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Our theme for March is men’s needs and experiences in 
becoming fathers.

The needs of fathers are often overlooked by organisations 
providing services to new and expectant parents, yet research 
shows that the role of fathers in family life is an important one. 

Jenny Barrett has taken an interest in fathers’ needs over a number 
of years, and in this issue she and I discuss what practitioners can 
do to take fathers’ needs into account (p3). Rebekah Fox talks to 
some of the fathers who have attended Jenny’s Mantenatal course 
in St Neots Rural Children’s Centre about what they most enjoyed 
and got out of attending the course (p6).

Mothers and fathers feel more confident if they are adept at 
reading the cues their babies give and can appreciate the 
significance of other newborn behaviours. Joanna Hawthorne 
and Emily Savage-McGlynn introduce the research on newborn 
behavioural observation courses, focusing in particular on how 
greater awareness can strengthen the bond between fathers and 
their babies (p7). 

Kim Thomas looks at some of the resources available to help both 
fathers and practitioners working with them (p9), while Elizabeth 
Duff examines the implications of the government’s proposals for 
shared parental leave (p10).

There are also three important articles on baby feeding. Patricia 
Wise, Heather Trickey and Rosie Dodds present the evidence 
relevant for effective breastfeeding preparation in antenatal 
classes (p11), while Rosie Dodds introduces the results of the 
latest Infant Feeding Survey (p13) and explores the research on 
the effectiveness of baby-led weaning (p14). 

In her second article on behaviour change, Angela Ryan’s review 
of reviews presents the evidence on interventions to help women 
stop smoking during pregnancy (p16).

Mary Newburn 
Head of research and information, NCT
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Meeting men’s 
needs in antenatal 
courses

Jenny Barrett, NCT antenatal teacher 
in St Neots, Cambridgeshire, and 
Mary Newburn, NCT’s head of 
research and information, ask  
what preparation men need most 
when becoming a father for the  
first time, and explore different  
ways of responding. 

In this article, we explore what NCT sets 
out to offer to expectant fathers and reflect 
on possibilities for further development. 
Jenny had always enjoyed teaching men in 
her NCT couples groups, and often felt she 
would like more time with them to explore 
their perspective and feelings. So, four years 
ago, when she met the manager of the St 
Neots Rural Children’s Centre to discuss what 
antenatal education the NCT could offer, 
doing something with a focus on preparation 
for fathers made sense. The manager was 
keen to attract more fathers to come to the 
children’s centre and use the services for 
families. Jenny was keen that any provision 
by NCT should complement that offered 
locally by community midwives. From this 
opportunity, Jenny developed Mantenatal, a 
course of three free antenatal sessions for 
expectant fathers. 

The NCT approach
Across NCT as a whole, the most common 
formats for antenatal courses follow the 
original pattern, offering 16-20 hours of 
teaching time over several weeks, and newer, 
shorter courses involving 12-15 contact 
hours, usually involving two medium-length 
days (of around six hours) plus a separate 
breastfeeding session.1 Both of these 
formats usually involve some women-only 
and some partner-only group work, either 
within a session attended by both women 
and men or as separate single-sex sessions. 
In a recent longitudinal study of women’s 
and men’s experiences of NCT courses, 
a series of questions was included in the 
post-birth questionnaire in order to find out 

what men felt their needs were. Men were 
asked whether their course had addressed 
the issues that they wanted to cover and also 
what they felt about the separate sessions 
for partners.1 Most of the 168 men who 
gave detailed feedback were white (93%), 
graduates (76%) and aged over 30 (87%). The 
results suggest that NCT courses are enabling 
these men to prepare for the birth and 
supporting their partner during labour quite 
well. A very high proportion indicated that 
they felt their course had provided a good 
preparation for a wide spectrum of different 
birth experiences, from ‘natural birth’ (96%) 
to caesarean birth (87%), and for supporting 
their partner during labour. In particular, 
they all felt the course had provided a useful 
opportunity to meet other parents:

‘Group sessions were good for learning 
as well as letting off steam…Close friends 
without kids find it difficult to relate to what is 
changing in our lives.’ 

‘Hearing other people in the same situation – 
their hopes, fears, worries and ambitions…and 
realising they are similar to your own.’

Reflecting back to when their baby was 
around three months old, 83% of fathers 
said that ideas discussed on the NCT course 
about how to support their partner had 
been useful. For men, the NCT course raised 
their awareness of the demands on women 
of having a new baby and it had addressed 
changes in couple relationships:

‘It allowed my wife and I time to focus on the 
future together.’

It was, however, clear that the men felt more 
could have been done to prepare them for 
looking after their baby and the changes 
they would experience as a new father. In 
the follow-up survey, 58 men contributed 
comments about what they felt least 
prepared for. The most common themes 
were aspects of feeding (13), persistent crying 
(9), tiredness (4), and their partner’s physical 
recovery (4). Some of the fathers’ reflections 
on this included:

‘The first two weeks are relentless – only way 
to get through it is to go on auto pilot and 
deal with whatever happens as it happens.’

‘Dealing with the realities of crying and how 
to pacify.’

‘Coping with my wife’s feelings/sadness and 
struggling with the breastfeeding.’

Interestingly, the themes on feeling 
inadequately prepared for the reality of 
feeding, crying and tiredness were similar 
to those in the feedback from those new 
mothers who found the early weeks more 
demanding than they had anticipated. 

Two thirds of men who responded to the 
post-birth survey said that there had been 
men-only sessions (68%) and most felt that 
the balance of mixed-gender and partner-only 
sessions was about right. Two men, whose 
course did not include partner-only sessions, 
commented: 

‘I think a dads-only session may have been 
useful to discuss what was likely to happen
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at the delivery and shortly after, without the 
mums being there, to allow us to be better 
prepared (but without scaring us!).’

‘Men-only sessions sound interesting, but we 
did not have the option.’ 

Addressing fathers’ needs
Jenny contacted other NCT antenatal 
teachers using an internal Yahoo group on 
the 18 October and 25 October 2012 and 
asked what techniques they use to address 
the needs of fathers within their courses, 
giving the example of fathers-only sessions. 
Seven teachers replied on the group and 
another six replied directly. 

Of these, two regularly run entire separate 
sessions for fathers during their antenatal 
courses and all 13 use partner-only group 
work as part of sessions. Three said they 
made a point of including at least one activity 
in each session where pregnant women and 
their partners are working in separate groups. 
Four encourage fathers to swap mobile 
numbers and arrange a night to meet up. One 
teacher said she notices a big change after a 
fathers-only session: 

‘[There is] lots more laughing together, and 
groups seem to arrange more men’s meet-
ups since I’ve included this session’. 

When asked about what approaches they 
have found particularly helpful when teaching 
fathers, they mentioned work in partner-only 
groups on practical baby care (5) or aspects of 
being a birth partner (4). Two felt that sessions 
including a new dad were most useful. When 
working with mixed-sex groups teachers 
mentioned the importance of trying to 
include the father’s perspective. For example, 
two teachers stated they encourage fathers 
to think about their own comfort when 
teaching physical skills for labour.

The Mantenatal model
In 2008, Jenny developed a fathers-only 
antenatal course and called it Mantenatal. 
Originally this was a response to the lack of 
fathers attending the NHS classes, which 
were held during the day. Jenny says, ‘I now 
believe there is real benefit in fathers-only 
sessions. During these sessions deep-rooted 

issues have been raised that would not have 
come out in a couples session. For example, 
one father opened up after two sessions 
to reveal fears around birth that stemmed 
from his experiences as a young student 
nurse working on a labour ward. Another 
revealed his concerns about his partner’s 

feelings about a child he had from a previous 
relationship, and her anxiety that he had 
“done it all before”.’ 

Objectives of the Mantenatal course include 
giving men a chance to explore the uncertain 
nature of the birth process, and practical 
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‘Men wanted more on looking 
after their baby and the changes 

they would experience as a  
new father.’

Richard Hallett, 
MBE, for services 
to midwifery 
and parents 

Congratulations to Richard, who has 
been awarded an MBE in the New Year’s 
Honours! Richard Hallett, NCT activist, 
has been an influential campaigner for 
community-based, midwife-led birth 
centres for over two decades. Prompted 
by his own experiences as a father and of 
using the Crowborough Maternity Unit, in 
1996 Richard spearheaded a campaign 
to safeguard the unit’s future. He ran a 
positive campaign, highlighting the value 
of midwife-led care provided close to 
home in the local community. Working in 
partnership with commissioners, parents 
and midwives, Richard played a key role 
in establishing the unit as a leading birth 
centre. Always ready to travel and to speak 
in public, Richard told the Crowborough 
success story in Belfast, Southport, 
Wiltshire, Stroud, Malden, Portsmouth 
(for the Birth Place Choices project), 
Petersfield, Lichfield, and at the All-Party 
Parliamentary Group for Maternity in 
Westminster. Unlike many community 
maternity units, instead of being closed, 
Crowborough became one of the first 
new wave of midwife-led birth centres. Its 
success, based on a sound business-case, 
has inspired many midwife managers 

and lobbyists working to revitalise or 
establish new birth centres around the 
UK. Richard’s special contributions have 
been to get to grips with the economic 
arguments and the outcomes evidence 
that matter to managers. Richard went 
on to influence acute and community 
maternity services across the whole of East 
Sussex, co-chairing the East Sussex MSLC 
for a number of years and chairing the East 
Sussex Maternity Services Development 
Panel on behalf of the East Sussex PCT 
to develop a maternity strategy following 
the Independent Review Panel’s Report of 
September 2008. 
 
Mary Newburn says, ‘As a business 
manager himself, he was always focused 
clearly and explicitly on what would cut 
the mustard when it came to influencing 
decision-makers. He has been generous 
with his time and expertise in assisting 
other parent lobbyists who might know 
what women wanted, but be less clear 
about how to best make the case for 
maternity services changes and get 
positive results.’
 
Richard, who has a renewed interest in 
maternity services having become a 
grandfather in November, said he was 
‘gobsmacked’ to receive the honour 
that Crowborough midwives have been 
working to arrange for him since 2011. He 
commented wryly, ‘I reckon that if men got 
pregnant and women drank beer you’d find 
a birth centre on every corner and have to 
travel miles to find the nearest pub.’

Richard with daughter Jo and grandson Stanley



according to the purpose of the activity 
and topic under discussion. 

• Plan sessions that include looking after 
the baby and the changes that men are 
likely to experience as a new father.

• Bring in the voices and experiences of 
new fathers – this can be done by inviting 
parents who have previously attended the 
course to talk about their experiences, 
and by using photographs or written 
diaries or reflections from real fathers.

