed 27 April, 2020. 

5. Islami F, Stoklosa M, Drope J, Jemal A. Global and Regional Patterns of Tobacco Smoking 

and Tobacco Control Policies. European urology focus. 2015;1(1):3-16. 

6. Heydari G. Which countries are the best on tobacco control? A Quantitative Analysis of the 

MPOWER 2017. Tobacco prevention & cessation. 2018;4(Supplement). 

7. Council of Australian Governments. National Partnership Agreement on Preventive Health, 

2009. http://health.gov.au/internet/anpha/publishing.nsf/Content/npaph. 

8. British American Tobacco Australia. Australia's tobacco industry. 

http://www.bata.com.au/group/sites/BAT_9RNFLH.nsf/vwPagesWebLive/DO9RNMPD?ope

ndocument. Published 2010. 

9. Tobacco Control Laws. United States v. Philip Morris USA Inc., et al. Civil Action No. 99–

2496 (GK). https://www.tobaccocontrollaws.org/litigation/decisions/us-20160208-united-

states-v.-philip-morris. Published 2006. 

10. World Health Organization. WHO 2013 Global Health Observatory (GHO), 2013. 

https://www.who.int/gho/tobacco/en/. Accessed 30 April, 2020. 

http://health.gov.au/internet/anpha/publishing.nsf/Content/npaph
http://www.bata.com.au/group/sites/BAT_9RNFLH.nsf/vwPagesWebLive/DO9RNMPD?opendocument
http://www.bata.com.au/group/sites/BAT_9RNFLH.nsf/vwPagesWebLive/DO9RNMPD?opendocument
https://www.tobaccocontrollaws.org/litigation/decisions/us-20160208-united-states-v.-philip-morris
https://www.tobaccocontrollaws.org/litigation/decisions/us-20160208-united-states-v.-philip-morris
https://www.who.int/gho/tobacco/en/


References 
 

267 | P a g e  
 

11. West R. Tobacco smoking: Health impact, prevalence, correlates and interventions. Psychol 

Health. 2017;32(8):1018-1036. 

12. Australian Bureau of Statistics. National Health Survey: First Results 2017-18. 

https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/4B3976684C09F43FCA258399001

CE630/$File/4364.0.55.001%20-%20national%20health%20survey,%20first%20results,%20

2017-18.pdf. Published 2018. Accessed 28 April, 2020. 

13. Arrazola RA, Ahluwalia IB, Pun E, Garcia de Quevedo I, Babb S, Armour BS. Current 

Tobacco Smoking and Desire to Quit Smoking Among Students Aged 13-15 Years - Global 

Youth Tobacco Survey, 61 Countries, 2012-2015. MMWR Morbidity and mortality weekly 

report. 2017;66(20):533-537. 

14. Ng M, Freeman MK, Fleming TD, Robinson M, Dwyer-Lindgren L, Thomson B, et al. 

Smoking Prevalence and Cigarette Consumption in 187 Countries, 1980-2012. JAMA. 

2014;311(2):183-192. 

15. Tasmanian Government. Tasmanian Tobacco Control Plan 2017-21. 

https://www.dhhs.tas.gov.au/__data/assets/word_doc/0009/260001/Tobacco_Control_Plan_2

017-2021_web_accessible.docx. Published 2017. 

16. Warner KE, Mackay J. The global tobacco disease pandemic: nature, causes, and cures. 

Global public health. 2006;1(1):65-86. 

17. Victoria State Government. Passive smoking 

https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/passive-smoking. 

Published 2018. 

18. Canadian Centre for Occupational Health and Safety. Environmental Tobacco Smoke (ETS): 

General Information and Health Effects. 

https://www.ccohs.ca/oshanswers/psychosocial/ets_health.html. Accessed 29 April, 2020. 

19. Campbell M, Ford C, Winstanley M. 4.17 Health effects of secondhand smoke for infants and 

children. In: Greenhalgh E, Scollo M, Winstanley M, editors. Tobacco in Australia: Facts & 

issues. Melbourne: Cancer Council Victoria; 2020. 

https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/4B3976684C09F43FCA258399001CE630/$File/4364.0.55.001%20-%20national%20health%20survey,%20first%20results,%202017-18.pdf
https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/4B3976684C09F43FCA258399001CE630/$File/4364.0.55.001%20-%20national%20health%20survey,%20first%20results,%202017-18.pdf
https://www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/4B3976684C09F43FCA258399001CE630/$File/4364.0.55.001%20-%20national%20health%20survey,%20first%20results,%202017-18.pdf
https://www.dhhs.tas.gov.au/__data/assets/word_doc/0009/260001/Tobacco_Control_Plan_2017-2021_web_accessible.docx
https://www.dhhs.tas.gov.au/__data/assets/word_doc/0009/260001/Tobacco_Control_Plan_2017-2021_web_accessible.docx
https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/passive-smoking
https://www.ccohs.ca/oshanswers/psychosocial/ets_health.html


References 
 

268 | P a g e  
 

20. Suzuki M, Thiem VD, Yanai H, Matsubayashi T, Yoshida LM, Tho LH, et al. Association of 

environmental tobacco smoking exposure with an increased risk of hospital admissions for 

pneumonia in children under 5 years of age in Vietnam. Thorax. 2009;64(6):484-489. 

21. Miyahara R, Takahashi K, Anh NT, Thiem VD, Suzuki M, Yoshino H, et al. Exposure to 

paternal tobacco smoking increased child hospitalization for lower respiratory infections but 

not for other diseases in Vietnam. Scientific reports. 2017;7:45481. 

22. Trédaniel J, Boffetta P, Little J, Saracci R, Hirsch A. Exposure to passive smoking during 

pregnancy and childhood, and cancer risk: the epidemiological evidence. Paediatric and 

perinatal epidemiology. 1994;8(3):233-255. 

23. Bahl V, Jacob P, 3rd, Havel C, Schick SF, Talbot P. Thirdhand cigarette smoke: factors 

affecting exposure and remediation. PloS one. 2014;9(10):e108258. 

24. Talhout R, Schulz T, Florek E, van Benthem J, Wester P, Opperhuizen A. Hazardous 

compounds in tobacco smoke. International journal of environmental research and public 

health. 2011;8(2):613-628. 

25. Benowitz NL. Cotinine as a biomarker of environmental tobacco smoke exposure. 

Epidemiologic reviews. 1996;18(2):188-204. 

26. Campo L, Polledri E, Bechtold P, Gatti G, Ranzi A, Lauriola P, et al. Determinants of active 

and environmental exposure to tobacco smoke and upper reference value of urinary cotinine 

in not exposed individuals. Environmental research. 2016;148:154-163. 

27. Eskenazi B, Prehn AW, Christianson RE. Passive and active maternal smoking as measured 

by serum cotinine: the effect on birthweight. American journal of public health. 1995;85. 

28. Vardavas CI, Fthenou E, Patelarou E, Bagkeris E, Murphy S, Hecht SS, et al. Exposure to 

different sources of second-hand smoke during pregnancy and its effect on urinary cotinine 

and tobacco-specific nitrosamine (NNAL) concentrations. Tob Control. 2013;22(3):194-200. 

29. Scheidweiler KB, Marrone GF, Shakleya DM, Singleton EG, Heishman SJ, Huestis MA. Oral 

fluid nicotine markers to assess smoking status and recency of use. Therapeutic drug 

monitoring. 2011;33(5):609-618. 



References 
 

269 | P a g e  
 

30. Polanska K, Krol A, Kaluzny P, Ligocka D, Mikolajewska K, Shaheen S, et al. Estimation of 

Saliva Cotinine Cut-Off Points for Active and Passive Smoking during Pregnancy-Polish 

Mother and Child Cohort (REPRO_PL). International journal of environmental research and 

public health. 2016;13(12). 

31. Thaqi A, Franke K, Merkel G, Wichmann HE, Heinrich J. Biomarkers of exposure to passive 

smoking of school children: frequency and determinants. Indoor air. 2005;15(5):302-310. 

32. Spector LG, Murphy SE, Wickham KM, Lindgren B, Joseph AM. Prenatal tobacco exposure 

and cotinine in newborn dried blood spots. Pediatrics. 2014;133(6):e1632-1638. 

33. Berman T, Barnett-Itzhaki Z, Axelrod R, Keinan-Boker L, Shimony T, Goldsmith R, et al. 

Socioeconomic inequalities in exposure to environmental tobacco smoke in children in Israel. 

Environ Int. 2018;121(Pt 1):643-648. 

34. Jarvis MJ, Mindell J, Gilmore A, Feyerabend C, West R. Smoke-free homes in England: 

prevalence, trends and validation by cotinine in children. Tob Control. 2009;18(6):491-495. 

35. Desouky Del S, Elnemr G, Alnawawy A, Taha AA. The Relation between Exposure to 

Environmental Tobacco Smoke and the Quantity of Cotinine in the Urine of School Children 

in Taif City, Saudi Arabia. Asian Pacific journal of cancer prevention : APJCP. 

2016;17(1):139-145. 

36. Fu M, Martínez-Sánchez JM, Galán I, Pérez-Ríos M, Sureda X, López MJ, et al. Variability 

in the correlation between nicotine and PM2.5 as airborne markers of second-hand smoke 

exposure. Environmental research. 2013;127:49-55. 

37. Cameron M, Brennan E, Durkin S, Borland R, Travers MJ, Hyland A, et al. Secondhand 

smoke exposure (PM2.5) in outdoor dining areas and its correlates. Tob Control. 

2010;19(1):19-23. 

38. Avila-Tang E, Elf JL, Cummings KM, Fong GT, Hovell MF, Klein JD, et al. Assessing 

secondhand smoke exposure with reported measures. Tob Control. 2013;22(3):156-163. 

39. Srisukhumbowornchai S, Krikov S, Feldkamp ML. Self-reported maternal smoking during 

pregnancy by source in Utah, 2003-2007. Birth defects research Part A, Clinical and 

molecular teratology. 2012;94(12):996-1003. 



References 
 

270 | P a g e  
 

40. Vartiainen E, Seppala T, Lillsunde P, Puska P. Validation of self reported smoking by serum 

cotinine measurement in a community-based study. Journal of epidemiology and community 

health. 2002;56(3):167-170. 

41. Homa DM, Neff LJ, King BA, Caraballo RS, Bunnell RE, Babb SD, et al. Vital signs: 

disparities in nonsmokers' exposure to secondhand smoke--United States, 1999-2012. MMWR 

Morbidity and mortality weekly report. 2015;64(4):103-108. 

42. Max W, Sung HY, Shi Y. Who is exposed to secondhand smoke? Self-reported and serum 

cotinine measured exposure in the U.S., 1999-2006. International journal of environmental 

research and public health. 2009;6(5):1633-1648. 

43. Raghuveer G, White DA, Hayman LL, Woo JG, Villafane J, Celermajer D, et al. 

Cardiovascular Consequences of Childhood Secondhand Tobacco Smoke Exposure: 

Prevailing Evidence, Burden, and Racial and Socioeconomic Disparities: A Scientific 

Statement From the American Heart Association. Circulation. 2016;134(16):e336-e359. 

44. Banderali G, Martelli A, Landi M, Moretti F, Betti F, Radaelli G, et al. Short and long term 

health effects of parental tobacco smoking during pregnancy and lactation: a descriptive 

review. Journal of translational medicine. 2015;13:327-327. 

45. Merianos AL, Dixon CA, Mahabee-Gittens EM. Tobacco Smoke Exposure-Related Illnesses 

Among Pediatric Emergency Department Patients. Journal of pediatric health care : official 

publication of National Association of Pediatric Nurse Associates & Practitioners. 

2017;31(2):161-166. 

46. Lannero E, Wickman M, Pershagen G, Nordvall L. Maternal smoking during pregnancy 

increases the risk of recurrent wheezing during the first years of life (BAMSE). Respiratory 

research. 2006;7:3. 

47. Henderson AJ, Sherriff A, Northstone K, Kukla L, Hruba D. Pre- and postnatal parental 

smoking and wheeze in infancy: cross cultural differences. Avon Study of Parents and 

Children (ALSPAC) Study Team, European Longitudinal Study of Pregnancy and Childhood 

(ELSPAC) Co-ordinating Centre. The European respiratory journal. 2001;18(2):323-329. 



References 
 

271 | P a g e  
 

48. Fuentes-Leonarte V, Estarlich M, Ballester F, Murcia M, Esplugues A, Aurrekoetxea JJ, et al. 

Pre- and postnatal exposure to tobacco smoke and respiratory outcomes during the first year. 

Indoor air. 2015;25(1):4-12. 

49. Tsai C-H, Huang J-H, Hwang B-F, Lee YL. Household environmental tobacco smoke and 

risks of asthma, wheeze and bronchitic symptoms among children in Taiwan. Respiratory 

research. 2010;11(1):11-11. 

50. Sun K, Zhang Y, Tian Y, Jiang X. Environmental tobacco smoke exposure and risk of 

habitual snoring in children: a meta-analysis. Journal of epidemiology and community health. 

2018;72(11):1064-1070. 

51. Bugova G, Janickova M, Uhliarova B, Babela R, Jesenak M. The effect of passive smoking 

on bacterial colonisation of the upper airways and selected laboratory parameters in children. 

Acta Otorhinolaryngol Ital. 2018;38(5):431-438. 

52. Gall S, Huynh QL, Magnussen CG, Juonala M, Viikari JSA, Kähönen M, et al. Exposure to 

parental smoking in childhood or adolescence is associated with increased carotid intima-

media thickness in young adults: evidence from the Cardiovascular Risk in Young Finns 

study and the Childhood Determinants of Adult Health Study. European Heart Journal. 

2014;35(36):2484-2491. 

53. Education Encyclopedia. Stages of growth in child development. 

https://education.stateuniversity.com/pages/1826/Child-Development-Stages-

Growth.html#ixzz0j0jMHgRB. 

54. Tang S, Wang Y, Gong X, Wang G. A Meta-Analysis of Maternal Smoking during 

Pregnancy and Autism Spectrum Disorder Risk in Offspring. International journal of 

environmental research and public health. 2015;12(9):10418-10431. 

55. Antonopoulos CN, Sergentanis TN, Papadopoulou C, Andrie E, Dessypris N, Panagopoulou 

P, et al. Maternal smoking during pregnancy and childhood lymphoma: a meta-analysis. 

International journal of cancer. 2011;129(11):2694-2703. 

https://education.stateuniversity.com/pages/1826/Child-Development-Stages-Growth.html#ixzz0j0jMHgRB
https://education.stateuniversity.com/pages/1826/Child-Development-Stages-Growth.html#ixzz0j0jMHgRB


References 
 

272 | P a g e  
 

56. Thacher JD, Gruzieva O, Pershagen G, Neuman A, Wickman M, Kull I, et al. Pre- and 

postnatal exposure to parental smoking and allergic disease through adolescence. Pediatrics. 

2014;134(3):428-434. 

57. Haberg SE, Stigum H, Nystad W, Nafstad P. Effects of pre- and postnatal exposure to 

parental smoking on early childhood respiratory health. American journal of epidemiology. 

2007;166(6):679-686. 

58. Mahfoud Z, Saad S, Haddad P, Chaaya M. Determinants of change in paternal smoking 

trends during pregnancy in Lebanon. Acta obstetricia et gynecologica Scandinavica. 

2010;89(4):587-591. 

59. Riedel C, Schonberger K, Yang S, Koshy G, Chen YC, Gopinath B, et al. Parental smoking 

and childhood obesity: higher effect estimates for maternal smoking in pregnancy compared 

with paternal smoking--a meta-analysis. Int J Epidemiol. 2014;43(5):1593-1606. 

60. Inoue S, Naruse H, Yorifuji T, Kato T, Murakoshi T, Doi H, et al. Impact of maternal and 

paternal smoking on birth outcomes. Journal of public health (Oxford, England). 

2017;39(3):1-10. 

61. Andriani H, Kuo HW. Adverse effects of parental smoking during pregnancy in urban and 

rural areas. BMC pregnancy and childbirth. 2014;14:414. 

62. Lange S, Probst C, Rehm J, Popova S. National, regional, and global prevalence of smoking 

during pregnancy in the general population: a systematic review and meta-analysis. The 

Lancet Global health. 2018;6(7):e769-e776. 

63. Reece S, Morgan C, Parascandola M, Siddiqi K. Secondhand smoke exposure during 

pregnancy: a cross-sectional analysis of data from Demographic and Health Survey from 30 

low-income and middle-income countries. Tobacco Control. 2018. 

64. Smedberg J, Lupattelli A, Mårdby A-C, Nordeng H. Characteristics of women who continue 

smoking during pregnancy: a cross-sectional study of pregnant women and new mothers in 15 

European countries. BMC pregnancy and childbirth. 2014;14(1):213. 



References 
 

273 | P a g e  
 

65. Wang X, Tager IB, Van Vunakis H, Speizer FE, Hanrahan JP. Maternal smoking during 

pregnancy, urine cotinine concentrations, and birth outcomes. A prospective cohort study. Int 

J Epidemiol. 1997;26(5):978-988. 

66. Australian Institute of Health and Welfare. Australia’s mothers and babies 2016—in brief.  

Perinatal statistics series no 34 Cat no PER 97: Canberra: AIHW; 2018. 

67. Tasmanian Government. Council of Obstetrics and Paediatric Mortality Annual Report 2017. 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0011/386858/COPMM_2017_Annual_Re

port_-_accessible.pdf. 

68. Moore BF, Starling AP, Magzamen S, Harrod CS, Allshouse WB, Adgate JL, et al. Fetal 

exposure to maternal active and secondhand smoking with offspring early-life growth in the 

Healthy Start study. Int J Obes (Lond). 2019;43(4):652-662. 

69. Huang SH, Weng KP, Huang SM, Liou HH, Wang CC, Ou SF, et al. The effects of maternal 

smoking exposure during pregnancy on postnatal outcomes: A cross sectional study. Journal 

of the Chinese Medical Association : JCMA. 2017;80(12):796-802. 

70. Nomura Y, Marks DJ, Halperin JM. Prenatal exposure to maternal and paternal smoking on 

attention deficit hyperactivity disorders symptoms and diagnosis in offspring. The Journal of 

nervous and mental disease. 2010;198(9):672-678. 

71. Duijts L, Jaddoe VWV, van der Valk RJP, Henderson JA, Hofman A, Raat H, et al. Fetal 

exposure to maternal and paternal smoking and the risks of wheezing in preschool children: 

the Generation R Study. Chest. 2012;141(4):876-885. 

72. Havard A, Tran DT, Kemp-Casey A, Einarsdottir K, Preen DB, Jorm LR. Tobacco policy 

reform and population-wide antismoking activities in Australia: the impact on smoking during 

pregnancy. Tob Control. 2018;27(5):552-559. 

73. Snodgrass AM, Tan PT, Soh SE, Goh A, Shek LP, van Bever HP, et al. Tobacco smoke 

exposure and respiratory morbidity in young children. Tobacco control. 2016;25(e2):e75-e82. 

74. Mohsin M, Bauman AE, Forero R. Socioeconomic correlates and trends in smoking in 

pregnancy in New South Wales, Australia. Journal of epidemiology and community health. 

2011;65(8):727-732. 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0011/386858/COPMM_2017_Annual_Report_-_accessible.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0011/386858/COPMM_2017_Annual_Report_-_accessible.pdf


References 
 

274 | P a g e  
 

75. Reynolds CME, Egan B, McKeating A, Daly N, Sheehan SR, Turner MJ. Five year trends in 

maternal smoking behaviour reported at the first prenatal appointment. Irish journal of 

medical science. 2017;186(4):971-979. 

76. Mannisto T, Bloigu A, Heino A, Gissler M, Surcel HM. Changes in objectively measured 

smoking in pregnancy by time and legislative changes in Finland: a retrospective cohort 

study. BMJ open. 2016;6(11):e013296. 

77. Ekblad M, Gissler M, Korkeila J, Lehtonen L. Trends and risk groups for smoking during 

pregnancy in Finland and other Nordic countries. European journal of public health. 

2014;24(4):544-551. 

78. Moussa K, Ostergren PO, Grahn M, Kunst AE, Eek F, Essen B. Socioeconomic differences in 

smoking trends among pregnant women at first antenatal visit in Sweden 1982-2001: 

increasing importance of educational level for the total burden of smoking. Tob Control. 

2009;18(2):92-97. 

79. Jaakkola N, Jaakkola MS, Gissler M, Jaakkola JJ. Smoking during pregnancy in Finland: 

determinants and trends, 1987-1997. American journal of public health. 2001;91(2):284-286. 

80. Silveira MF, Matijasevich A, Menezes AM, Horta BL, Santos IS, Barros AJ, et al. Secular 

trends in smoking during pregnancy according to income and ethnic group: four population-

based perinatal surveys in a Brazilian city. BMJ open. 2016;6(2):e010127. 

81. Li H, Hansen AR, McGalliard Z, Gover L, Yan F, Zhang J. Trends in Smoking and Smoking 

Cessation During Pregnancy from 1985 to 2014, Racial and Ethnic Disparity Observed from 

Multiple National Surveys. Maternal and child health journal. 2018;22(5):685-693. 

82. Gilbert NL, Bartholomew S, Raynault MF, Kramer MS. Temporal trends in social disparities 

in maternal smoking and breastfeeding in Canada, 1992-2008. Maternal and child health 

journal. 2014;18(8):1905-1911. 

83. Ananth CV, Kirby RS, Kinzler WL. Divergent trends in maternal cigarette smoking during 

pregnancy: United States 1990-99. Paediatric and perinatal epidemiology. 2005;19(1):19-26. 



References 
 

275 | P a g e  
 

84. Ventura SJ, Hamilton BE, Mathews TJ, Chandra A. Trends and variations in smoking during 

pregnancy and low birth weight: evidence from the birth certificate, 1990-2000. Pediatrics. 

2003;111(5 Pt 2):1176-1180. 

85. Ebrahim SH, Floyd RL, Merritt RK, 2nd, Decoufle P, Holtzman D. Trends in pregnancy-

related smoking rates in the United States, 1987-1996. Jama. 2000;283(3):361-366. 

86. Land GH, Stockbauer JW. Smoking and pregnancy outcome: trends among black teenage 

mothers in Missouri. American journal of public health. 1993;83(8):1121-1124. 

87. Tong VT, Dietz PM, Morrow B, D'Angelo DV, Farr SL, Rockhill KM, et al. Trends in 

smoking before, during, and after pregnancy--Pregnancy Risk Assessment Monitoring 

System, United States, 40 sites, 2000-2010. MMWR Surveill Summ. 2013;62(6):1-19. 