• Refer men and women to the Changes for 
Me and Us website http://bit.ly/VK6oHE 
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guidance on how they can help. The intention 
is to increase their sense of self-efficacy as a 
birth partner. This is approached by exploring 
their fears and expectations about birth. The 
first session covers the process of labour 
and the role of hormones (and in particular 
the effect of stress). The facilitation includes 
lots of open questions such as, ‘How do you 
feel about becoming a father?’ and ‘How do 
you feel you and your partner have changed 
during this pregnancy?’ This generates a broad 
discussion, often highlighting similarities in 
men’s thoughts and experiences. The second 
and third sessions offer practical preparation, 
more opportunity for open questions to draw 
out concerns and address them.

This process of exploring and sharing enables 
men to gain confidence in their own abilities 
during labour and early parenting. This 
approach is based on Bandura’s theory of 
self-efficacy, which states that people tend to 
fear threatening situations which they believe 
exceed their coping skills, whereas they 
behave with more assurance when they judge 
themselves capable of handling situations that 
would otherwise be intimidating.2 

Developing confidence
Mantenatal also aims to develop men’s 
confidence to become fathers to their babies. 
From the outset, Mantenatal provided the 
opportunity for fathers to visit the group with 
their baby to demonstrate how a father can 
look after his child from the very beginning, 
and for the expectant dads to observe 
and be able to ask questions. This method 
of learning is what Kolb would refer to as 
‘reflective observation’.3 A father recently said, 
‘I didn’t really get to know my dad until I was 
about 14; he just didn’t do babies and small 
children’. These men leave the sessions much 
more engaged, confident that they have an 
important role to play and feeling they know 
what to do. 

All fathers who have attended are asked to 
complete a course evaluation questionnaire at 
the end of the three sessions. So far, all dads 
who have attended have indicated that they 
would recommend the course to a friend,4 
and comments have included: ‘enjoyable and 
helped a lot’, ‘loved the classes, very helpful’, 
‘full of great ideas for us men’, and ‘informal 
but informative’. All those approached have 
been willing to come and speak to dads in 
the next group, bringing their babies with 
them, and many have clearly thought through 
very carefully what they would like to pass 
on. A number have also agreed to help with 
publicity for the sessions, giving quotes and 
photographs for local newspaper articles, 
and speaking to journalists. The challenge 
for the programme is getting information to 
fathers-to-be and encouraging them to book, 

Do send us your examples of good 
practice. We would like to publish further 
articles on meeting fathers’ needs and on 
preparing women and men for the reality 
of the early weeks after birth.

as others offering preparation for men-only 
courses have reported.5 It might increase 
numbers if Mantenatal was offered and 
booked alongside the antenatal education 
offered by the NHS for women, or with other 
services for pregnant women, such as a 
pampering session. 

A key motivation for the children’s centre is 
to engage more fathers, who are seen as a 
‘hard-to-reach’ group, in services after their 
babies are born. A number of the fathers who 
have attended Mantenatal have kept in touch, 
and in one case have arranged to meet up at 
the children’s centre fathers’ group. One father 
who recently attended one of the  NCT courses 
at St Neots  stated, on an evaluation form, ‘I 
really enjoyed the couples sessions, but it was 
only after the dads-only session that I got to 
know others in the group’. 

Although the vast majority of fathers now 
attend the birth of their children, their 
presence has not been welcomed universally. 
Odent6 has been an outspoken critic of the 
development, suggesting the anxiety and 
distress felt by fathers at witnessing their 
partners in labour can result in them asking 
the women rational questions. He argues this 
can inhibit the woman’s ability to manage 
her labour emotionally and result in a more 
interventionist approach. What I (Jenny) hoped 
to explore with the Mantenatal model is 
whether, if fathers were given space to explore 
their fears antenatally, this perceived cycle 
could be avoided. Miller, in her in-depth study 
of 17 fathers before and after birth, found 
that the men anticipated their role as one of 
a ‘go-between’ between their partner and the 
medical staff.7 The men often found this a 
difficult role. After their birth experiences many 
felt their experiences had been very different 
from their expectations and that they had 
largely felt unprepared for what had happened. 
Similarly, a small-scale study in Sweden 
where fathers were interviewed before and 
after attending childbirth education and after 
the birth of their babies found that they felt 
unprepared for the an unpredictable process 
and their own reactions.8

Revitalising your antenatal course to 
address fathers’ needs
All those providing antenatal preparation for 
parents should be planning their sessions 
carefully to meet the needs of men as well  
as women.9 

• Small group work with men and partners 
should be part of the repertoire of all 
needs-led group facilitators. Wherever 
possible, female partners in same-sex 
couples should be asked whether they 
would prefer to work with pregnant 
women or with other partners. They may 
prefer to vary the group they work with 
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The response to NCT’s Mantenatal courses 
was overwhelmingly enthusiastic. Within two 
hours of sending email invitations I had four 
volunteers who were all keen to speak to 
me the next day. All of them were extremely 
positive about the course and said that they 
would recommend it to friends. 

Chris, a sales director and father of twins, says, 
‘As a guy you’d be stupid not to [attend]: it’s 
free, it’s local and it’s an hour of my evening. 
An hour is nothing and the knowledge you 
get out of it, the final feeling of getting to 
labour and not panicking like a madman, is 
invaluable – you can’t put a price on it.’ 

All the men agree that a knowledge of what 
to expect during labour was one of the key 
benefits of the course. ‘The biggest thing 
I got was knowing what I should be doing 
while mum is in labour,’ says Neil, a product 
manager. ‘What to expect at the different 
stages and how to support her and know that 
to some degree I’m playing an important part 
in this as well’. 

Only men allowed
Participants also appreciated the fact that 
the course was men-only, enabling them to 
focus on their own feelings and experiences, 
something that they felt was sometimes 
missing in mixed classes.  ‘Just the fact that 
you’re all guys who are technically in the 
same boat, no matter what background 
you’re from,’ says Neil. ‘OK you get laughing 
and joking around, but it’s more than just 
a blokes’ gathering down the pub and it’s 
focused and you know you’re all there for 
the same reason. I don’t think your mates 
necessarily want to hear about it if they’re not 
parents themselves, so it’s nice to have that 

forum to go and share your experiences.’
Chris agrees: ‘You can ask those bizarre 
questions that typically, if you asked them 
in front of your wife or another mother, you 
may feel a little silly. Like, “Where can I park 
when she goes into labour and I have to go to 
the hospital?” And because it’s men only you 
don’t have to feel embarrassed about it.’

The men also valued the interactive approach 
Jenny took to teaching the course. ‘ We were 
asked a lot of questions about our opinions 
and thoughts on things – it wasn’t just 
somebody standing in front of you telling 
you what was going to happen,’ says Andy, 
an accounts manager. ‘In one session Jenny 
brought a rucksack full of things that were 
equivalent to what the female was carrying 
at different stages of pregnancy, which really 
gave you an appreciation of what she was 
coping with.’

The session where recent dads returned to 
talk about their experiences was particularly 
popular, giving the opportunity to ask 
questions ‘one-to-one, man-to man’ in a way 
that they might not do outside the context 
of the classes. Two of the dads found this 
session so valuable that they had been back 
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Mantenatal – 
what do men 
really think?

Rebekah Fox, NCT senior research 
and evaluation officer, speaks to 
four first-time fathers about their 
views on the Mantenatal course 
in St Neots, run by NCT antenatal 
teacher Jenny Barrett.

with their own children to talk to expectant 
fathers in a later course.  The course 
also provided the opportunity for social 
networking, with several of the participants 
saying they had swapped numbers or met up 
with the others from the group at a later date. 
However, the pressures of work and early 
parenthood meant that this did not happen 
as often as they may have liked.

When things go wrong
Perhaps the aspects of the course that men 
felt could have been covered more were what 
to do when things went wrong either during 
or after the birth. As Chris puts it, ‘Without 
wanting to scare people, probably only one 
in 20 people have the perfect birth story, so 
perhaps a bit more info on how things could 
change in an instant and what to expect in 
those situations.’

They would have liked more information on 
how to support partners when breastfeeding 

‘One guy was petrified when 
his wife went into labour and 
came out a nervous wreck - 
our experience, despite the 

emergency caesarean, was quite 
relaxed and calm.’ 

did not go as planned, or how to cope with 
the onset of postnatal depression. More 
practically, Chris suggests it would be useful 
to have an overview of the ‘minefield’ of baby 
products available, ‘because ultimately it’s 
us that goes to the shop at unearthly hours 
of the morning and need to come back with 
something passable for a nappy!’ 

Spreading the word
Men can be cautious about the idea of 
attending a men-only antenatal course. 
‘We tried to get one of my friends to go on 
it and he refused point blank,’ says Chris. ‘I 
told him a real man would go. I think it would 
help a lot of relationships and save a lot of 
earache. In the end the guy was petrified 
when she went into labour and came out 
of the birth a nervous wreck, whereas our 
experience, despite the twist at the end with 
the emergency caesarean, was quite a nice 
relaxed and calm one.’

None of the men had heard about the course 
independently, but had had it recommended 
by their partners or other female friends. It 
can be difficult to target fathers directly in 
order to boost course numbers. Sebastian, 
a full-time magician, admits to having 
reservations about going on the course 
before it began:  ‘I was worried it was going to 
be a bit blokey to start with, a bit gimmicky in 
that respect, but I didn’t find that at all.’

All the men felt that with improved 
advertising this was a model that could be 
effectively adopted across the country and 
that antenatal education for dads was not just 
a passing trend. ‘I think more people need to 
be offering things like this to dads,’ says Neil. 
‘The focus is generally on mums, and rightly 
so, but we need to make sure dads are not 
forgotten and that it is a different experience 
for them.’

Mantenatal class member 
Simon Leher with baby Joshua



The arrival of a new baby brings many changes 
to family dynamics. ‘Transition to parenthood’ 
is a term often used to identify this normative 
crisis in the life of the family. Research has 
shown that babies need to experience a secure 
attachment to their main caregiver, most often 
their mother, in order to become confident, 
emotionally stable and good learners.1 Fathers 
also have an important role to play in the early 
days of a child’s life, though there are fewer 
research studies on the long-term effects of 
fathers’ involvement during pregnancy, birth 
and early parenting.

The relationships that are developed between 
an infant and his or her caregivers in the early 
days, weeks and months of life can have 
long-lasting effects upon the child’s cognitive, 
emotional and social development. Sensitivity 
to an infant’s cues and communications is 
a crucial component in strengthening this 
attachment relationship. It involves the 
ability not only to perceive and interpret the 
infant’s cues accurately, but also to provide an 
appropriate and timely response.

While much of the research has focused upon 
the effects of the bond between mother 
and infant, there is increasing interest in the 
long-term impact of the relationship between 
an infant and the father. Traditionally fathers 
spend less time with their infants, which may 
affect the strength of the attachment

relationship.2 Fathers also tend to interact 
differently with their children: where mothers 
tend to spend their time nurturing and 
displaying calm, sensitive warmth, fathers 
are more likely to focus on stimulating, 
exploratory and boisterous types of play.3 For 
the developing infant, the more energetic and 
active nature of play with their father provides 
an opportunity to develop their playful and 
explorative behaviours, allowing children to 
push their comfort boundaries and stretch 
their limits.4 Over time, children who have 
developed secure attachment relationships 
with their father are less likely to have 
behavioural problems5 and show higher levels 
of sociability.6 

Paying close attention to the subtle, shifting 
infant cues and communications as the 
pace of play quickens is crucial. In order to 
provide optimal development and learning 
opportunities for that child, both parents 
need to monitor and match the needs of their 
child so as to interact at a pace that the baby 
is comfortable with.

Observing the baby’s responses
In the last 20 years, an increased 
understanding about the development of 
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Newborn 
behavioural 
observation: 
helping new 
fathers and 
their babies

Joanna Hawthorne, director of the 
Brazelton Centre in Great Britain, 
and Emily Savage-McGlynn, a 
researcher at the National Perinatal 
Epidemiology Unit at the University 
of Oxford, look at how newborn 
behavioural observation can help 
fathers become involved with their 
new baby. 

the infant’s brain shows that how we respond 
to babies is very important. Parents and 
caregivers need to observe all the baby’s 
efforts to communicate, such as their 
cries, smiles, quiet vocalisations and arm 
movements. The baby’s efforts to show how 
they are feeling, such as colour changes, 
yawns and sneezes, imply that they may be 
feeling over-stimulated.

Other signals, such as a calm, bright-eyed, 
alert look show us that they are interested 
in playing or feeding. Supporting parents 
as they work to read their baby’s signals 
and cues is an effective way of providing a 
preventative intervention with parents. With 
respect to the energetic play that often 
takes place between father and child, being 
aware of and understanding baby’s cues and 
signals is very important to optimise the 
attachment relationship. 

Infant behavioural strategies

The Newborn Behavioural Observations (NBO) 
is a tool used to enhance the practitioner-
parent relationship and the parent-baby 
relationship, highlighting the infant’s 
behavioural states, reflexes, social interaction, 
motor activity and signs of over-stimulation.7 
It is based on over 30 years of research 
from the Neonatal Behavioural Assessment 
Scale, and is a supportive intervention for 
parents and a research tool used in more 
than 900 studies.8 The Brazelton approach 
has been recommended in the Healthy Child 
Programme by the Department of Health,9 
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and has been used widely in the UK for the 
last 15 years. The NBO is not an assessment, 
but an introduction to infant behavioural 
strategies and signs. Along with the parent, 
the practitioner looks at how the baby 
manages sleep (by shining a light and shaking 
a rattle when the baby is asleep), how the 
baby manages crying and self-soothing, how 
the baby shows reflexes and how he manages 
social interaction using the caregiver/
practitioner’s face and voices.

After participating in an NBO session, mothers 
report that they felt they knew their baby 
better, had a greater understanding of their 
baby’s cues, and that they felt more confident 
with their baby.10,11,12 Further, the NBO has 
been shown to enhance the mother’s sense 
of competency as a parent and reduce the 
likelihood of depressive symptoms developing.7

A study was conducted in Wales where the 
health visitors carried out six weekly visits, 
implementing the Brazelton approach. 
Compared with mothers who had only been 
visited once by non-Brazelton-trained health 
visitors, the intervention mothers were 
significantly more confident and had higher 
levels of attachment with and lower levels of 
hostility towards their infant.

The importance of fathers
Fathers of new babies can often feel 
marginalised, but including them in the 
NBO session can help them to feel that the 
baby knows them, and they are important to 
their baby.13 A classic study using the NBAS 
in 1989 with fathers showed that fathers 
who were present at the NBAS session with 
their newborn were more involved with their 
caretaking at one month old.14 



Many practitioners report that the father is 
particularly amazed when the infant responds 
to his voice, and it seems to make the father 
feel proud and valued. Information from 
practitioners who have taken the two-day 
NBO course in the UK, and use the NBO to 
enhance their practice, reported feeling more 
confident in discussing newborn behaviour 
with parents.11

 In summary, a strength-based, relationship-
based intervention in the newborn period 
using the Brazelton theory and concepts 
through the NBO and NBAS, carried out with 
both mothers and fathers present, appears 
to make a positive difference with families 
by affording them the skills to respond 
effectively with their infants to ensure their 
optimal development.

Practitioners can develop their own awareness 
of baby cues by attending relevant courses 
(see box-out) and through further reading. 

7. Nugent JK, Keefer CH, Minear S et al. Understanding 
newborn behavior & early relationships: the 
Newborn Behavioral Observations (NBO) system 
handbook. Baltimore: Brookes Publishing Company; 
2007.

8. Brazelton TB, Nugent JK. Neonatal behavioral 
assessment scale . 4th edition London: MacKeith 
Press; 2011.

9. Shribman S, Billingham K. Healthy Child Programme: 
pregnancy and the first five years of life. London: 
Department of Health; 2009. Available from: http://
www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/
DH_107563 

10. Savage-McGlynn E, Redshaw M, and Hawthorne J. 
Getting the most out of your relationship with your 
baby: a review of the Brazelton Neonatal Behavioural 
Assessment Scale in Flying Start, Wales. Poster 
presented at SRIP Conference; 2012; Oxford.

11. Savage-McGlynn E. Parents’ reports of attending an 
NBO session. (Unpublished). 2012.

12. Sanders LW, Buckner EB. The Newborn Behavioral 
Observations system as a nursing intervention 
to enhance engagement in first-time mothers: 
feasibility and desirability. Pediatr Nurs 
2006;32(5):455-9.

13. Kasovac N. Fathers: an important part of the 
newborn equation. From Ab Initio International, 
Brazelton Institute online journal.  Available from: 
http://www.childrenshospital.org/microsites/
Site3461/mainpageS3461P26.html

14. Beal JA. The effect on father-infant interaction of 
demonstrating the neonatal behavioral assessment 
scale. Birth 1989;16(1):18-22.
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Train in NBO
Two-day training courses in the NBO are 
available across the UK. Please visit 
www.brazelton.co.uk/training.html 
for further information. 

www.nctprofessional.co.uk

Resources for healthcare professionals and midwives
www.nctprofessional.co.uk 
or call 0845 8100 100

0845 8100 100

Creating a better birth environment with NCT
The Bradbury Birthing Couch was developed with a 
midwife experienced in active birth. It’s designed to allow 
comfortable upright positioning, and it has no hard edges 
so any part of the couch can be used. Its unique sculpting 
of the lower end provides a generous platform for the 
midwife to work. Code 3270 Price £750

Teaching aids to help in your antenatal 
classes and work with parents

Antenatal 
Demonstration Doll 
42cm Code 3294, 
Price: £42

Breastfeeding 
positioning doll 
Code: 3292, 
Price: £19.99

NCT information sheets and booklets
Fathers and breastfeeding - Information sheets x 50 
Code: 1713PAD, Price £4.95

Positions for labour and birth - 
Information sheet PAD x 50, 
also available as an A2 Poster 
Code: 3254PAD, Price: £4.95 
Code: 3254POS, Price: £7

What’s in a nappy - 
Information sheets PAD x 50, 
also available as an A2 Poster

Code: 3213PAD, Price: £4.95 
Code: 3213POSA2, Price: £7
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‘Too often fathers are still marginalised or 
ignored by mother-centred services. Even 
some services which appear to be father-
friendly can attempt to make men behave 
more like mothers rather than encouraging a 
separate identity and role for fathers in their 
own right.’

So says a report entitled, Are we nearly there 
yet, Dad?, published by the Family Strategic 
Partnership (FSP) in December 2012.1 The 
report specifically addresses the needs of 
young fathers, but the words could equally 
apply to all new fathers. While the needs of 
expectant and new mothers are relatively well 
catered for, men are often left to find their 
own way.

This is slowly beginning to change as policy 
makers start to recognise the valuable role 
fathers play in family life. As the FSP report 
says, ‘Research has shown time and again 
that fathers’ engagement with their children, 
particularly in the early years, significantly 
improves outcomes for both them and their 
children.’ The FSP itself is a consortium of 
four organisations (Barnardo’s, Action for 
Prisoners’ Families, Children England and 
The Family and Parenting Institute) that, 
over a two-year period, has been working 
in partnership with the Department for 
Education (DfE) to look at how the voluntary 
sector can provide the best support to 
vulnerable families.

Work to explore ways of responding more 
effectively to fathers’ needs began with the 
last government, and has been continued by 
the current one. Children’s centres, launched 
in 2004, have a remit to provide services to 
fathers as well as mothers, and several now 
offer fathers’ groups2 or employ dads’ workers 
to provide help to fathers who need it.

Who’s 
supporting 
fathers?

The Think Fathers campaign, launched in 
2008 by the then Department for Children, 
Schools and Families (DCSF), encouraged 
public, health and family services to be more 
father-friendly, and promoted family-friendly 
policies amongst small businesses.3

Catering for dads
Despite this policy drive, the number of 
voluntary organisations catering for fathers is 
still small. NCT has led the field, recognising 
that men, as well as women, need help in 
coping with the transition to parenthood. We 
pioneered the provision of antenatal classes 
aimed at both expectant mothers and fathers, 
and our teachers are trained to take fathers’ 
needs fully into account. 

As a campaigning organisation that works 
with government to influence policy, we 
support initiatives such as improved paternity 
leave that allow fathers to spend more time 
with their babies in the months following the 
birth. NCT also offers resources such as DVDs 
and information leaflets both to new fathers 
and to professionals supporting new fathers 
(http://bit.ly/XiEBDo), and promotes good 
practice in the provision of services to men, 
such as Jenny Barrett’s pioneering Mantenatal 
course for dads, featured in this issue on 
pages 3-52.  

The Fatherhood Institute 
(www.fatherhoodinstitute.org), a think tank, 
also does excellent work in supporting fathers
and lobbying for father-friendly policies. 
As part of the Think Fathers campaign, its 
Hit the Ground Crawling courses, facilitated 
by midwives, health visitors and children’s 
centre staff, offered expectant fathers the 
opportunity to learn from new fathers. 
Independent evaluation of the programme 
showed that it was effective at giving the 
fathers-to-be greater confidence and 
childcare skills and at helping them to 
support their partners. 