88. Brown HK, Wilk P. Changes in smoking during pregnancy in Ontario, 1995 to 2010: results 

from the Canadian community health survey. Journal of obstetrics and gynaecology Canada : 

JOGC = Journal d'obstetrique et gynecologie du Canada : JOGC. 2014;36(10):878-884. 

89. Hoff GL, Okah FA, Cai J, Liu Y. Smoking during pregnancy rates trends in a high smoking 

prevalence state, 1990-2009. Southern medical journal. 2012;105(12):636-644. 

90. Palma S, Perez-Iglesias R, Pardo-Crespo R, Llorca J, Mariscal M, Delgado-Rodriguez M. 

Smoking among pregnant women in Cantabria (Spain): trend and determinants of smoking 

cessation. BMC public health. 2007;7:65. 

91. Hansen AR, Akomolafe TO, McGalliard Z, Belle-Isle L, Zhang J. Striving to Meet Healthy 

People 2020 Objectives: Trend Analysis of Maternal Smoking. Public health reports 

(Washington, DC : 1974). 2018;133(6):644-649. 

92. Dias-Dame JL, Lindsay AC, Cesar JA. Smoking cessation during pregnancy: a population-

based study. Revista de saude publica. 2018;53:03. 

93. Riaz M, Lewis S, Naughton F, Ussher M. Predictors of smoking cessation during pregnancy: 

a systematic review and meta-analysis. Addiction (Abingdon, England). 2018;113(4):610-622. 

94. Tran DT, Roberts CL, Jorm LR, Seeho S, Havard A. Change in smoking status during two 

consecutive pregnancies: a population-based cohort study. BJOG : an international journal of 

obstetrics and gynaecology. 2014;121(13):1611-1620. 



References 
 

276 | P a g e  
 

95. Dietz PM, Adams MM, Rochat RW, Mathis MP. Prenatal smoking in two consecutive 

pregnancies: Georgia, 1989-1992. Maternal and child health journal. 1997;1(1):43-51. 

96. Schoenaker D, Ploubidis GB, Goodman A, Mishra GD. Factors across the life course predict 

women's change in smoking behaviour during pregnancy and in midlife: results from the 

National Child Development Study. Journal of epidemiology and community health. 

2017;71(12):1137-1144. 

97. Phung HN, Bauman AE, Young L, Tran MH, Hillman KM. Ecological and individual 

predictors of maternal smoking behaviour. Looking beyond individual socioeconomic 

predictors at the community setting. Addictive behaviors. 2003;28(7):1333-1342. 

98. Humphrey G, Rossen F, Walker N, Bullen C. Parental smoking during pregnancy: findings 

from the Growing Up in New Zealand cohort. The New Zealand medical journal. 

2016;129(1442):60-74. 

99. Grøtvedt L, Kvalvik LG, Grøholt EK, Akerkar R, Egeland GM. Development of Social and 

Demographic Differences in Maternal Smoking Between 1999 and 2014 in Norway. Nicotine 

& tobacco research : official journal of the Society for Research on Nicotine and Tobacco. 

2017;19(5):539-546. 

100. Odibo IN, Zamudio S, Young JM, Magann EF, Williams SF. Patient Awareness of Untoward 

Effects of Smoking on Fetal and Maternal Well-being During Pregnancy: A Pilot Study. J 

Addict Med. 2015;9(3):211-216. 

101. Wojtyła C, Głuszek Ł, Biliński P, Paprzycki P, Warzocha K. Smoking during pregnancy--

hematological observations in pregnant women and their newborns after delivery. Annals of 

agricultural and environmental medicine : AAEM. 2012;19(4):836-841. 

102. Rogers JM. Tobacco and pregnancy: overview of exposures and effects. Birth defects 

research Part C, Embryo today : reviews. 2008;84(1):1-15. 

103. Werhmeister FC, Nunes BP, Loret de Mola C, Gómez-Cofré N, de Oliveira PD, Marco PL, et 

al. Intrauterine exposure to smoking and wheezing in adolescence: the 1993 Pelotas Birth 

Cohort. J Dev Orig Health Dis. 2015;6(3):217-224. 



References 
 

277 | P a g e  
 

104. Pattenden S, Antova T, Neuberger M, Nikiforov B, De Sario M, Grize L, et al. Parental 

smoking and children's respiratory health: independent effects of prenatal and postnatal 

exposure. Tob Control. 2006;15(4):294-301. 

105. Simons E, To T, Moineddin R, Stieb D, Dell SD. Maternal second-hand smoke exposure in 

pregnancy is associated with childhood asthma development. The journal of allergy and 

clinical immunology In practice. 2014;2(2):201-207. 

106. Harju M, Keski-Nisula L, Georgiadis L, Heinonen S. Parental smoking and cessation during 

pregnancy and the risk of childhood asthma. BMC public health. 2016;16:428. 

107. Alati R, Al Mamun A, O'Callaghan M, Najman JM, Williams GM. In utero and postnatal 

maternal smoking and asthma in adolescence. Epidemiology (Cambridge, Mass). 

2006;17(2):138-144. 

108. Hayatbakhsh MR, Sadasivam S, Mamun AA, Najman JM, Williams GM, O'Callaghan MJ. 

Maternal smoking during and after pregnancy and lung function in early adulthood: a 

prospective study. Thorax. 2009;64(9):810-814. 

109. Ayer JG, Belousova E, Harmer JA, David C, Marks GB, Celermajer DS. Maternal cigarette 

smoking is associated with reduced high-density lipoprotein cholesterol in healthy 8-year-old 

children. European Heart Journal. 2011;32(19):2446-2453. 

110. Jaddoe VWV, de Ridder MAJ, van den Elzen APM, Hofman A, Uiterwaal CSPM, Witteman 

JCM. Maternal smoking in pregnancy is associated with cholesterol development in the 

offspring: A 27-years follow-up study. Atherosclerosis. 2008;196(1):42-48. 

111. Morley R, Leeson Payne C, Lister G, Lucas A. Maternal smoking and blood pressure in 7.5 to 

8 year old offspring. Archives of Disease in Childhood. 1995;72(2):120. 

112. Taal HR, de Jonge LL, van Osch-Gevers L, Steegers EA, Hofman A, Helbing WA, et al. 

Parental smoking during pregnancy and cardiovascular structures and function in childhood: 

the Generation R Study. Int J Epidemiol. 2013;42(5):1371-1380. 

113. de Jonge LL, Harris HR, Rich-Edwards JW, Willett WC, Forman MR, Jaddoe VW, et al. 

Parental smoking in pregnancy and the risks of adult-onset hypertension. Hypertension. 

2013;61(2):494-500. 



References 
 

278 | P a g e  
 

114. Lee LJ, Lupo PJ. Maternal smoking during pregnancy and the risk of congenital heart defects 

in offspring: a systematic review and metaanalysis. Pediatric cardiology. 2013;34(2):398-

407. 

115. Malik S, Cleves MA, Honein MA, Romitti PA, Botto LD, Yang S, et al. Maternal smoking 

and congenital heart defects. Pediatrics. 2008;121(4):e810-816. 

116. Rauschert S, Melton PE, Burdge G, Craig JM, Godfrey KM, Holbrook JD, et al. Maternal 

Smoking During Pregnancy Induces Persistent Epigenetic Changes Into Adolescence, 

Independent of Postnatal Smoke Exposure and Is Associated With Cardiometabolic Risk. 

Frontiers in genetics. 2019;10(770). 

117. Taal HR, de Jonge LL, van Osch-Gevers L, Steegers EAP, Hofman A, Helbing WA, et al. 

Parental smoking during pregnancy and cardiovascular structures and function in childhood: 

The Generation R Study. International Journal of Epidemiology. 2013;42(5):1371-1380. 

118. Geerts CC, Bots ML, van der Ent CK, Grobbee DE, Uiterwaal CSPM. Parental Smoking and 

Vascular Damage in Their 5-year-old Children. Pediatrics. 2011;129(1):45. 

119. U.S. Department of Health and Human Services. The Health Consequences of Smoking: A 

Report of the Surgeon General.  Reports of the Surgeon General. Atlanta (GA): Centers for 

Disease Control and Prevention (US); 2004. 

120. Abusalah A, Gavana M, Haidich AB, Smyrnakis E, Papadakis N, Papanikolaou A, et al. Low 

birth weight and prenatal exposure to indoor pollution from tobacco smoke and wood fuel 

smoke: a matched case-control study in Gaza Strip. Maternal and child health journal. 

2012;16(8):1718-1727. 

121. Toschke AM, Koletzko B, Slikker W, Jr., Hermann M, von Kries R. Childhood obesity is 

associated with maternal smoking in pregnancy. European journal of pediatrics. 

2002;161(8):445-448. 

122. Suzuki K, Ando D, Sato M, Tanaka T, Kondo N, Yamagata Z. The association between 

maternal smoking during pregnancy and childhood obesity persists to the age of 9-10 years. 

Journal of epidemiology. 2009;19(3):136-142. 



References 
 

279 | P a g e  
 

123. Raum E, Kupper-Nybelen J, Lamerz A, Hebebrand J, Herpertz-Dahlmann B, Brenner H. 

Tobacco smoke exposure before, during, and after pregnancy and risk of overweight at age 6. 

Obesity (Silver Spring, Md). 2011;19(12):2411-2417. 

124. Wang L, Mamudu HM, Wu T. The impact of maternal prenatal smoking on the development 

of childhood overweight in school-aged children. Pediatric obesity. 2013;8(3):178-188. 

125. Koshy G, Delpisheh A, Brabin BJ. Dose response association of pregnancy cigarette smoke 

exposure, childhood stature, overweight and obesity. European journal of public health. 

2011;21(3):286-291. 

126. Harris HR, Willett WC, Michels KB. Parental smoking during pregnancy and risk of 

overweight and obesity in the daughter. Int J Obes (Lond). 2013;37(10):1356-1363. 

127. Rahu K, Rahu M, Pullmann H, Allik J. Effect of birth weight, maternal education and 

prenatal smoking on offspring intelligence at school age. Early human development. 

2010;86(8):493-497. 

128. Piper BJ, Corbett SM. Executive function profile in the offspring of women that smoked 

during pregnancy. Nicotine & tobacco research : official journal of the Society for Research 

on Nicotine and Tobacco. 2012;14(2):191-199. 

129. Batstra L, Hadders-Algra M, Neeleman J. Effect of antenatal exposure to maternal smoking 

on behavioural problems and academic achievement in childhood: prospective evidence from 

a Dutch birth cohort. Early human development. 2003;75(1-2):21-33. 

130. Cho K, Frijters JC, Zhang H, Miller LL, Gruen JR. Prenatal exposure to nicotine and 

impaired reading performance. The Journal of pediatrics. 2013;162(4):713-718.e712. 

131. O'Callaghan FV, Al Mamun A, O'Callaghan M, Alati R, Williams GM, Najman JM. Is 

smoking in pregnancy an independent predictor of academic difficulties at 14years of age? A 

birth cohort study. Early human development. 2010;86(2):71-76. 

132. Melchior M, Hersi R, van der Waerden J, Larroque B, Saurel-Cubizolles MJ, Chollet A, et al. 

Maternal tobacco smoking in pregnancy and children's socio-emotional development at age 5: 

The EDEN mother-child birth cohort study. European psychiatry : the journal of the 

Association of European Psychiatrists. 2015;30(5):562-568. 