Other resources from the institute include 
a course called Staying Connected, to help 
separated fathers build and maintain positive 
relationships with their children, and a Guide 
for New Dads, of which 600,000 copies were 
distributed in maternity units in 2010-11. 

The institute also provides resources for 
professionals working with fathers, such as 
the Dad Test (http://bit.ly/Wnfk44), which 
enables organisations to assess how father-
friendly their service is, and offers ideas for 
helping them meet the needs of dads more 
effectively. Organisations are able to sign 
up as ‘agency champions’, which means 
they must commit themselves to delivering 
services that support fathers. In return, they 
receive resources and information about 

Fathers’ needs are often ignored 
when it comes to providing services 
for new parents. Kim Thomas takes 
a look at some of the organisations 
trying to change that.
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policy from the Fatherhood Institute, and the 
opportunity to use the Think Fathers logo on 
their own promotional material. 

Working with fathers 
(www.workingwithfathers.weebly.com) is 
another site practitioners may find valuable. 
Run by Cardiff-based academic Jonathan 
Scourfield, the site provides an introduction to 
research into the most effective approaches 
to working with fathers. Scourfield is currently 
engaged in a research project made up of 
three separate studies: an analysis of existing 
data on families and child health over time; an 
identification of the kinds of approaches and 
services most commonly being used in the 
UK by practitioners who see themselves as 
working to engage fathers; and a pilot study of 
two groups or programmes for fathers.

Helping lone dads
If fathers in general find their needs 
neglected, then the situation for lone or 
non-resident dads, of whom there are about 
210,000 in the UK, is even tougher. The well-
established lone parents charity Gingerbread 
provides resources on its website dedicated 
to fathers (http://bit.ly/tKuK7Q), offering 
practical guidance and online forums where 
lone fathers can meet and chat. Homes for 
Fathers and Families (HOFF) provides a similar 
kind of support, and one of its early projects 
is Dads House (http://dadshouse.org.uk/), a 
campaign to provide a hostel for lone fathers 
and their children, which would also include a 
drop-in centre and a crèche. 

Compared with services offered to new 
mothers, provision for fathers is patchy, but 
growing4, and there is more recognition 
of the need for support with relationships 
when couples are adjusting to the demands 
of caring for a new baby (see, for example, 
OnePlusOne, http://bit.ly/WnfCYR). NCT 
supports policy initiatives that recognise the 
importance of fathers in family life, such as 
the government’s proposed introduction of 
shared parental leave.5
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With some caveats, NCT welcomes 
government plans to introduce 
shared parental leave and extend 
flexible working rights to all 
employees. Elizabeth Duff, NCT 
senior policy adviser, presents 
the issues.

up to 50 weeks of maternity leave, depending 
on how much maternity leave they took 
before the birth, but if their partner is also 
employed, the couple can choose to share 
parental leave between them. Both parents 
need to decide how they will do this and then 
each must inform their employer, providing at 
least eight weeks’ notice of intention to take 
flexible parental leave. So the mother could, 
for example, take the first eight months, with 
the father (or mother’s partner) taking the 
remaining four months; or the mother could 
return to work for a period in the middle of 
the year with the father taking care of the 
child at that time; or both parents could 
choose to stay at home together with the 
child for up to six months. The intention is 
that women will face less of a career penalty 
for taking an extensive period of time off. 
According to Clegg, this is ‘good news not 
only for parents and parents-to-be, but 
employers too who will benefit from a much 
more flexible and motivated workforce’.

New payments for flexible leave
The government is creating a new statutory 
payment for parents on flexible parental 
leave, with the same qualifying requirements 
that currently apply to statutory maternity 
and paternity pay. The new system will not 
restrict the flexibility of parental leave but will 
leave it to each parent and their employer 
to agree between themselves the pattern of 
leave. Fathers are also to gain a new right to 
take unpaid leave to attend two antenatal 
appointments. Statutory paternity leave will 
remain at two weeks, but the Government 
is to keep this under review and look at 
extending this period once the economy is in 
a stronger position.

Flexible working changes
There are also new proposals to extend 
the right to request flexible working to 
all employees, to give greater choice and 
freedom to workers and businesses. This will 
remove the cultural expectation that flexible 
working only has benefits for parents and 
carers, allowing individuals to manage their 
work alongside other commitments and 
improving the UK labour market by providing 
more diverse working patterns.

For example, grandparents could apply 
for flexible working to help care for their 
grandchildren. This change is likely to 
come into force in 2014 – earlier than the 
introduction of shared parental leave.

NCT’s response 
NCT has worked with a number of family 
and parents’ organisations to influence and 
help to shape these developments. NCT 
supports the aims of expanding the flexibility 
of leave arrangements and of encouraging 

Under new proposals for parental leave, 
announced by deputy prime minister Nick 
Clegg in November 2012 and due to be 
published in the Children and Families Bill in 
January 2013, parents will be able to choose 
how they share care of their child in the 
first year after birth. This move will support 
fathers’ greater involvement in childcare 
and is aimed at preventing women from 
dropping out of the workforce following 
childbirth. It is designed to attract and retain 
women employees, and allow both parents 
to keep a strong link with their workplace. 
As a foundation of our 2010-2020 strategy, 
NCT has established that parents face a 
key dilemma: how to balance the need for 
adequate income with spending time caring 
for their family. For women, the legislation 
should extend opportunities for flexible 
working, which can make it easier to juggle 
competing demands. For men, it makes it 
clearer that providing childcare is part of the 
deal of becoming a father. So far, so good.

Sharing childcare
Introducing flexible parental leave, which will 
come into force in 2015, Clegg described 
the current system of maternity leave as 
‘antiquated and out-of-step with the wishes 
of modern parents who want much greater 
flexibility in how they look after their children’.
Under the new proposals, employed mothers 
will continue to have to take at least the initial 
two weeks of leave after birth as a recovery 
period. After that, they will still be able to take 

Shared parental 
leave – progress 
in support for all 
parents, but will 
there also be 
a price?
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partners to share the joys and the hard work 
of early parenthood. We believe the proposed 
legislative changes will extend choice and 
enable more women to return confidently to 
work at the time they want to do so. 
The policy shift could provide mothers 
and fathers with more time to make good 
childcare arrangements. 

NCT concerns
•  Less scrupulous employers.  NCT is 

concerned that less scrupulous employers 
could put pressure on women to return 
to work earlier than they might wish. This 
should be evaluated in research.

•  Families on low incomes.  NCT is pleased 
to see the government considering 
extending paternity leave, and we 
recognise that tax reform may go some 
way to help lower earners. However, while 
flexibility is an excellent principle, we are 
concerned that families on low incomes 
will have fewer choices, that lower-income 
mothers will experience more pressures 
to return to work early and that children in 
these situations will remain at 
a disadvantage.

•  Impact on adjustment to motherhood 
and breastfeeding. There is a clear 
need for mothers to have extended 
periods of time with their baby – to bond, 
get to know each other and establish 
feeding patterns. In addition, it must be 
recognised that over 25% of births in the 
UK involve abdominal surgery and these 
mothers are likely to need months for full 
recovery. NCT feels it is a priority to know 
how many women return to work very 
soon after birth, the reasons for this and 
the impact for them and their baby in the 
short-term and in the years to follow. 

NCT would like to see longer periods of well-
paid leave for both parents, enabling a range 
of realistic options for all families.
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NCT’s antenatal education is delivered by its 
skilled practitioners, who work within an adult-
learning model, tailoring sessions to the needs 
of their clients. Preparation for feeding runs as 
a theme throughout antenatal and Pregnancy, 
Birth and Beyond (PBB) courses, and is a focus 
for the one or two antenatal breastfeeding 
sessions, which provide a safe environment to 
explore feeding plans in depth.

It is NCT policy to focus specifically on 
enabling breastfeeding because, whilst the 
majority of mothers plan to breastfeed, 
there is a real gap in help and information 
to enable those decisions to be sustained. 
NCT practitioners work within a parent-
centred framework, with a strong emphasis 
on respecting and responding to parents’ 
experiences and values.1 

Feeding is discussed in the context of 
responding to babies’ behaviour, an 
approach which is relevant to all parents, and 
practitioners respond in a non-judgemental 
way to questions and comments from parents 
about formula milk.  Practitioners know 
that antenatal education is only one factor 
influencing parents’ knowledge, beliefs and 
confidence around feeding. Their challenge 
is to use sessions to maximum benefit. The 
evidence base for preparing and supporting 
parents with feeding is continuously growing. 
Currently, there is limited trial data to 
support any specific approach to antenatal 
preparation in terms of enabling women 
to breastfeed for as long as they want, or 
to increase breastfeeding duration.2 There 

NCT antenatal 
breastfeeding 
preparation: 
a look at 
the evidence

is good evidence about group education 
on positioning and attachment, which is 
covered below,3 and there are particular care 
practices, discussed here, which are likely to 
help breastfeeding go well, some of which – 
such as skin-to-skin contact and responsive 
feeding – are considered positive for all 
babies, so there is a good case for discussing 
them in antenatal courses. 

A facilitative approach
Research into parents’ experiences 
confirms the importance of person-centred 
communication skills.4 A non-judgmental, 
facilitative approach, respecting parents’ 
perspectives, helps to build supportive 
relationships. NCT breastfeeding counsellors 
have all breastfed; training ensures they come 
to terms with their own feeding experiences, 
are comfortable with NCT’s values and learn 
to embody a person-centred approach.5 

Skin-to-skin contact
Early unhurried ‘skin-to-skin’ contact 
(STS) between mother and baby facilitates 
breastfeeding initiation, reduces crying and 
is associated with longer breastfeeding.6 
STS and feeding within the first hour or 
so after birth are so closely interrelated 
that many research studies use the terms 
interchangeably. Early breastfeeds increase 
breastfeeding duration and enhance the 
mother-baby relationship.7

Responsive feeding
During the early weeks, if there are no 
restrictions, the frequency and duration 
of breastfeeds for each baby vary greatly.8 
Babies often feed frequently,9 which can be 
explained by their small stomach size and 
rapid digestion of human breastmilk, and 
this is associated with longer durations 
of breastfeeding. ‘Responsive feeding’ 
– feeding whenever babies show signs 
that they are beginning to be hungry – 
helps ensure a sufficient milk supply,10 
may minimise babies’ stress, and is also 
appropriate for babies who are formula fed.11 

Enabling parents to identify feeding cues is 
therefore important.12 However, ‘responsive 
feeding’ may challenge anticipated 
parenting styles.13 For some parents, 
the idea of an early-weeks ‘establishing 
breastfeeding’ period, during which frequent 
feeding is important to milk supply, can help 
to prepare them for the reality; furthermore, 
parents may benefit from exploring the idea 
that feeding is part of their relationship with 
their baby, and more than nutrition.

Signs that the baby is getting enough
Mothers often stop breastfeeding because 
they feel they have insufficient milk,14 and 
parents sometimes worry that they cannot 

Patricia Wise, NCT breastfeeding 
tutor, Heather Trickey, NCT 
research manager, and Rosie 
Dodds, NCT senior policy adviser, 
highlight evidence for key 
components of NCT antenatal 
breastfeeding support.

Service development & policy

11Perspective - NCT’s journal on preparing parents for birth and early parenthood • March 2013

gauge whether their baby is getting enough 
breastmilk.15 NCT practitioners aim to build 
parents’ confidence to recognise signs that 
their baby is sufficiently nourished – the 
number of wet and dirty nappies, the baby’s 

alertness and weight gain. These signs are 
relevant for parents using formula milk.

Effective attachment 
(and comfortable positioning)
Antenatal education covering positioning 
and attachment can increase the duration 
of exclusive breastfeeding.16, 3 Ineffective 
attachment can lead to poor milk transfer, 
sore nipples or other breastfeeding 
problems, causing distress and unwanted 
breastfeeding cessation.14  Enabling parents 
to identify signs of effective attachment and 
to recognise when extra support is needed 
may help empower them.16 Encouraging 
mothers to discover comfortable feeding 
positions, including semi-reclining (laid back) 
positions,17 which can promote relaxation 
and release neonatal reflexes that support 
breastfeeding,18  is important.

Breastfeeding challenges
Mothers commonly experience early feeding 
problems for which they sometimes feel 
unprepared.19,20  Discussing the prevention of 
nipple pain and trauma21 is helpful; this can 
include the message that pain during feeds 
usually indicates that attachment could be 
more effective. Raising awareness of common 
challenges can provide mothers with an 
opportunity to anticipate and visualise how 
they would cope.22 This includes ensuring 
that parents feel able to contact help through 
local services and national helplines.

A supportive context
A new feeding relationship develops while 
a mother is recovering from the birth and 
family members are all adapting to their 
new circumstances. This is a period of 
biopsychosocial adjustment, and many 
factors can lead to feelings of strain, lack of 
confidence and exhaustion. A supportive 
context is important for mothers, however 
they plan to feed their babies. Mothers who 
breastfeed have frequently to negotiate 
powerful expectations and beliefs in their 
family and wider social networks.23,24,25 

Affirmation and help from family and friends 
can be crucial; the views of fathers26 and 
grandparents27 can be particularly influential. 
During the antenatal session expectant 
parents can think about what they each hope 
for from the feeding relationship, how they 
can make this happen and what additional 
help they might need.

Proactive peer support for breastfeeding 
may be helpful, particularly if there is limited 
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experience of breastfeeding within existing 
social networks. 28

Formula milk  
A fifth of mothers use formula milk from the 
start and nearly nine out of ten mothers give 
formula at some stage in the first six months, 
mostly introducing formula before they had 
planned.14 The challenge for NCT practitioners 
is to endeavour to meet the needs of all 
parents without undermining confidence in 
breastfeeding. NCT antenatal sessions do not 
include demonstrating making up formula 
feeds as there is a risk this may undermine 
decisions to breastfeed,5,29 but parents 
often ask questions about formula or mixed 
feeding in sessions. Topics discussed may 
include formula milk composition, differences 
between milks,30 and recommendations for 
making up powdered formula.11 

Accessing help
Ensuring parents feel able to access non-
commercial sources of help – including
NCT’s helpline, local breastfeeding 
counsellors and the NCT website – about any 
aspect of feeding their babies is important.
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Our approach to antenatal 
feeding preparation 
NCT’s model of antenatal preparation 
is parent-centred and evidence-based. 
When working with groups of parents and 
providing antenatal feeding education, 
practitioners employ a facilitative 
approach, drawing on the principles 
of adult-learning and person-centred 
counselling, and adapting their sessions 
to the needs of those present. NCT has a 
specific focus on enabling breastfeeding. 
However, practitioners provide antenatal 
support for all parents who attend 
sessions and seek to enable parents who 
plan to use formula milk to respond to 
their baby’s needs. 

Topics whose inclusion in antenatal 
sessions is supported by the current 
evidence base include: (i) early skin-
to-skin contact, (ii) responsive feeding 
and babies’ feeding cues, (iii) enabling 
effective attachment and comfortable 
positioning, (iv) signs that the baby is 
getting enough milk, (v) overcoming 
breastfeeding challenges, (vi) enabling 
a supportive context, and (vii) non-
commercial sources of postnatal help for 
breastfeeding and formula feeding.
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Babies are 
breastfed for 
longer: results 
from the 2010 
Infant Feeding 
Survey

New research shows a real, though 
small, increase in breastfeeding rates 
and other positive health behaviours. 

The UK government’s Infant Feeding Survey 
(IFS) is carried out every five years to monitor 
trends in infant feeding as well as smoking 
in pregnancy and some aspects of antenatal 
care.1 There has been a significant increase 
in breastfeeding at all stages from birth to 
nine months, suggesting that some or all of 
the support, training and professional care 
interventions have had an impact in enabling 
women to breastfeed for longer. 

Table 1 shows prevalence of any breastfeeding. 
Exclusive breastfeeding also increased, 
although the trend did not last beyond four-to-
five months.

Table 1
Prevalence of breastfeeding up to nine 
months (1995-2010)

The majority of mothers (81%) had skin-to-skin 
contact with their baby within an hour of the 
birth, rising to 88% within 24 hours. This was 
a significant increase from 2005 when it was 
72% within an hour and 81% within 24 hours.
In line with previous surveys the most 
common reasons for stopping breastfeeding in 
the first nine months were: women feeling that 
their milk supply was insufficient (31%), 

baby would not take the breast (19%), and 
painful breasts (12%). Fewer women reported 
that they would have liked to have breastfed 
for longer than they had been able to. In 2010, 
80% said they stopped breastfeeding before 
they wanted to in the first six weeks, compared 
to 90% in 2005, and 63% who stopped 
during the first nine months said this in 2010, 
compared to 73% in 2005. NCT senior policy 
adviser Rosie Dodds comments, ‘Although 
the proportion is still shamefully high, this is 
important as more women are able to carry 
out their preferences and it is the first change 
in this statistic for more than 20 years.’ 

Decrease in formula feeding
Most babies are formula fed at some stage, 
though there has been a decrease of five 
percentage points in formula feeding at four 
months since 2005, down from 88% to 83%. 
More women (49% vs 13%) followed the three 
main recommendations when making up 
formula (making one feed at a time, using boiled 
water cooled for less than 30 minutes and 
adding water to the bottle before the powder). 

After six months of age, the use of follow-on 
milk (FoM) increased compared to previous 
surveys, and poorer women were more likely 
to have given their baby FoM at four months 
of age (27% compared with 18% in 2005). For 
the first time the survey covered advertising; 
89% of mothers had seen advertising for 
baby milks yet nearly one third of mothers did 
not know the difference between infant and 
follow-on formula.
 
Mothers are introducing solids later, with a 
significant fall in babies starting by four months 
from 51% in 2005 to 30% in 2010. However, 
75% had given solids by the time their baby 
was five months old. 

These data are not directly comparable with 
statistics collected at local level in each of 
the UK countries. The IFS takes a sample at 
one time point and the data are adjusted to 
account for the lower response from women 
in some socioeconomic groups. There is 
much valuable data in the 32 different files 
on the website including statistics on vitamin 
supplements, smoking, drinking, breastfeeding 
in public places and facilities at work.

Support for breastfeeding is a 
sound investment 
Babies who were exclusively breastfed for 
four months or more were considerably less 
likely than babies who were never breastfed 
to have diarrhoea (25% vs 45%), and sickness 
or vomiting (29% compared with 41%). This 
reflects recent research funded by Unicef, 
which found that raising breastfeeding rates in 
the UK could save the NHS millions of pounds.2

 

Preventing disease and saving resources 
calculated that for four illnesses in babies and 
breast cancer in mothers, moderate increases 
in breastfeeding would lead to cost savings 
for the NHS of around £40 million and tens of 
thousands of fewer hospital admissions and 
GP consultations. 

Reductions in three further conditions 
associated with not breastfeeding – Sudden 
Infant Death Syndrome (SIDS), childhood 
obesity and poor cognitive ability – could 
also save millions of pounds and, in the case 
of SIDS, save children’s lives. Investment in 
effective services to increase and sustain 
breastfeeding rates is likely to provide a 
return within a few years.

While the increase in both initiation and 
duration of breastfeeding is welcome, there 
is still a long way to go before all women 
who want to breastfeed can do so for as 
long as they would like. There are still major 
differences in breastfeeding rates in different 
socioeconomic and cultural groups, which 
add to health inequalities. We need to be 
vigilant to protect services and improve 
support, particularly in areas where women 
are least likely to breastfeed. 
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Baby-led weaning (BLW) involves offering 
pieces of food that babies can grasp in their 
hand and allowing babies to feed themselves 
by selecting foods rather than spoon-
feeding.1,2 Initial self-feeding attempts often 
result in little food ingested as the baby 
explores textures and tastes, but babies start to 
swallow when they are developmentally ready. 
Milk feeds are generally offered before solids 
or at a separate time. Based on the plethora of 
comments on websites and forums discussing 
BLW, it has become more popular because 
parents like the idea and often find it works 
for them and their babies.  In the recent Infant 
Feeding Survey, however, by far the majority of 
mothers said the food they first gave to their 
baby was mashed or pureed (94%), while only 
a small proportion gave finger food (4%).3

This article discusses some recent studies 
describing infant development in relation 
to BLW and looking at a limited range of 
outcomes. None were randomised and 
most rely on mothers’ reports of their child 
and their practice. BLW is not publicised as 
widely as spoon feeding, so parents who use 
this method are likely have researched it 
themselves. As research skills are associated 
with a higher level of education, women using 
BLW are likely to have higher average levels 
of education.

Evidence on physiological maturity
A detailed review of the literature on babies’ 
maturation and development found that the 
digestive system is ready to cope with solid 
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Rosie Dodds, NCT senior policy 
adviser, examines recent research 
on baby-led weaning.