References 
 

280 | P a g e  
 

133. Tanaka K, Miyake Y, Furukawa S, Arakawa M. Perinatal smoking exposure and behavioral 

problems in Japanese children aged 5 years: The Kyushu Okinawa Maternal and Child Health 

Study. Environmental research. 2016;151:383-388. 

134. Kukla L, Hruba D, Tyrlik M. Maternal smoking during pregnancy, behavioral problems and 

school performances of their school-aged children. Central European journal of public 

health. 2008;16(2):71-76. 

135. Ashford J, van Lier PA, Timmermans M, Cuijpers P, Koot HM. Prenatal smoking and 

internalizing and externalizing problems in children studied from childhood to late 

adolescence. Journal of the American Academy of Child and Adolescent Psychiatry. 

2008;47(7):779-787. 

136. Gutvirtz G, Wainstock T, Landau D, Sheiner E. Maternal smoking during pregnancy and 

long-term neurological morbidity of the offspring. Addictive behaviors. 2019;88:86-91. 

137. Haberg SE, Bentdal YE, London SJ, Kvaerner KJ, Nystad W, Nafstad P. Prenatal and 

postnatal parental smoking and acute otitis media in early childhood. Acta paediatrica (Oslo, 

Norway : 1992). 2010;99(1):99-105. 

138. Tanaka K, Miyake Y, Nagata C, Furukawa S, Arakawa M. Association of prenatal exposure 

to maternal smoking and postnatal exposure to household smoking with dental caries in 3-

year-old Japanese children. Environmental research. 2015;143(Pt A):148-153. 

139. Tanaka K, Miyake Y, Sasaki S. The effect of maternal smoking during pregnancy and 

postnatal household smoking on dental caries in young children. The Journal of pediatrics. 

2009;155(3):410-415. 

140. Milne E, Greenop KR, Scott RJ, Bailey HD, Attia J, Dalla-Pozza L, et al. Parental prenatal 

smoking and risk of childhood acute lymphoblastic leukemia. American journal of 

epidemiology. 2012;175(1):43-53. 

141. Kukla L, Hruba D, Tyrlik M. Influence of prenatal and postnatal exposure to passive smoking 

on infants' health during the first six months of their life. Central European journal of public 

health. 2004;12(3):157-160. 



References 
 

281 | P a g e  
 

142. Silva V, Franca GVA, Santos IS, Barros FC, Matijasevich A. Characteristics and factors 

associated with hospitalization in early childhood: 2004 Pelotas (Brazil) birth cohort. 

Cadernos de saude publica. 2017;33(10):e00035716. 

143. Davidson R, Roberts SE, Wotton CJ, Goldacre MJ. Influence of maternal and perinatal 

factors on subsequent hospitalisation for asthma in children: evidence from the Oxford record 

linkage study. BMC pulmonary medicine. 2010;10:14. 

144. Green CA, Yeates D, Goldacre A, Sande C, Parslow RC, McShane P, et al. Admission to 

hospital for bronchiolitis in England: trends over five decades, geographical variation and 

association with perinatal characteristics and subsequent asthma. Arch Dis Child. 

2016;101(2):140-146. 

145. Lam TH, Leung GM, Ho LM. The effects of environmental tobacco smoke on health services 

utilization in the first eighteen months of life. Pediatrics. 2001;107(6):E91. 

146. Newman RD, Grupp-Phelan J, Shay DK, Davis RL. Perinatal risk factors for infant 

hospitalization with viral gastroenteritis. Pediatrics. 1999;103(1):E3. 

147. Wisborg K, Henriksen TB, Obel C, Skajaa E, Ostergaard JR. Smoking during pregnancy and 

hospitalization of the child. Pediatrics. 1999;104(4):e46. 

148. Leung GM, Ho LM, Lam TH. The economic burden of environmental tobacco smoke in the 

first year of life. Arch Dis Child. 2003;88(9):767-771. 

149. Miller DP, Villa KF, Hogue SL, Sivapathasundaram D. Birth and first-year costs for mothers 

and infants attributable to maternal smoking. Nicotine & tobacco research : official journal of 

the Society for Research on Nicotine and Tobacco. 2001;3(1):25-35. 

150. Lightwood JM, Phibbs CS, Glantz SA. Short-term health and economic benefits of smoking 

cessation: low birth weight. Pediatrics. 1999;104(6):1312-1320. 

151. Daly JB, Wiggers JH, Considine RJ. Infant exposure to environmental tobacco smoke: a 

prevalence study in Australia. Australian and New Zealand journal of public health. 

2001;25(2):132-137. 



References 
 

282 | P a g e  
 

152. Johnston V, Thomas DP, McDonnell J, Andrews RM. Maternal smoking and smoking in the 

household during pregnancy and postpartum: findings from an Indigenous cohort in the 

Northern Territory. The Medical journal of Australia. 2011;194(10):556-559. 

153. Hawkins SS, Berkman L. Identifying infants at high-risk for second-hand smoke exposure. 

Child: care, health and development. 2014;40(3):441-445. 

154. Longman JM, Passey ME. Children, smoking households and exposure to second-hand 

smoke in the home in rural Australia: analysis of a national cross-sectional survey. BMJ open. 

2013;3(7):e003128. 

155. Jones LL, Hashim A, McKeever T, Cook DG, Britton J, Leonardi-Bee J. Parental and 

household smoking and the increased risk of bronchitis, bronchiolitis and other lower 

respiratory infections in infancy: systematic review and meta-analysis. Respiratory research. 

2011;12(1):5-5. 

156. Cheng KW, Chiang WL, Chiang TL. In utero and early childhood exposure to secondhand 

smoke in Taiwan: a population-based birth cohort study. BMJ open. 2017;7(6):e014016. 

157. King BA, Patel R, Babb SD. Prevalence of smokefree home rules--United States, 1992-1993 

and 2010-2011. MMWR Morbidity and mortality weekly report. 2014;63(35):765-769. 

158. Homa DM, Neff LJ, King BA, Caraballo RS, Bunnell RE, Babb SD, et al. Vital signs: 

disparities in nonsmokers' exposure to secondhand smoke--United States, 1999-2012. MMWR 

Morbidity and mortality weekly report. 2015;64(4):103-108. 

159. Oberg M, Jaakkola MS, Woodward A, Peruga A, Pruss-Ustun A. Worldwide burden of 

disease from exposure to second-hand smoke: a retrospective analysis of data from 192 

countries. Lancet (London, England). 2011;377(9760):139-146. 

160. Veeranki SP, Mamudu HM, Anderson JL, Zheng S. Worldwide never-smoking youth 

susceptibility to smoking. J Adolesc Health. 2014;54(2):144-150. 

161. Turrell G, Battistutta D, McGuffog I. Social determinants of smoking among parents with 

infants. Australian and New Zealand journal of public health. 2002;26(1):30-37. 



References 
 

283 | P a g e  
 

162. Moore GF, Moore L, Littlecott HJ, Ahmed N, Lewis S, Sulley G, et al. Prevalence of 

smoking restrictions and child exposure to secondhand smoke in cars and homes: a repeated 

cross-sectional survey of children aged 10-11 years in Wales. BMJ open. 2015;5(1):e006914. 

163. Australian Institute of Health and Welfare. National Drug Strategy Household Survey 

detailed report 2013. Drug statistics series no 28. 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549848. Published 2013. 

164. Centers for Disease Control and Prevention. Global Youth Tobacco Survey (GYTS) — 

Overview. 

https://nccd.cdc.gov/GTSSDataSurveyResources/Ancillary/Documentation.aspx?SUID=1&D

OCT=1. Published 2018. 

165. Kuntz B, Lampert T. Social disparities in parental smoking and young children's exposure to 

secondhand smoke at home: a time-trend analysis of repeated cross-sectional data from the 

German KiGGS study between 2003-2006 and 2009-2012. BMC public health. 2016;16:485. 

166. Holliday JC, Moore GF, Moore LA. Changes in child exposure to secondhand smoke after 

implementation of smoke-free legislation in Wales: a repeated cross-sectional study. BMC 

public health. 2009;9:430. 

167. Lam NT, Nga PT, Minh HV, Giang KB, Hai PT, Huyen DT, et al. Trends in Second-Hand 

Tobacco Smoke Exposure Levels at Home among Viet Nam School Children Aged 13-15 and 

Associated Factors. Asian Pacific journal of cancer prevention : APJCP. 2016;17(S1):43-47. 

168. Saito J, Tabuchi T, Shibanuma A, Yasuoka J, Nakamura M, Jimba M. 'Only Fathers Smoking' 

Contributes the Most to Socioeconomic Inequalities: Changes in Socioeconomic Inequalities 

in Infants' Exposure to Second Hand Smoke over Time in Japan. PloS one. 

2015;10(10):e0139512. 

169. Soliman S, Pollack HA, Warner KE. Decrease in the prevalence of environmental tobacco 

smoke exposure in the home during the 1990s in families with children. American journal of 

public health. 2004;94(2):314-320. 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549848
https://nccd.cdc.gov/GTSSDataSurveyResources/Ancillary/Documentation.aspx?SUID=1&DOCT=1
https://nccd.cdc.gov/GTSSDataSurveyResources/Ancillary/Documentation.aspx?SUID=1&DOCT=1


References 
 

284 | P a g e  
 

170. Liang Y, Funke L, Tran T. Infant secondhand smoke exposure in Louisiana, 1998-2004: trend 

and high risk population. The Journal of the Louisiana State Medical Society : official organ 

of the Louisiana State Medical Society. 2011;163(3):124-127, 129, 131-123. 

171. Jarvis MJ, Strachan DP, Feyerabend C. Determinants of passive smoking in children in 

Edinburgh, Scotland. American journal of public health. 1992;82(9):1225-1229. 

172. Orton S, Jones LL, Cooper S, Lewis S, Coleman T. Predictors of children's secondhand 

smoke exposure at home: a systematic review and narrative synthesis of the evidence. PloS 

one. 2014;9(11):e112690. 

173. Vardavas CI, Hohmann C, Patelarou E, Martinez D, Henderson AJ, Granell R, et al. The 

independent role of prenatal and postnatal exposure to active and passive smoking on the 

development of early wheeze in children. The European respiratory journal. 2016;48(1):115-

124. 

174. Cook DG, Strachan DP. Health effects of passive smoking-10: Summary of effects of parental 

smoking on the respiratory health of children and implications for research. Thorax. 

1999;54(4):357-366. 

175. Patra J, Bhatia M, Suraweera W, Morris SK, Patra C, Gupta PC, et al. Exposure to second-

hand smoke and the risk of tuberculosis in children and adults: a systematic review and meta-

analysis of 18 observational studies. PLoS medicine. 2015;12(6):e1001835-e1001835. 

176. Vanker A, Gie RP, Zar HJ. The association between environmental tobacco smoke exposure 

and childhood respiratory disease: a review. Expert Review of Respiratory Medicine. 

2017;11(8):661-673. 

177. Yao TC, Chang SW, Hua MC, Liao SL, Tsai MH, Lai SH, et al. Tobacco smoke exposure 

and multiplexed immunoglobulin E sensitization in children: a population-based study. 

Allergy. 2016;71(1):90-98. 