Baby-led 
weaning is 
associated with 
less parental 
control of 
children’s eating 
and lower Body 
Mass Index 

foods at around six months.4At this time babies 
also develop the skills to feed themselves: 
they can sit unsupported, bring their hands to 
their mouth, and their tongue and gag reflex 
have evolved for eating solid foods. This is 
known as ‘a convergence of maturation’, and 
is one reason why six months is considered 
appropriate to introduce solid foods.4 

The Gateshead Millennium Study followed 
milestones in a group of 602 children. 
They found that 56% reached out for food 
and 40% had first eaten finger food before 
six months of age. However 6% had still 
not reached out for food at eight months 
and these children were also later to walk 
unaided. The authors concluded: ‘Baby-led 
weaning is probably feasible for a majority 
of infants, but could lead to nutritional 
problems for infants who are relatively 
developmentally delayed.’ 5

BLW guidelines advise against relying on this 
method for premature or developmentally 
delayed babies. Parents and health 
professionals may be concerned that babies 
will not be able to eat sufficient food without 
help. Finger foods are more nutrient-dense 
than purées so babies who appear to be 
eating little when self-feeding may actually 
be meeting their requirements.5 In one 
study, toddlers eating a finger-fed meal 
took 50% longer to eat only just over half 
the weight of food eaten at a comparison 
spoonable meal, but the average energy 
consumed was the same.6 

Food preferences
Anecdotally, parents say that babies who 
can choose what to feed themselves seem 
to have wider food tastes. Based on detailed 
observation of babies and feedback from 
parents, Rapley suggests that the BLW 
method allows babies to regulate their own 
food intake according to appetite and may 
reduce food fussiness.2,4 

A recent observational study compared 
families who had started by spoon feeding or 
used BLW to investigate whether this altered 
food preferences and health outcomes.7 
Parents recruited through the Nottingham 
Toddler Laboratory and relevant internet sites 
were surveyed on their method of introducing 
solid foods. The babies were aged 20–78 
months at the time of the survey with 92 
in the baby-led (BLW) group and 63 in the 
spoon-fed (SF) group. Questions covered the 
child’s preference for 151 foods grouped into 
common food categories, and the frequency 
with which these foods were consumed. There 
were clear differences in mothers’ reports of 
their children’s eating. The BLW group were 
more likely to have handled food from the start 
and were given finger foods earlier. Fewer had 
been spoon-fed with puréed foods at all.

Major weaknesses of this study are that 
parents were self-selected, they provided all 
the data, and they were recruited in different 
ways in the two groups: the BLW group from 
internet sites, and the SF group from the 
university toddler database. This raises the 
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potential of both selection and subject bias; 
that is, if the baby-led group had more interest 
in the topic they could selectively under- or 
over-report variables under investigation.  The 
BLW group showed increased preference for 
all food categories except sweets compared to 
the spoon-fed group, although this was only 
significant for starchy foods. The SF group 
preferred sweet foods most, whereas the BLW 
group preferred starchy foods. Preference 
and frequency ratings were not influenced 
by socially desirable responding (giving the 
answer considered to be most appropriate) or 
socioeconomic status.  No difference in picky 
eating was found between the two groups, 
and choking, which is a common concern for 
parents considering BLW for the first time, was 
not more common in the BLW group.

Weight gain
In the Nottingham study, the BLW group had 
lower BMI (in terms of mean percentile rank). 
Compared to standard population measures, 
there were more underweight children in the 
BLW group (3/63 vs 0/63) and an increased 
incidence of obesity in the SF children (8/63 vs 
1/63) (p=0.02). This could not be accounted for 
by differences in birth weight, parental BMI, or 
socioeconomic status. However, it should be 
noted that 32% of BMI data was missing in the 
BLW group and, in both groups, the majority 
of the children had a healthy weight.7 It is not 
possible to determine whether the method 
of offering solid foods made a difference to 
the children’s weight or whether this is an 
artefact of self selection. The authors suggest 
that babies who experienced BLW learned to 
regulate their food intake in a way that led 
to a lower BMI and a preference for healthier 
carbohydrate foods. This seems to be the only 
study that has analysed body weight in babies 
who fed themselves from the start, since Clara 
Davis’ experiment with self-selection of foods 
by babies in the 1930s. Davis followed 15 babies 

from six months who chose how much or how 
little they ate of the 33 unprocessed foods they 
were offered. The underweight babies gained 
weight but none became overweight. 8

Mothers’ characteristics and behaviour
It is probable that parents who follow BLW 
display other behaviours that alter their child’s 
tendency to overweight. Brown and Lee 
found that parents who used BLW were more 
willing to hand control over to the child when 
introducing solid foods – which is a key factor 
of the approach.9 Their study was also cross-
sectional so it is not possible to tell whether 
BLW encourages a feeding style which is low 
in control or whether mothers who have a less 
controlling style choose to follow BLW.
There is evidence that a maternal feeding 
style that is low in control is better for the 
development of the child’s eating style and 
weight.9  Mothers who followed a BLW approach 
report using significantly less restriction, 
pressure to eat and monitoring and had less 
anxiety than mothers who followed a standard 
weaning approach.9, 10 

Further considerations
When, what and how babies are first fed solid 
foods is highly influenced by culture and 
tradition. It is important to note that there is no 
research evidence to show that spoon-feeding 
babies is most appropriate or that puréed foods 
are needed. For some years, this has essentially 
been assumed to be a given. Further evaluation 
is clearly needed, taking into account social 
class, income, cultural beliefs, and parental 
preferences. A longitudinal study could track 
maternal control, actual food consumed and 
body weight as well as experiences of parents. A 
randomised trial would need to recruit a group 
of open-minded parents and would be likely to 
result in an unrepresentative sample but this 
could provide useful data on health outcomes 
and food preferences. 

References

1. Rapley G. Baby-led weaning: a developmental 
approach to the introduction of complementary 
foods. In: Hall Moran V, Dykes F, editors. Maternal 
and infant nutrition and nurture: controversies and 
challenges. London: Quay Books; 2006. pp. 275-98

2. Rapley G, Murkett T. Baby-led weaning: helping your 
baby to love good food. Vermilion; 2008.

3. Health and Social Care Information Centre. Infant 
feeding survey 2010.  Available from: http://bit.ly/
VF1lH9

4. Naylor AJ, Morrow AL. Developmental readiness 
of normal full-term infants to progress from 
exclusive breastfeeding to the introduction of 
complementary foods: reviews of the relevant 
literature concerning infant immunologic, 
gastrointestinal, oral motor and maternal 
reproductive and lactational development. 
Washington, DC.: Wellstart International; LINKAGES; 
2001. Available from: http://eric.ed.gov/PDFS/
ED479275.pdf 

5. Wright CM, Cameron K, Tsiaka M, et al. Is baby-led 
weaning feasible? When do babies first reach 
out for and eat finger foods? Matern Child Nutr 
2011;7(1):27-33.

6. Parkinson KN, Wright CM, Drewett RF. Mealtime 
energy intake and feeding behaviour in children 
who fail to thrive: a population-based case-control 
study. J Child Psychol.Psychiatry 2004;45(5):1030-5.

7. Townsend E, Pitchford NJ. Baby knows best? The 
impact of weaning style on food preferences and 
body mass index in early childhood in a case-
controlled sample. BMJ Open 2012;2(1):e000298. 
Available from: http://bmjopen.bmj.com/
content/2/1/e000298.long 

8. Davis CM. Results of the self-selection of diets by 
young children. Can Med Assoc J 1939;41:257-
61. Available from: www.pubmedcentral.nih.
gov/picrender.fcgi?artid=537465&blobtype=pdf 
(accessed September 2012)

9. Brown A, Lee M. Maternal control of child feeding 
during the weaning period: differences between 
mothers following a baby-led or standard weaning 
approach. Matern.Child Health J 2011;15(8):1265-71.

10. Brown A, Lee M. A descriptive study investigating the 
use and nature of baby-led weaning in a UK sample 
of mothers. Matern Child Nutr 2011;7(1):34-47.

Perspective - NCT’s journal on preparing parents for birth and early parenthood • March 2013



Interventions 
to support 
smoking 
cessation in 
pregnancy: 
a systematic 
review 
of reviews

16

By Angela Ryan, public health and 
social researcher, NCT

Introduction
This is the second in a series of articles about 
improving health and wellbeing for parents 
and their children during the perinatal period. 
This review describes the effectiveness 
of interventions that aim to help women 
stop smoking during pregnancy or shortly 
afterwards using systematic reviews of 
randomised controlled trials (RCTs). 

Background
Pregnancy is a time when women and their 
partners are often motivated to address 
issues affecting their health in order to give 
their baby a good start in life. Antenatal care 
and support sessions provide an opportunity 
to influence health-related behaviours. As 
well as the chance to improve the outcome of 
the pregnancy, there is also an opportunity to 
influence long-term health. 

Even though there is clear evidence that 
smoking adversely affects outcomes for 
women and their babies, around 13% of 
mothers in England are smokers at the time 
their babies are born.1 Smoking is more 
common in low-income households and 
less common in high-income households,2 
and women who have experienced greater 
disadvantage, for example leaving education 
early or having a low income, are more 
likely to smoke before pregnancy.3 Effective 
interventions in this area could, therefore, 
potentially address health inequalities. 

It is, therefore, important that professionals 
and NCT practitioners are aware of the latest 

evidence in this area. This overview sets out 
evidence on the effectiveness of smoking 
cessation interventions during pregnancy or 
shortly afterwards and summarises relevant 
evidence-based guidance. An intervention is 
any action that is designed to effect change 
ranging from, for example, simple advice to 
complex health promotion programmes.

Method
Medline was searched to identify systematic 
reviews of RCTs that were published during 
the last 10 years and aimed to determine the 
effectiveness of interventions to help women 
stop smoking during pregnancy or shortly 
afterwards. The search strategies are available 
on request. The focus was on systematic 
reviews because of limited space and the 
expected large number of trials, but a search 
was also made for RCTs from the last five 
years to identify those that had not yet been 
incorporated into a review. The Cochrane 
Database of Systematic Reviews was also 
searched by looking for reviews under 
relevant topic headings. 