178. Strzelak A, Ratajczak A, Adamiec A, Feleszko W. Tobacco Smoke Induces and Alters 

Immune Responses in the Lung Triggering Inflammation, Allergy, Asthma and Other Lung 

Diseases: A Mechanistic Review. International journal of environmental research and public 

health. 2018;15(5):1033. 



References 
 

285 | P a g e  
 

179. Ferrante G, Antona R, Malizia V, Montalbano L, Corsello G, La Grutta S. Smoke exposure as 

a risk factor for asthma in childhood: a review of current evidence. Allergy Asthma Proc. 

2014;35(6):454-461. 

180. Comhair SA, Gaston BM, Ricci KS, Hammel J, Dweik RA, Teague WG, et al. Detrimental 

effects of environmental tobacco smoke in relation to asthma severity. PloS one. 

2011;6(5):e18574. 

181. Schvartsman C, Farhat SCL, Schvartsman S, Saldiva PHN. Parental smoking patterns and 

their association with wheezing in children. Clinics (Sao Paulo). 2013;68(7):934-939. 

182. Cook DG, Strachan DP, Carey IM. Health effects of passive smoking. 9. Parental smoking 

and spirometric indices in children. Thorax. 1998;53(10):884-893. 

183. Institute of Medicine Committee on Secondhand Smoke E, Acute Coronary E.  Secondhand 

Smoke Exposure and Cardiovascular Effects: Making Sense of the Evidence. Washington 

(DC): National Academies Press (US); 2010. 

184. Simonetti GD, Schwertz R, Klett M, Hoffmann GF, Schaefer F, Wuhl E. Determinants of 

blood pressure in preschool children: the role of parental smoking. Circulation. 

2011;123(3):292-298. 

185. Simonetti GD, Schwertz R, Klett M, Hoffmann GF, Schaefer F, Wühl E. Determinants of 

Blood Pressure in Preschool Children. Circulation. 2011;123(3):292. 

186. Mahmud A, Feely J. Effects of passive smoking on blood pressure and aortic pressure 

waveform in healthy young adults – influence of gender. British Journal of Clinical 

Pharmacology. 2004;57(1):37-43. 

187. Kallio K, Jokinen E, Hämäläinen M, Saarinen M, Volanen I, Kaitosaari T, et al. Decreased 

Aortic Elasticity in Healthy 11-Year-Old Children Exposed to Tobacco Smoke. Pediatrics. 

2009;123(2):e267. 

188. Kallio K, Jokinen E, Raitakari OT, Hämäläinen M, Siltala M, Volanen I, et al. Tobacco 

Smoke Exposure Is Associated With Attenuated Endothelial Function in 11-Year-Old 

Healthy Children. Circulation. 2007;115(25):3205. 



References 
 

286 | P a g e  
 

189. Juonala M, Magnussen CG, Venn A, Gall S, Kahonen M, Laitinen T, et al. Parental smoking 

in childhood and brachial artery flow-mediated dilatation in young adults: the Cardiovascular 

Risk in Young Finns study and the Childhood Determinants of Adult Health study. 

Arteriosclerosis, thrombosis, and vascular biology. 2012;32(4):1024-1031. 

190. Juonala M, Magnussen CG, Raitakari OT. Parental smoking produces long-term damage to 

vascular function in their children. Current Opinion in Cardiology. 2013;28(5). 

191. West HW, Juonala M, Gall SL, Kahonen M, Laitinen T, Taittonen L, et al. Exposure to 

parental smoking in childhood is associated with increased risk of carotid atherosclerotic 

plaque in adulthood: the Cardiovascular Risk in Young Finns Study. Circulation. 

2015;131(14):1239-1246. 

192. Chen W, Yun M, Fernandez C, Li S, Sun D, Lai CC, et al. Secondhand smoke exposure is 

associated with increased carotid artery intima-media thickness: the Bogalusa Heart Study. 

Atherosclerosis. 2015;240(2):374-379. 

193. Dixit S, Pletcher MJ, Vittinghoff E, Imburgia K, Maguire C, Whitman IR, et al. Secondhand 

smoke and atrial fibrillation: Data from the Health eHeart Study. Heart rhythm. 2016;13(1):3-

9. 

194. Baheiraei A, Shamsi A, Mohsenifar A, Kazemnejad A, Hatmi Z, Milani M, et al. The effects 

of secondhand smoke exposure on infant growth: a prospective cohort study. Acta medica 

Iranica. 2015;53(1):39-45. 

195. Wojdan-Godek E, Mikiel-Kostyra K, Mazur J. [Effect of parental smoking on feeding pattern 

and weight of infants]. Medycyna wieku rozwojowego. 2003;7(4 Pt 2):617-627. 

196. Goncalves-Silva RM, Valente JG, Lemos-Santos MG, Sichieri R. [Household smoking and 

stunting for children under five years]. Cadernos de saude publica. 2005;21(5):1540-1549. 

197. Yang S, Decker A, Kramer MS. Exposure to parental smoking and child growth and 

development: a cohort study. BMC pediatrics. 2013;13:104. 

198. McConnell R, Shen E, Gilliland FD, Jerrett M, Wolch J, Chang CC, et al. A longitudinal 

cohort study of body mass index and childhood exposure to secondhand tobacco smoke and 



References 
 

287 | P a g e  
 

air pollution: the Southern California Children's Health Study. Environmental health 

perspectives. 2015;123(4):360-366. 

199. Muraro AP, Goncalves-Silva RM, Moreira NF, Ferreira MG, Nunes-Freitas AL, Abreu-

Villaca Y, et al. Effect of tobacco smoke exposure during pregnancy and preschool age on 

growth from birth to adolescence: a cohort study. BMC pediatrics. 2014;14:99. 

200. Yeramaneni S, Dietrich KN, Yolton K, Parsons PJ, Aldous KM, Haynes EN. Secondhand 

Tobacco Smoke Exposure and Neuromotor Function in Rural Children. The Journal of 

pediatrics. 2015;167(2):253-259.e251. 

201. Jones LL, Hassanien A, Cook DG, Britton J, Leonardi-Bee J. Parental smoking and the risk of 

middle ear disease in children: a systematic review and meta-analysis. Archives of pediatrics 

& adolescent medicine. 2012;166(1):18-27. 

202. Zhu Y, Au CT, Leung TF, Wing YK, Lam CWK, Li AM. Effects of Passive Smoking on 

Snoring in Preschool Children. The Journal of pediatrics. 2013;163(4):1158-1162.e1154. 

203. Wang D, Juonala M, Viikari JSA, Wu F, Hutri-Kähönen N, Raitakari OT, et al. Exposure to 

Parental Smoking in Childhood is Associated with High C-Reactive Protein in Adulthood: 

The Cardiovascular Risk in Young Finns Study. Journal of atherosclerosis and thrombosis. 

2017;24(12):1231-1241. 

204. De Alwis D, Tandon M, Tillman R, Luby J. Nonverbal Reasoning in Preschool Children: 

Investigating the Putative Risk of Secondhand Smoke Exposure and Attention-

Deficit/Hyperactivity Disorder as a Mediator. Scandinavian journal of child and adolescent 

psychiatry and psychology. 2015;3(2):115-125. 

205. Davis CL, Tingen MS, Jia J, Sherman F, Williams CF, Bhavsar K, et al. Passive Smoke 

Exposure and Its Effects on Cognition, Sleep, and Health Outcomes in Overweight and Obese 

Children. Childhood obesity (Print). 2016;12(2):119-125. 

206. Polańska K, Jurewicz J, Hanke W. Exposure to environmental and lifestyle factors and 

attention-deficit / hyperactivity disorder in children - a review of epidemiological studies. 

International journal of occupational medicine and environmental health. 2012;25(4):330-

355. 



References 
 

288 | P a g e  
 

207. Chang ET, Liu Z, Hildesheim A, Liu Q, Cai Y, Zhang Z, et al. Active and Passive Smoking 

and Risk of Nasopharyngeal Carcinoma: A Population-Based Case-Control Study in Southern 

China. American journal of epidemiology. 2017;185(12):1272-1280. 

208. Chunxia D, Meifang W, Jianhua Z, Ruijuan Z, Xiue L, Zhuanzhen Z, et al. Tobacco smoke 

exposure and the risk of childhood acute lymphoblastic leukemia and acute myeloid 

leukemia: A meta-analysis. Medicine. 2019;98(28):e16454. 

209. Batscheider A, Zakrzewska S, Heinrich J, Teuner CM, Menn P, Bauer CP, et al. Exposure to 

second-hand smoke and direct healthcare costs in children - results from two German birth 

cohorts, GINIplus and LISAplus. BMC Health Serv Res. 2012;12:344. 

210. Yao T, Sung H-Y, Wang Y, Lightwood J, Max W. Healthcare Costs of Secondhand Smoke 

Exposure at Home for U.S. Children. American journal of preventive medicine. 

2019;56(2):281-287. 

211. Max W, Sung HY, Shi Y. The cost of secondhand smoke exposure at home in California. Tob 

Control. 2015;24(2):205-210. 

212. Smith CJ, Hansch C. The relative toxicity of compounds in mainstream cigarette smoke 

condensate. Food and chemical toxicology : an international journal published for the British 

Industrial Biological Research Association. 2000;38(7):637-646. 

213. Spindel ER, McEvoy CT. The Role of Nicotine in the Effects of Maternal Smoking during 

Pregnancy on Lung Development and Childhood Respiratory Disease. Implications for 

Dangers of E-Cigarettes. American journal of respiratory and critical care medicine. 

2016;193(5):486-494. 

214. DiGiacomo SI, Jazayeri M-A, Barua RS, Ambrose JA. Environmental Tobacco Smoke and 

Cardiovascular Disease. International journal of environmental research and public health. 

2018;16(1):96. 

215. Husgafvel-Pursiainen K. Biomarkers in the assessment of exposure and the biological effects 

of environmental tobacco smoke. Scandinavian journal of work, environment & health. 

2002;28 Suppl 2:21-29. 



References 
 

289 | P a g e  
 

216. Hecht SS. It is time to regulate carcinogenic tobacco-specific nitrosamines in cigarette 

tobacco. Cancer Prev Res (Phila). 2014;7(7):639-647. 

217. Stergiou GS, Parati G, Vlachopoulos C, Achimastos A, Andreadis E, Asmar R, et al. 

Methodology and technology for peripheral and central blood pressure and blood pressure 

variability measurement: current status and future directions - Position statement of the 

European Society of Hypertension Working Group on blood pressure monitoring and 

cardiovascular variability. Journal of hypertension. 2016;34(9):1665-1677. 

218. Kalogeropoulos AP, Georgiopoulou VV, Gheorghiade M, Butler J. Echocardiographic 

evaluation of left ventricular structure and function: new modalities and potential applications 

in clinical trials. Journal of cardiac failure. 2012;18(2):159-172. 

219. Menzies Institute for Medical Research. What is Data Linkage? . 

https://www.menzies.utas.edu.au/research/research-centres/data-linkage-unit/what-is-data-

linkage. 

220. Gall SL, Jose K, Smith K, Dwyer T, Venn A. The Childhood Determinants of Adult Health 

Study: a profile of a cohort study to examine the childhood influences on adult cardiovascular 

health. Australasian Epidemiologist. 2009;16(1):35. 

221. Olivotto I, d'Amati G, Basso C, Van Rossum A, Patten M, Emdin M, et al. Defining 

phenotypes and disease progression in sarcomeric cardiomyopathies: contemporary role of 

clinical investigations. Cardiovasc Res. 2015;105(4):409-423. 

222. Magnussen CG, Smith KJ, Juonala M. When to prevent cardiovascular disease? As early as 

possible: lessons from prospective cohorts beginning in childhood. Current opinion in 

cardiology. 2013;28(5):561-568. 

223. Tabara Y, Takahashi Y, Setoh K, Muro S, Kawaguchi T, Terao C, et al. Increased aortic wave 

reflection and smaller pulse pressure amplification in smokers and passive smokers confirmed 

by urinary cotinine levels: the Nagahama Study. Int J Cardiol. 2013;168(3):2673-2677. 

224. Russo C, Jin Z, Elkind MS, Rundek T, Homma S, Sacco RL, et al. Prevalence and prognostic 

value of subclinical left ventricular systolic dysfunction by global longitudinal strain in a 

community-based cohort. European journal of heart failure. 2014;16(12):1301-1309. 

https://www.menzies.utas.edu.au/research/research-centres/data-linkage-unit/what-is-data-linkage
https://www.menzies.utas.edu.au/research/research-centres/data-linkage-unit/what-is-data-linkage


References 
 

290 | P a g e  
 

225. Biering-Sørensen T, Biering-Sørensen SR, Olsen FJ, Sengeløv M, Jørgensen PG, Mogelvang 

R, et al. Global Longitudinal Strain by Echocardiography Predicts Long-Term Risk of 

Cardiovascular Morbidity and Mortality in a Low-Risk General Population. Circulation: 

Cardiovascular Imaging. 2017;10(3). 

226. Tikellis G, Ponsonby AL, Wells JCK, Pezic A, Cochrane J, Dwyer T. Maternal and infant 

factors associated with neonatal adiposity: Results from the Tasmanian Infant Health Survey 

(TIHS). International Journal of Obesity. 2012;36(4):496-504. 

227. Dwyer T, Ponsonby AL, Newman NM, Gibbons LE. Prospective cohort study of prone 

sleeping position and sudden infant death syndrome. Lancet (London, England). 

1991;337(8752):1244-1247. 

228. Salihu HM, Wilson RE. Epidemiology of prenatal smoking and perinatal outcomes. Early 

human development. 2007;83(11):713-720. 

229. McLnnes RJ, Love JG, Stone DH. Independent predictors of breastfeeding intention in a 

disadvantaged population of pregnant women. BMC public health. 2001;1(1):10. 

230. Hoff GL, Cai J, Okah FA, Dew PC. Changes in smoking behavior between first and second 

pregnancies. American journal of health behavior. 2007;31(6):583-590. 

231. Hauge LJ, Aaro LE, Torgersen L, Vollrath ME. Smoking during consecutive pregnancies 

among primiparous women in the population-based Norwegian Mother and Child Cohort 

Study. Nicotine & tobacco research : official journal of the Society for Research on Nicotine 

and Tobacco. 2013;15(2):428-434. 

232. Royal Hobart Hospital. Maternity Information Package: Your guide to Pregnancy, Birth and 

Early Parenting. Tasmanian Government. 

233. Australian Institute of Health and Welfare. Perinatal national minimum data set 

https://meteor.aihw.gov.au/content/index.phtml/itemId/517456/meteorItemView/long. 

234. Australian Bureau of Statistics. Socio-Economic Indexes for Areas (SEIFA) - Technical 

Paper 2006. Canberra. 

https://meteor.aihw.gov.au/content/index.phtml/itemId/517456/meteorItemView/long


References 
 

291 | P a g e  
 

235. Thrift AP, Nancarrow H, Bauman AE. Maternal smoking during pregnancy among 

Aboriginal women in New South Wales is linked to social gradient. Australian and New 

Zealand journal of public health. 2011;35(4):337-342. 

236. Scollo MM, Winstanley MH. Tobacco in Australia: Facts and issues. 

www.TobaccoInAustralia.org.au Updated 2018. 

237. Australian Bureau of Statistics. National Health Survey: First Results 2014-

15. :http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-

15?OpenDocument. Published 2015. 

238. Australian Government. More Targeted Approach. 

http://quitnow.gov.au/internet/quitnow/publishing.nsf/Content/mta. Updated 2014. 

239. Lange S, Probst C, Quere M, Rehm J, Popova S. Alcohol use, smoking and their co-

occurrence during pregnancy among Canadian women, 2003 to 2011/12. Addictive behaviors. 

2015;50:102-109. 

240. Hamulka J, Zielinska MA, Chadzynska K. The combined effects of alcohol and tobacco use 

during pregnancy on birth outcomes. Roczniki Panstwowego Zakladu Higieny. 2018;69(1):45-

54. 

241. Frandsen M, Thow M, Ferguson SG. Profile of Maternal Smokers Who Quit During 

Pregnancy: A Population-Based Cohort Study of Tasmanian Women, 2011-2013. Nicotine & 

tobacco research : official journal of the Society for Research on Nicotine and Tobacco. 

2017;19(5):532-538. 

242. Martin LT, McNamara M, Milot A, Bloch M, Hair EC, Halle T. Correlates of smoking 

before, during, and after pregnancy. American journal of health behavior. 2008;32(3):272-

282. 

243. Rumrich IK, Vahakangas K, Viluksela M, Gissler M, Surcel HM, Korhonen A, et al. 

Smoking during pregnancy in Finland - Trends in the MATEX cohort. Scandinavian journal 

of public health. 2018:1403494818804417. 

https://universitytasmania-my.sharepoint.com/personal/vincent_ezegbe_utas_edu_au/Documents/STUDY%20FOUR/Thesis%20examples/www.TobaccoInAustralia.org.au
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?OpenDocument
http://quitnow.gov.au/internet/quitnow/publishing.nsf/Content/mta


References 
 

292 | P a g e  
 

244. Department of Health and Human Services. State of Public Health 2018. 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/375025/The_State_of_Public_Healt

h_Tasmania_2018_v10.pdf. 

245. Hiscock R, Bauld L, Amos A, Fidler JA, Munafo M. Socioeconomic status and smoking: a 

review. Annals of the New York Academy of Sciences. 2012;1248:107-123. 

246. Blizzard L, Ponsonby AL, Dwyer T, Venn A, Cochrane JA. Parental smoking and infant 

respiratory infection: how important is not smoking in the same room with the baby? 

American journal of public health. 2003;93(3):482-488. 

247. Levy D, Jiang M, Szklo A, de Almeida LM, Autran M, Bloch M. Smoking and adverse 

maternal and child health outcomes in Brazil. Nicotine & tobacco research : official journal 

of the Society for Research on Nicotine and Tobacco. 2013;15(11):1797-1804. 

248. Seo DH, Kim MJ, Kim KH, Park J, Shin DW, Kim H, et al. The characteristics of pediatric 

emergency department visits in Korea: An observational study analyzing Korea Health Panel 

data. PloS one. 2018;13(5):e0197929-e0197929. 

249. Buntsma D, Lithgow A, O'Neill E, Palmer D, Morris P, Acworth J, et al. Patterns of 

paediatric emergency presentations to a tertiary referral centre in the Northern Territory. 

Emergency Medicine Australasia. 2017;29(6):678-685. 

250. Neil A. Data Linkage in Tasmania: The Conception to Community Study. 

http://www.menzies.utas.edu.au/__data/assets/pdf_file/0005/854708/12.-Dr-Amanda-Neil-

The-Conception-to-Community-Study.pdf. Published 2016. 

251. Australian Bureau of Statistics. 2016 Census QuickStats. 

https://quickstats.censusdata.abs.gov.au/census_services/getproduct/census/2016/quickstat/6?

opendocument. 

252. Morley C, Stankovich J, Peterson G, Kinsman L. Planning for the future: Emergency 

department presentation patterns in Tasmania, Australia. International emergency nursing. 

2018;38:34-40. 

https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/375025/The_State_of_Public_Health_Tasmania_2018_v10.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0004/375025/The_State_of_Public_Health_Tasmania_2018_v10.pdf
http://www.menzies.utas.edu.au/__data/assets/pdf_file/0005/854708/12.-Dr-Amanda-Neil-The-Conception-to-Community-Study.pdf
http://www.menzies.utas.edu.au/__data/assets/pdf_file/0005/854708/12.-Dr-Amanda-Neil-The-Conception-to-Community-Study.pdf
https://quickstats.censusdata.abs.gov.au/census_services/getproduct/census/2016/quickstat/6?opendocument
https://quickstats.censusdata.abs.gov.au/census_services/getproduct/census/2016/quickstat/6?opendocument


References 
 

293 | P a g e  
 

253. Lipsitch M, Tchetgen Tchetgen E, Cohen T. Negative controls: a tool for detecting 

confounding and bias in observational studies. Epidemiology (Cambridge, Mass). 

2010;21(3):383-388. 

254. Flavin MP, Dostaler SM, Simpson K, Brison RJ, Pickett W. Stages of development and injury 

patterns in the early years: a population-based analysis. BMC public health. 2006;6:187. 

255. Jackson LA, Jackson ML, Nelson JC, Neuzil KM, Weiss NS. Evidence of bias in estimates of 

influenza vaccine effectiveness in seniors. Int J Epidemiol. 2006;35(2):337-344. 

256. Effects of maternal cigarette smoking on birth weight and preterm birth--Ohio, 1989. MMWR 

Morbidity and mortality weekly report. 1990;39(38):662-665. 

257. Shi T, Balsells E, Wastnedge E, Singleton R, Rasmussen ZA, Zar HJ, et al. Risk factors for 

respiratory syncytial virus associated with acute lower respiratory infection in children under 

five years: Systematic review and meta-analysis. Journal of global health. 2015;5(2):020416. 

258. Leung GM, Ho LM, Lam TH. Secondhand smoke exposure, smoking hygiene, and 

hospitalization in the first 18 months of life. Archives of pediatrics & adolescent medicine. 

2004;158(7):687-693. 

259. Merianos AL, Dixon CA, Mahabee-Gittens EM. Secondhand smoke exposure, illness 

severity, and resource utilization in pediatric emergency department patients with respiratory 

illnesses. The Journal of asthma : official journal of the Association for the Care of Asthma. 

2017;54(8):798-806. 

260. Bradley JP, Bacharier LB, Bonfiglio J, Schechtman KB, Strunk R, Storch G, et al. Severity of 

respiratory syncytial virus bronchiolitis is affected by cigarette smoke exposure and atopy. 

Pediatrics. 2005;115(1):e7-14. 

261. Wilson KM, Pier JC, Wesgate SC, Cohen JM, Blumkin AK. Secondhand tobacco smoke 

exposure and severity of influenza in hospitalized children. The Journal of pediatrics. 

2013;162(1):16-21. 

262. Metzger MJ, Halperin AC, Manhart LE, Hawes SE. Association of maternal smoking during 

pregnancy with infant hospitalization and mortality due to infectious diseases. The Pediatric 

infectious disease journal. 2013;32(1):e1-7. 



References 
 

294 | P a g e  
 

263. Vaz LR, Jones MJ, Szatkowski L, Tata LJ, Petrou S, Coleman T. Estimating the health-care 

costs of children born to pregnant smokers in England: cohort study using primary and 

secondary health-care data. Addiction (Abingdon, England). 2018;113(7):1305-1316. 