Studies involving interventions of any type 
were eligible as long as they related to 
smoking cessation in pregnancy or shortly 
afterwards. Studies addressing smoking 
cessation among partners were eligible if the 
aim was to help the mother quit and they 
otherwise met the inclusion criteria. Recently, 
some studies have looked at establishing 
smoke-free homes, but such studies were 
excluded if the outcome was smoking in the 
presence of an infant, rather than cessation.4

Studies were also excluded if they 
concentrated on a very specific cultural 
group5 or women with particular clinical 
conditions, for example depression,6 as 
the results may not apply to the general 
population of pregnant women. The quality 
of eligible reviews and RCTs was assessed 
using the relevant Critical Appraisal Skills 
Programme (CASP) checklists.7,8

The National Institute of Clinical Excellence 
(NICE), Royal College of Obstetricians and 
Gynaecologists (RCOG) and Royal College of 
Midwives (RCM) websites were also searched. 
This was to identify evidence-based guidance 

for professionals working in the UK and 
the interventions that are considered to be 
effective by their professional bodies. 

Results 
Systematic reviews
Forty-eight titles were retrieved from Medline. 
After considering the abstracts, eight eligible 
reviews were identified. One examined 
the role of men in supporting cessation 
among their pregnant partners and this is 
summarised in the box at the end of this 
article.9 Two had the same authors.10,11 As 
all the trials included in the earlier review11 
were included in the later review plus 
another trial, only the later review has been 
described.10 Two of the remaining reviews 
were a Cochrane review12 and its update13 
and only the update has been described. 
The resulting five reviews, which address 
related but different research questions, are 
described chronologically, starting with the 
earliest. They include the two reviews that 
were identified by searching the Cochrane 
database of systematic reviews. 

Self-help
A fairly high quality review (7.5/10 on CASP 
checklist) from 2008 evaluated self-help, 
that is ‘structured materials that assist the 
individual in making a quit attempt and 
sustaining abstinence without significant 
assistance from a health professional or group 
support’.14 Twelve trials (about 4,700 women) 
from the UK, USA, Norway, Sweden and 
Australia compared self-help interventions 
(usually a booklet with or without other aids 
such as videos, audiocassettes, computer 
programs or other written material) with usual 
care. Eight were assessed as having a high 
risk of bias and two did not validate cessation 
with a biochemical test. After excluding one 
trial that was a major source of heterogeneity, 
indicating that it may be inappropriate to 
combine its results with the others, the 
pooled odds ratio was 1.99 (95% confidence 
interval (CI) 1.42-2.80). This suggests that 
self-help interventions on average nearly 
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‘Cochrane authors find 
insufficient evidence to 
show whether nicotine 

replacement treatment is 
effective in pregnancy.’

The NCT research overview series 
provides an evidence base to guide 
the practice of NCT and other
transition to parenthood workers on 
topics of relevance during pregnancy, 
birth, parenthood and the care of 
babies and toddlers aged 0-2 years. 
Workers must decide how to apply the 
evidence in their practice but they 
can feel confident that the research 
overview provides an up-to-date, 
balanced and reliable summary 
and interpretation of the relevant 
research literature.



Counselling 
A review from 2011 evaluated counselling.15 
Although it scored highly on most other 
points from the CASP checklist (8/10), the 
authors did not mention assessing the quality 
of included trials. Eight RCTs (over 3,000 
women) from the UK or USA were included, 
all with biochemically validated cessation. 
They compared face-to-face or telephone 
counselling with brief advice from a clinician 
with or without self-help material.

The number of counselling sessions ranged 
from three to nine lasting in total from 180 
to 600 minutes, but no other details were 
provided. Although all the odds ratios favoured 
the intervention, there were no significant 
differences when results were pooled from:

•  All the trials (odds ratio 1.08, 
95% CI 0.84-1.40)

•  The six trials involving face-to-face 
counselling (odds ratio 1.12, 95% 
CI 0.81-1.56), or

•  The two trials involving telephone 
counselling (odd ratios 1.03, 95% 
CI 0.68-1.55). 

Pharmacotherapy
A medium-quality review (6.5/10 on 
CASP checklist) from 2012 looked at 
pharmacotherapy, that is, drug treatments.16 
Five RCTs, one quasi-RCT and one prospective 
controlled study (about 1,400 women) were 
included, although only four biochemically 
validated cessation. 

•  Pharmacotherapy had a significant effect 
when all results were pooled (relative risk 
1.80, 95% CI 1.32 to 2.44).

•  Studies were grouped by study design, 
presumably because the randomisation 
used in RCTs generally results in less biased 
estimates for effectiveness. Although 
the individual RCTs found no significant 
effects (nicotine compared with placebo 
patches - two trials - nicotine patches plus 
counselling compared with counselling only, 
choice of nicotine gum or patch or lozenge 
plus cognitive behavioural therapy versus 
cognitive behavioural therapy only, nicotine 
versus placebo gum), they all favoured the 
intervention and the pooled result was 
significant (relative risk 1.48, 95% CI 1.04 
to 2.09).
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double the odds of quitting compared with 
usual care. There was no significant difference 
between subgroups based on the length of 
face-to-face contact, intensity of materials, 
or whether they were tailored to a woman’s 
personal characteristics, although the authors 
felt that there was a lack of relevant trials.

Any intervention
A high quality 2009 Cochrane review 
(8.5/10 on CASP checklist) considered any 
intervention.13 Trials with biochemically 
validated or self-reported cessation were 
eligible, but the authors recommended 
that in future this should be validated. The 
outcome was the proportion of women 
who continued smoking in the intervention 
group compared with the control group, 
unlike most other reviews, which used the 
proportion of women who stopped. The 
trials, including about 21,000 women, were 
grouped according to what the authors 
considered was the most important 
component of the intervention:   

•  The pooled result for four trials evaluating 
incentives, for example vouchers, was 
significantly larger than that for other 
interventions (risk ratio 0.76, 95% CI 0.71 to 
0.81: a risk ratio of less than one means that 
women in the intervention group are less 
likely to continue smoking than women in 
the control group).

•  The pooled effect for the 31 trials involving 
cognitive behavioural therapy was significant 
(risk ratio 0.95, 95% CI 0.93 to 0.97). 

•  There was a significant pooled effect for the 
five trials, including one quasi-randomised 
trial, involving nicotine replacement therapy 
(NRT) (risk ratio 0.95, 95% CI 0.92 to 0.98).

•  The 11 trials based on stages-of-change 
theory (risk ratio 0.99, 95% CI 0.97 to 1.00) 
and the four trials based on feedback (risk 
ratio 0.92, 95% CI 0.84-1.02) were not 
significantly effective. 

However, heterogeneity was high when studies 
were grouped by intervention type, suggesting 
that the results should be treated with caution. 
Although the effects were modest, the authors 
felt that they were important because of the 
substantial impact of smoking on babies 
and mothers.

The authors felt, however, that the safety of 
NRT in terms of birth outcomes remained 
unproven. Finally, many trials did not disclose 
how many women declined to take part 
and substantial proportions of women were 
lost to follow-up or left trials. This limits the 
usefulness of their results as the women who 
contributed to them may be a very select 
group, for example women who were very 
motivated to stop smoking. 

Several studies reported serious adverse 
events, although there was no evidence 
linking them to the pharmacotherapy. Two 
RCTs reported that the intervention group 
had a significantly higher mean birthweight 
than the comparison group, whereas one 
RCT, the quasi-RCT and the prospective 
study reported no significant difference.

The authors pointed out the lack of relevant 
trials and short follow-up of most existing 
trials and concluded that larger trials are 
needed to confirm the efficacy and safety 
of pharmacotherapy. 

Nicotine replacement therapy (NRT)
A high quality 2012 Cochrane review (8/10 
on CASP checklist) assessed NRT.10 Six RCTs 
(1,745 women) that all validated cessation 
biochemically were included: four compared 
a nicotine patch or gum with a placebo, 
one compared a patch plus behavioural 
support with behavioural support alone, and 
one compared a patch or gum or lozenge 
plus behavioural support with behavioural 
support alone.

•  NRT was not significantly effective in a 
pooled analysis (risk ratio 1.33, 95% 
CI 0.93 to 1.91). 

•  The authors felt that the pooled result 
from the placebo-controlled studies 
(risk ratio 1.20, 95% CI 0.93 to 1.56) was 
more relevant and reliable because of 
unmeasured placebo effects in non-
placebo-controlled trials. 

•  There was no statistically significant 
difference in stillbirths, miscarriages, 
preterm births, neonatal intensive care 
unit admissions or neonatal deaths when 
results were pooled from studies that 
provided data on those outcomes. 

•  Results related to birthweight from 
individual studies were mixed. 

•  The overall conclusion was that there 
was insufficient evidence to determine 
whether NRT was effective or safe 
in pregnancy. 

The authors felt that low adherence could 
be due to increased metabolism of nicotine 
in pregnancy and more marked withdrawal 
symptoms and suggested qualitative 
research exploring low adherence and 
placebo-controlled RCTs with higher doses. 

More recent RCTs
Thirty-three titles were retrieved from 
Medline. After reviewing the abstracts, eight 
eligible trials were identified. The oldest 
three had been included in the eligible 
systematic reviews, leaving five trials. They 
are described chronologically, starting with 
the earliest.
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‘NICE advises cognitive 
behavioural therapy can 
support women to quit 
smoking in pregnancy.’
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A medium quality study (6.5/11 on CASP 
checklist) from 2009 evaluated feedback 
during ultrasound and motivational 
interviewing.17 Women from Texas were 
randomised to best practice (n=120), best 
practice plus an ultrasound with messages 
incorporated into the discussion (n=120), or 
the ultrasound plus a motivational interview 
and personalised letter and telephone 
session two weeks later (n=120). Best practice 
consisted of the 5As (ask, advise, assess, 
assist, arrange) and standard literature. 
There were differences between the groups, 
for example a higher proportion of women 
in the best practice and ultrasound group 
(80%) had a partner who smoked than in the 
best practice-only group (68%). At the end 
of pregnancy, the validated quit rate was 
10.8%, 14.2% and 18.3% respectively in the 
three groups, but the differences were not 
significant. Quit rates were higher among 
women who originally smoked ten or fewer 
cigarettes per day, whereas women who 
smoked more were unaffected. 

A small medium-quality trial (6.5/11 on CASP 
checklist) from 2010 from the USA looked at 
enlisting supporters.18 Women in intervention 
(n=54) and comparison groups (n=28) saw a 
counsellor and identified supporters, but only 
supporters of the intervention group saw a 
counsellor followed by monthly telephone 
sessions. Only 53% of eligible women 
participated and there were differences 
between the groups, for example a higher 
proportion of women in the intervention 
group had other children. In an intention-
to-treat analysis, the validated quit rate at 
the end of pregnancy was higher in the 
intervention (13.6%) than the comparison 
group (3.6%), and women were more likely 
to quit when supporters were ex-smokers 
rather than never or current smokers, but 
neither result was significant. Women who 
chose friends rather than relatives were also 
more likely to quit, although it was unclear 
from the article if this was statistically 
significant. Finally, women in the intervention 
group reported more positive and negative 
comments, like nagging, from their 
supporters than the other women.