264. Rotroff DM, Joubert BR, Marvel SW, Haberg SE, Wu MC, Nilsen RM, et al. Maternal 

smoking impacts key biological pathways in newborns through epigenetic modification in 

Utero. BMC genomics. 2016;17(1):976. 

265. Ammenheuser MM, Berenson AB, Stiglich NJ, Whorton EB, Jr., Ward JB, Jr. Elevated 

frequencies of hprt mutant lymphocytes in cigarette-smoking mothers and their newborns. 

Mutation research. 1994;304(2):285-294. 

266. Yamakawa M, Yorifuji T, Kato T, Tsuda T, Doi H. Maternal smoking location at home and 

hospitalization for respiratory tract infections among children in Japan. Archives of 

environmental & occupational health. 2017;72(6):343-350. 

267. Kaneko A, Kaneita Y, Yokoyama E, Miyake T, Harano S, Suzuki K, et al. Smoking trends 

before, during, and after pregnancy among women and their spouses. Pediatrics 

international : official journal of the Japan Pediatric Society. 2008;50(3):367-375. 

268. Wakefield M, Reid Y, Roberts L, Mullins R, Gillies P. Smoking and smoking cessation 

among men whose partners are pregnant: a qualitative study. Social science & medicine 

(1982). 1998;47(5):657-664. 

269. Chen Y, Adhami N, Martins-Green M. Biological markers of harm can be detected in mice 

exposed for two months to low doses of Third Hand Smoke under conditions that mimic 

human exposure. Food and chemical toxicology : an international journal published for the 

British Industrial Biological Research Association. 2018;122:95-103. 

270. Ramírez N, Özel MZ, Lewis AC, Marcé RM, Borrull F, Hamilton JF. Exposure to 

nitrosamines in thirdhand tobacco smoke increases cancer risk in non-smokers. Environment 

International. 2014;71:139-147. 

271. Tager IB, Hanrahan JP, Tosteson TD, Castile RG, Brown RW, Weiss ST, et al. Lung 

Function, Pre- and Post-natal Smoke Exposure, and Wheezing in the First Year of Life. 

American Review of Respiratory Disease. 1993;147(4):811-817. 



References 
 

295 | P a g e  
 

272. Goksor E, Amark M, Alm B, Gustafsson PM, Wennergren G. The impact of pre- and post-

natal smoke exposure on future asthma and bronchial hyper-responsiveness. Acta paediatrica 

(Oslo, Norway : 1992). 2007;96(7):1030-1035. 

273. Zwar N, Richmond R, Borland R, Peters M, Litt J, Bell J. Supporting smoking cessation: a 

guide for health professionals. The Royal Australian College of General Practitioners. 2011. 

274. Department of Health and Human Services. Tasmanian Tobacco Action Plan 2006-2010: A 

Framework for Action. 

275. Department of Health and Human Services. Tasmanian Tobacco Action Plan 2011-2015 Year 

4 Report. 

276. Diez-Roux AV, Kiefe CI, Jacobs DR, Jr., Haan M, Jackson SA, Nieto FJ, et al. Area 

characteristics and individual-level socioeconomic position indicators in three population-

based epidemiologic studies. Ann Epidemiol. 2001;11(6):395-405. 

277. Cao S, Yang C, Gan Y, Lu Z. The Health Effects of Passive Smoking: An Overview of 

Systematic Reviews Based on Observational Epidemiological Evidence. PloS one. 

2015;10(10):e0139907-e0139907. 

278. Öberg M, Jaakkola MS, Prüss-Üstün A, Schweizer C, A W. Second-hand smoke: Assessing 

the environmental burden of disease at national and local levels. Geneva, World Health 

Organization, 2010. 

279. US Department of Health and Human Services (USDHHS) Office of the Surgeon General. 

How Tobacco Smoke Causes Disease: The Biology and Behavioral Basis for Smoking-

Attributable Disease. Atlanta, GA: Centers for Disease Control and Prevention, National 

Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 

USDHHS; 2010. 

280. Magnussen CG, Smith KJ, Juonala M. What the Long Term Cohort Studies that Began in 

Childhood Have Taught Us about the Origins of Coronary Heart Disease. Current 

Cardiovascular Risk Reports. 2014;8(2):373. 

281. Coultas DB, Peake GT, Samet JM. Questionnaire assessment of lifetime and recent exposure 

to environmental tobacco smoke. American journal of epidemiology. 1989;130(2):338-347. 



References 
 

296 | P a g e  
 

282. Prochaska JJ, Grossman W, Young-Wolff KC, Benowitz NL. Validity of self-reported adult 

secondhand smoke exposure. Tob Control. 2015;24(1):48-53. 

283. Arechavala T, Continente X, Perez-Rios M, Fernandez E, Cortes-Francisco N, Schiaffino A, 

et al. Validity of self-reported indicators to assess secondhand smoke exposure in the home. 

Environmental research. 2018;164:340-345. 

284. Matt GE, Hovell MF, Zakarian JM, Bernert JT, Pirkle JL, Hammond SK. Measuring 

secondhand smoke exposure in babies: the reliability and validity of mother reports in a 

sample of low-income families. Health Psychol. 2000;19(3):232-241. 

285. Ozasa K, Higashi A, Yamasaki M, Hayashi K, Watanabe Y. Validity of self-reported passive 

smoking evaluated by comparison with smokers in the same household. Journal of 

epidemiology. 1997;7(4):205-209. 

286. Siroux V, Guilbert P, Le Moual N, Oryszczyn MP, Kauffmann F. Influence of asthma on the 

validity of reported lifelong environmental tobacco smoke in the EGEA study. Eur J 

Epidemiol. 2004;19(9):841-849. 

287. Willemsen MC, Brug J, Uges DR, Vos de Wael ML. Validity and reliability of self-reported 

exposure to environmental tobacco smoke in work offices. Journal of occupational and 

environmental medicine. 1997;39(11):1111-1114. 

288. Gliksman MD, Dwyer T, Wlodarczyk J. Differences in modifiable cardiovascular disease risk 

factors in Australian schoolchildren: the results of a nationwide survey. Preventive medicine. 

1990;19(3):291-304. 

289. Cummings KM, Markello SJ, Mahoney MC, Marshall JR. Measurement of lifetime exposure 

to passive smoke. American journal of epidemiology. 1989;130(1):122-132. 

290. He Y, Tian J, Blizzard L, Oddy WH, Dwyer T, Venn AJ. Associations of childhood adiposity 

and changes in adiposity status from childhood to adulthood with pregnancy hypertension. 

Pregnancy Hypertension. 2020;19:218-225. 

291. Curry BA, Blizzard CL, Schmidt MD, Walters EH, Dwyer T, Venn AJ. Longitudinal 

Associations of Adiposity With Adult Lung Function in the Childhood Determinants of Adult 

Health (CDAH) Study. Obesity. 2011;19(10):2069-2075. 



References 
 

297 | P a g e  
 

292. Craig CL, Marshall AL, Sjöström M, Bauman AE, Booth ML, Ainsworth BE, et al. 

International physical activity questionnaire: 12-country reliability and validity. Medicine and 

science in sports and exercise. 2003;35(8):1381-1395. 

293. Catallo C, Sidani S. The Self-assessment for Organizational Capacity Instrument for 

evidence-informed health policy: preliminary reliability and validity of an instrument. 

Worldviews Evid Based Nurs. 2014;11(1):35-45. 

294. Heale R, Twycross A. Validity and reliability in quantitative studies. Evidence Based 

Nursing. 2015;18(3):66. 

295. Koo TK, Li MY. A Guideline of Selecting and Reporting Intraclass Correlation Coefficients 

for Reliability Research. J Chiropr Med. 2016;15(2):155-163. 

296. Belgrave DCM, Granell R, Turner SW, Curtin JA, Buchan IE, Le Souëf PN, et al. Lung 

function trajectories from pre-school age to adulthood and their associations with early life 

factors: a retrospective analysis of three population-based birth cohort studies. The Lancet 

Respiratory medicine. 2018;6(7):526-534. 

297. Paul SL, Blizzard L, Patton GC, Dwyer T, Venn A. Parental smoking and smoking 

experimentation in childhood increase the risk of being a smoker 20 years later: the 

Childhood Determinants of Adult Health Study. Addiction (Abingdon, England). 

2008;103(5):846-853. 

298. Nanninga S, Lhachimi SK, Bolte G. Impact of public smoking bans on children's exposure to 

tobacco smoke at home: a systematic review and meta-analysis. BMC public health. 

2018;18(1):749. 

299. Blackmore HL, Ozanne SE. Programming of cardiovascular disease across the life-course. 

Journal of molecular and cellular cardiology. 2015;83:122-130. 

300. Juhola J, Magnussen CG, Viikari JS, Kahonen M, Hutri-Kahonen N, Jula A, et al. Tracking of 

serum lipid levels, blood pressure, and body mass index from childhood to adulthood: the 

Cardiovascular Risk in Young Finns Study. The Journal of pediatrics. 2011;159(4):584-590. 



References 
 

298 | P a g e  
 

301. Geerts CC, Bots ML, Grobbee DE, Uiterwaal CS. Parental smoking and vascular damage in 

young adult offspring: is early life exposure critical? The atherosclerosis risk in young adults 

study. Arteriosclerosis, thrombosis, and vascular biology. 2008;28(12):2296-2302. 

302. Aryanpur M, Yousefifard M, Oraii A, Heydari G, Kazempour-Dizaji M, Sharifi H, et al. 

Effect of passive exposure to cigarette smoke on blood pressure in children and adolescents: a 

meta-analysis of epidemiologic studies. BMC pediatrics. 2019;19(1):161. 

303. Tamura T, Kadomatsu Y, Tsukamoto M, Okada R, Sasakabe T, Kawai S, et al. Association of 

exposure level to passive smoking with hypertension among lifetime nonsmokers in Japan: a 

cross-sectional study. Medicine. 2018;97(48):e13241. 

304. Akpa OM, Okekunle AP, Asowata JO, Adedokun B. Passive smoking exposure and the risk 

of hypertension among non-smoking adults: the 2015-2016 NHANES data. Clinical 

hypertension. 2021;27(1):1. 

305. Burroughs Pena MS, Swett K, Kaplan RC, Perreira K, Daviglus M, Kansal MM, et al. 

Childhood and adult exposure to secondhand tobacco smoke and cardiac structure and 

function: results from Echo-SOL. Open heart. 2018;5(2):e000831. 

306. Leigh JA, Kaplan RC, Swett K, Balfour P, Kansal MM, Talavera GA, et al. Smoking 

intensity and duration is associated with cardiac structure and function: the 

ECHOcardiographic Study of Hispanics/Latinos. Open heart. 2017;4(2):e000614. 

307. Rodriguez-Portelles A, Rodriguez-Leyva D. Endothelial and left ventricular diastolic function 

in young adults exposed to tobacco. Canadian journal of physiology and pharmacology. 

2019;97(10):1006-1011. 

308. Sharman JE, Laurent S. Central blood pressure in the management of hypertension: soon 

reaching the goal? Journal Of Human Hypertension. 2013;27:405. 

309. Flachskampf FA, Blankstein R, Grayburn PA, Kramer CM, Kwong RYK, Marwick TH, et al. 

Global Longitudinal Shortening: A Positive Step Towards Reducing Confusion Surrounding 

Global Longitudinal Strain. JACC Cardiovascular imaging. 2019;12(8 Pt 1):1566-1567. 