A small medium quality study (6/11 on 
CASP checklist) from 2010 evaluated a 
Video Doctor intervention in San Francisco.19 

Women in the intervention group (n=23) had 
a tailored 15-minute Video Doctor session 
initially and after one month. There was also a 
worksheet for the women and a prompt sheet 
for clinicians with, for example, appropriate 
counselling statements. There were 
differences in the Video Doctor (n=23) and 
usual care (n=19) groups, for example more 
women who received usual care had reduced 
their smoking since becoming pregnant. At 

two months, abstinence was self-reported 
by six of 14 women in the intervention group 
and two of 13 women who received usual 
care, but the difference was non-significant. 
Assuming that women who dropped out or 
were lost to follow-up and who, therefore, did 
not report their smoking status still smoked 
did not affect this. 

Another small but high-quality trial (9/11 on 
CASP checklist) from 2012 evaluated two 
computer-assisted interventions: one based 
on the 5As (CD-5As) and one that involved 
up to five patient-initiated attempts to gain 
$50 vouchers for abstinence (CM-Lite).20 
Women from Detroit were randomised to: 
CD-5As (n=26), CM-Lite (n=28), CD-5As then 
CM-Lite (n=30) or a control group (n=26). 
Only 22 of 58 women assigned to CM-Lite had 
initiated testing of at least one urine sample 
by 10 weeks and most were not abstinent. 
The CD-5As intervention led to significantly 
increased abstinence as measured by urinary 
cotinine (odds ratio 10.1 95% CI 1.4-75.0) but 
not seven-day point prevalence confirmed 
by carbon monoxide (odds ratio 5.7 95% CI 
0.9-34.3). The authors concluded that the 
intervention based on giving vouchers did 
not affect smoking in this sample, but that 
the intervention based on the 5As warranted 
further investigation.

A preliminary English study from 2012 
focused on text messages.21 Women in 
the intervention group (n=102) were sent 
a self-help leaflet and up to two texts per 
day, both tailored to their characteristics, 
for example whether they lived with other 
smokers. They could text HELP for support 
texts or STOP to stop all texts. Women in 
the comparison group (n=105) received a 
non-tailored self-help leaflet. Although the 
study was well-designed and reported (8.5/11 
on CASP checklist), there were limitations: 
for example, most midwives returned very 
few referral forms and a higher proportion 
of women in the comparison (59%) than 
the intervention group (44%) had smoked 
in a previous pregnancy. At three months, 
only 9% of women had stopped the texts 
and the validated quit rate was higher in the 
intervention (12.5%) than the comparison 
group (7.8%), but the result was non-
significant (odds ratio 1.68, 95% CI 0.66-4.31) 
and adjusting for prenatal smoking history 
made no difference. 

Evidence-based guidance
One relevant document was found on the 
RCM website. In 2008, the RCOG, the Royal 
College of Midwives  (RCM), the Royal College 
of Anaesthetists, and the Royal College 
of Paediatrics and Child Health set out 
desired standards for maternity care based 
on recommendations and guidelines from 

reputable national bodies.22 They stated that 
all pregnant women and their partners who 
smoke should receive clear information about 
the risks and support available to 
them to help them stop, such as NHS Stop 
Smoking Services.

There were two relevant documents on 
the NICE website. The NICE antenatal 
care guideline CG62 (last modified 2010) 
includes recommendations about smoking 
in pregnancy,23 but there is also public health 
guidance specifically on quitting smoking 
in pregnancy (PH26 issued 2010).24 The 
first two recommendations, for midwives 
and others in the public, community and 
voluntary sectors, concern identifying women 
who smoke and referring them to NHS Stop 
Smoking Services. For the benefit of NHS 
Stop Smoking Services specialist advisers, 
subsequent recommendations set out 
effective interventions, namely:

• Cognitive behavioural therapy

• Motivational interviewing

•  Structured self-help and support from NHS 
Stop Smoking Services

Interventions that are ineffective or where the 
evidence is unclear were also detailed:

•  Incentives to quit – although found to be 
effective elsewhere, research is needed to 
see whether they work in this country. 

•  Stages-of-change-based interventions – 
mixed results. 

•  Giving feedback on the effects of smoking 
– not effective. 

•  NRT – mixed results, with the most 
robust trial to date finding no evidence 
of effectiveness in terms of quitting or 
increased baby’s birthweight. 

The Scottish guidance about how to help 
pregnant women stop smoking, published 
in 2010, is based on this NICE public 
health guidance.25

Discussion
Main findings
Three reviews evaluated pharmacotherapy 
(nicotine replacement therapy with or 
without other interventions). The later 
Cochrane review concluded that NRT was not 
significantly effective. This review is likely to 
be most trustworthy as it includes the most 
recent data and its conclusion is based on 
pooling results from placebo-controlled 
RCTs only. 

One of the Cochrane reviews looked at 
other interventions.13 Stages-of-change-
based interventions were not significantly 
effective, but there were significant pooled 
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effects for cognitive behavioural therapy and 
incentives. A small trial from the USA found 
that few women agreed to pharmacological 
testing with incentives, and most of those 
who did participate were not found to test 
positive for nicotine, but this may reflect 
how the intervention was delivered or the 
population in which it was tested.20 A high-
quality review found that, although the odds 
ratio favoured the intervention, face-to-
face and/or telephone counselling was not 
significantly effective.15 Unfortunately, this 
review gave few details of about the form or 
quantity of ‘counselling’, such as cognitive 
behavioural therapy.  The Cochrane review 
also reported that feedback, for example of 
the health of the baby, was not significantly 
effective.13 A medium-quality trial from the 
USA reported that the validated quit rate 
was higher among women who received 
feedback during ultrasound than among 
other women, but this was not significant 
and women who had smoked more heavily 
were unaffected.

The last review, which was fairly high-quality, 
reported that self-help nearly doubles the 
odds of quitting compared with usual care.14 
The remaining trials considered a range of 
interventions. One high-quality trial reported 
that women who received a tailored leaflet 
and texts were more likely to quit than 
women who received a non-tailored leaflet.21 

The difference was non-significant, but the 
study was preliminary. Two small trials found 
that there were no significant effects of 
tailored Video Doctor sessions plus a prompt 
sheet for clinicians19 or recruiting supporters.18

No evidence was found on addressing 
smoking cessation in a group antenatal 
course setting. Peer support may contribute 
to supporting health-related behaviour, such 
as breastfeeding, but it is important to avoid 
embarrassing or stigmatising individuals 
when working in groups, particularly around 
sensitive issues.

NICE guidance emphasises the importance 
of accepting the answer of women who 
decline a referral to NHS Stop Smoking 
Services in an impartial manner.24 
Provided there is no negative pressure or 

19

judgement, a group setting could potentially 
provide support for women and their 
partners who have decided to stop smoking. 
Any focus on support to stop smoking in an 
antenatal course setting should, however, be 
carefully evaluated as there is potential to do 
harm as well as to have a positive impact.

Limitations
This review aimed to identify evidence by 
systematically searching key sources. Time 
and resource constraints meant it was not 
possible to exhaustively search all possible 
sources. Some minor reviews and trials may, 
therefore, have been omitted. Nor was it 
possible for two independent researchers 
to assess articles for eligibility and quality, 
which would be preferable, but eligibility 
criteria and widely accepted checklists for 
assessing quality have been used to ensure 
transparency and limit bias. 

Comparisons with other studies
One of the pieces of work on which the 
NICE public health guidance PH26 was 
based was a briefing paper that summarised 
key evidence, notably the 2009 Cochrane 
review and the 2008 review of self-help 
interventions.13,14,26 Ten studies were 
also described: most were descriptive or 
qualitative and the only RCT had been 
included in the 2009 Cochrane review.

The results of this review are in line with 
the briefing paper, which concluded that 
there is good evidence for the effectiveness 
of incentives (although further research 
should explore applicability in the UK), mixed 
evidence for the effectiveness of NRT and 
insufficient data on perinatal outcomes, and 
good evidence from one review (although 
mostly not from this country) on the 
effectiveness of self-help interventions. It also 
reported, based on four UK mixed methods or 
qualitative studies, that there was evidence 
that NHS Stop Smoking Services are effective 
at helping pregnant women to quit.

Key points 

•  Cognitive behavioural therapy is 
effective in helping pregnant women 
to stop smoking. 

•  Access to self-help materials on 
average nearly double the odds of 
quitting compared with usual care, and 
incentives are also promising.

•  In contrast, the safety and effectiveness 
of nicotine replacement therapy 
remains unproven.

•  Midwives and others working with 
pregnant women are recommended 
by NICE and the Scottish guidance to 

refer women who smoke to NHS 
Stop Smoking Services (also called 
smoking cessation services). Any focus 
on support to stop smoking in an 
antenatal course setting should be 
carefully evaluated as there is potential 
to do harm as well as to have a 
positive impact.

•  None of the trials or reviews 
concentrated on women from 
disadvantaged backgrounds, 
even though they are more likely 
to smoke and continue smoking during 
pregnancy. Research on interventions 
that are acceptable to and effective for 
these women is urgently needed. 
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Fathers are important too

The characteristics and smoking status 
of a pregnant woman and other regular 
contacts appear to be important. A 
review from 2007 examined the role of 
men in supporting smoking cessation 
among their pregnant partners.9 The 
descriptive studies found indicated that 
women were more likely to continue 
smoking or relapse if their partner 
smoked and more likely to quit if their 
partner quit compared with women 
whose partner continued smoking.

Two intervention studies described 
the impact of a partner’s behaviour. 
The first measured perceived support 
from their partner for stopping among 
688 women enrolled in a cessation 
trial. It suggested that women were 
significantly more likely to quit if their 
partner was a non-smoker or a smoker 
trying to quit and that women who 
did quit had received greater positive 
support from their partners than 
women who continued smoking. A 
follow-up study aimed to encourage 
support from partners by providing 
them with information, but this did not 
increase the women’s cessation rates. 

A review on which the NICE public 
health guidance PH26 was based 
considered which interventions are 
effective in encouraging partners 
to support cessation and which are 
effective in encouraging partners who 
smoke to stop.27 However, this found 
that very few studies had demonstrated 
significant results, highlighting the 
need for further research.

‘NICE recommends that all 
pregnant women who smoke 

should be referred by their 
midwife or GP to NHS Stop 

Smoking Services.’
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