References 
 

299 | P a g e  
 

310. D'Elia N, Caselli S, Kosmala W, Lancellotti P, Morris D, Muraru D, et al. Normal Global 

Longitudinal Strain: An Individual Patient Meta-Analysis. JACC Cardiovascular imaging. 

2020;13(1 Pt 1):167-169. 

311. Hunt KJ, Hansis-Diarte A, Shipman K, Korte JE, Fowler SP, Stern MP. Impact of parental 

smoking on diabetes, hypertension and the metabolic syndrome in adult men and women in 

the San Antonio Heart Study. Diabetologia. 2006;49(10):2291-2298. 

312. Marino M, Li Y, Pencina MJ, D’Agostino RB, Berkman LF, Buxton OM. Quantifying 

Cardiometabolic Risk Using Modifiable Non–Self-Reported Risk Factors. American journal 

of preventive medicine. 2014;47(2):131-140. 

313. Shaikh AY, Wang N, Yin X, Larson MG, Vasan RS, Hamburg NM, et al. Relations of 

Arterial Stiffness and Brachial Flow–Mediated Dilation With New-Onset Atrial Fibrillation: 

The Framingham Heart Study. Hypertension. 2016;68(3):590-596. 

314. Hendriks T, van Dijk R, Alsabaan NA, van der Harst P. Active Tobacco Smoking Impairs 

Cardiac Systolic Function. Scientific reports. 2020;10(1):6608. 

315. Wu JP, Che TT. Secondhand Smoke Exposure in Aging-related Cardiac Disease. Aging and 

disease. 2013;4(3):127-133. 

316. Bruce N, Perez-Padilla R, Albalak R. The health effects of indoor air pollution exposure in 

developing countries. Geneva: World Health Organization. 2002;11. 

317. King A, Thambyrajah J, Leng E, Stewart MJ. Global longitudinal strain: a useful everyday 

measurement? Echo Research and Practice. 2016;3(3):85-93. 

318. U.S. Department of Health and Human Services. The Health Consequences of Smoking-50 

Years of Progress: A Report of the Surgeon General. Atlanta (GA): Centers for Disease 

Control and Prevention (US); 2014. 

319. Dwyer T, Ponsonby AL, Couper D. Tobacco smoke exposure at one month of age and 

subsequent risk of SIDS--a prospective study. American journal of epidemiology. 

1999;149(7):593-602. 

320. Greenland S. Modeling and variable selection in epidemiologic analysis. American journal of 

public health. 1989;79(3):340-349. 



References 
 

300 | P a g e  
 

321. Blood pressure, cholesterol, and stroke in eastern Asia. Eastern Stroke and Coronary Heart 

Disease Collaborative Research Group. Lancet (London, England). 1998;352(9143):1801-

1807. 

322. Mayet J, Hughes A. Cardiac and vascular pathophysiology in hypertension. Heart (British 

Cardiac Society). 2003;89(9):1104-1109. 

323. Medvedofsky D, Maffessanti F, Weinert L, Tehrani DM, Narang A, Addetia K, et al. 2D and 

3D Echocardiography-Derived Indices of Left Ventricular Function and Shape: Relationship 

With Mortality. JACC: Cardiovascular Imaging. 2017. 

324. Kallio K, Jokinen E, Raitakari OT, Hämäläinen M, Siltala M, Volanen I, et al. Tobacco 

smoke exposure is associated with attenuated endothelial function in 11-year-old healthy 

children. Circulation. 2007;115(25):3205-3212. 

325. Geelhoed J, El Marroun H, Verburg BO, van Osch‐Gevers L, Hofman A, Huizink A, et al. 

Maternal smoking during pregnancy, fetal arterial resistance adaptations and cardiovascular 

function in childhood. BJOG: An International Journal of Obstetrics & Gynaecology. 

2011;118(6):755-762. 

326. Rizzoni D, De Ciuceis C, Porteri E, Semeraro F, Rosei EA. Structural alterations in small 

resistance arteries in obesity. Basic & clinical pharmacology & toxicology. 2012;110(1):56-

62. 

327. Santos Silva DA, Petroski EL, Peres MA. Is high body fat estimated by body mass index and 

waist circumference a predictor of hypertension in adults? A population-based study. 

Nutrition journal. 2012;11:112. 

328. Cohen G, Jeffery H, Lagercrantz H, Katz-Salamon M. Long-term reprogramming of 

cardiovascular function in infants of active smokers. Hypertension. 2010;55(3):722-728. 

329. Department of Health. Clinical Practice Guidelines: Pregnancy Care. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/4BC0E3DE489BE54DCA258

231007CDD05/$File/Pregnancy-care-guidelines-updated-30-July-2018.pdf. Published 2018. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/4BC0E3DE489BE54DCA258231007CDD05/$File/Pregnancy-care-guidelines-updated-30-July-2018.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/4BC0E3DE489BE54DCA258231007CDD05/$File/Pregnancy-care-guidelines-updated-30-July-2018.pdf


References 
 

301 | P a g e  
 

330. Bertani AL, Garcia T, Tanni SE, Godoy I. Preventing smoking during pregnancy: the 

importance of maternal knowledge of the health hazards and of the treatment options 

available. J Bras Pneumol. 2015;41(2):175-181. 

331. Lim GB. Risk factors. Childhood exposure to parental smoking confers lifelong increase in 

cardiovascular risk. Nature reviews Cardiology. 2014;11(5):250. 

332. Campbell KA, Bowker KA, Naughton F, Sloan M, Cooper S, Coleman T. Antenatal Clinic 

and Stop Smoking Services Staff Views on "Opt-Out" Referrals for Smoking Cessation in 

Pregnancy: A Framework Analysis. International journal of environmental research and 

public health. 2016;13(10). 

333. Department of Health Tasmania. Antenatal Carbon Monoxide Monitoring Opt-Out Referral 

Pilot Project Evaluation ReportSeptember 2019. 

334. Tackling Indigenous Smoking. Quit for you - quit for two 

https://tacklingsmoking.org.au/resources/resources-to-support-activities-that-

work/?id=29304&title=Quit+for+you+-+quit+for+two. 

335. Thornton L, Quinn C, Birrell L, Guillaumier A, Shaw B, Forbes E, et al. Free smoking 

cessation mobile apps available in Australia: a quality review and content analysis. Australian 

and New Zealand journal of public health. 2017;41(6):625-630. 

336. Meghea CI, Brinzaniuc A, Sidor A, Chereches RM, Mihu D, Iuhas CI, et al. A couples-

focused intervention for smoking cessation during pregnancy: The study protocol of the Quit 

Together pilot randomized controlled trial. Tobacco prevention & cessation. 2018;4. 

337. Meghea C, Bandici R, Dascal MD. Preliminary efficacy of the Quit Together Couple focused 

pregnancy smoking cessation intervention in Romania. European journal of public health. 

2020;30(Supplement_5). 

338. Australian Government Department of Health. National Tobacco Strategy 2012–2018 - A 

strategy to improve the health of Australians by reducing smoking rates. 

https://www.health.gov.au/resources/publications/national-tobacco-strategy-2012-2018. 

339. Australia Department of Health. Smoking and tobacco and pregnancy 

https://www.health.gov.au/health-topics/smoking-and-tobacco/smoking-and-tobacco-

https://tacklingsmoking.org.au/resources/resources-to-support-activities-that-work/?id=29304&title=Quit+for+you+-+quit+for+two
https://tacklingsmoking.org.au/resources/resources-to-support-activities-that-work/?id=29304&title=Quit+for+you+-+quit+for+two
https://www.health.gov.au/resources/publications/national-tobacco-strategy-2012-2018
https://www.health.gov.au/health-topics/smoking-and-tobacco/smoking-and-tobacco-throughout-life/smoking-and-tobacco-and-pregnancy?utm_source=health.gov.au&utm_medium=redirect&utm_campaign=digital_transformation&utm_content=smoking-and-tobacco-and-pregnancy


References 
 

302 | P a g e  
 

throughout-life/smoking-and-tobacco-and-

pregnancy?utm_source=health.gov.au&utm_medium=redirect&utm_campaign=digital_transf

ormation&utm_content=smoking-and-tobacco-and-pregnancy. 

340. The Royal Children's Hospital Melbourne. Smoking and your child. 

https://www.rch.org.au/kidsinfo/fact_sheets/Smoking_and_your_child/. 

341. Weiland S, Warmelink JC, Peters LL, Berger MY, Erwich JJHM, Jansen DEMC. The needs 

of pregnant women and their significant others regarding professional smoking cessation 

support. European journal of public health. 2020;30(Supplement_5). 

342. Lustre BL, Dixon CA, Merianos AL, Gordon JS, Zhang B, Mahabee-Gittens EM. Assessment 

of tobacco smoke exposure in the pediatric emergency department. Preventive medicine. 

2016;85:42-46. 

343. Australian Institute of Health Welfare. National Core Maternity Indicators. Canberra: AIHW; 

2019. 

344. Jones M, Lewis S, Parrott S, Wormall S, Coleman T. Re-starting smoking in the postpartum 

period after receiving a smoking cessation intervention: a systematic review. Addiction 

(Abingdon, England). 2016;111(6):981-990. 

345. Australian Institute of Health and Welfare 2020. National Drug Strategy Household Survey 

2019. Canberra AIHW. 

346. Behbod B, Sharma M, Baxi R, Roseby R, Webster P. Family and carer smoking control 

programmes for reducing children's exposure to environmental tobacco smoke. The Cochrane 

database of systematic reviews. 2018;1(1):CD001746-CD001746. 

347. Gould GS, Twyman L, Stevenson L, Gribbin GR, Bonevski B, Palazzi K, et al. What 

components of smoking cessation care during pregnancy are implemented by health 

providers? A systematic review and meta-analysis. BMJ open. 2019;9(8):e026037. 

348. Petrou S, Hockley C, Mehta Z, Goldacre M. The association between smoking during 

pregnancy and hospital inpatient costs in childhood. Social science & medicine (1982). 

2005;60(5):1071-1085. 

https://www.health.gov.au/health-topics/smoking-and-tobacco/smoking-and-tobacco-throughout-life/smoking-and-tobacco-and-pregnancy?utm_source=health.gov.au&utm_medium=redirect&utm_campaign=digital_transformation&utm_content=smoking-and-tobacco-and-pregnancy
https://www.health.gov.au/health-topics/smoking-and-tobacco/smoking-and-tobacco-throughout-life/smoking-and-tobacco-and-pregnancy?utm_source=health.gov.au&utm_medium=redirect&utm_campaign=digital_transformation&utm_content=smoking-and-tobacco-and-pregnancy
https://www.health.gov.au/health-topics/smoking-and-tobacco/smoking-and-tobacco-throughout-life/smoking-and-tobacco-and-pregnancy?utm_source=health.gov.au&utm_medium=redirect&utm_campaign=digital_transformation&utm_content=smoking-and-tobacco-and-pregnancy
https://www.rch.org.au/kidsinfo/fact_sheets/Smoking_and_your_child/


References 

303 | P a g e

349. Levy DE, Winickoff JP, Rigotti NA. School absenteeism among children living with

smokers. Pediatrics. 2011;128(4):650-656.

350. Max W, Sung HY, Shi Y. Childhood secondhand smoke exposure and ADHD-attributable

costs to the health and education system. The Journal of school health. 2014;84(10):683-686.


	University of Tasmania Open Access Repository
	Cover sheet

