
Going back: Regaining solace, sanity and
self Women's return to smoking postpartum

Item Type text; Dissertation-Reproduction (electronic)

Authors Goldsmith, Melissa Marie

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:51:17

Link to Item http://hdl.handle.net/10150/280413

http://hdl.handle.net/10150/280413


GOING BACK: REGAINING SOLACE, SANITY AND SELF 
WOMEN'S RETURN TO SMOKING POSTPARTUM 

by 

Melissa Marie Goldsmith 

A Dissertation Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements for 
the Degree of 

Doctor of Philosophy 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

2003 



UMI Number: 3108904 

INFORMATION TO USERS 

The quality of this reproduction is dependent upon the quality of the copy 

submitted. Broken or indistinct print, colored or poor quality illustrations and 

photographs, print bleed-through, substandard margins, and improper 

alignment can adversely affect reproduction. 

In the unlikely event that the author did not send a complete manuscript 

and there are missing pages, these will be noted. Also, if unauthorized 

copyright material had to be removed, a note will indicate the deletion. 

UMI 
UMI Microform 3108904 

Copyright 2004 by ProQuest Information and Learning Company. 

All rights reserved. This microform edition is protected against 

unauthorized copying under Title 17, United States Code. 

ProQuest Information and Learning Company 
300 North Zeeb Road 

P.O. Box 1346 
Ann Arbor, Ml 48106-1346 



THE UNIVERSITY OF ARIZONA ® 

GRADUATE COLLEGE 

As members cf the Final Examination Committee, we certify that we have 

read the dissertation prepared bv flELISSA [1ARIE GOLDSMITH 

entitled GOING BACK: REGAINING SOLACE, SAMITY AND SELF 

WOflEN'S RETURN TO SMOKING POSTPARTUM 

and recommend that it be accepted as fulfilling the dissertation 

requirement for the Degree of DoctOr Of Phi 1 OSOp'iy 

Blam^ Jone^,/j pB, / 
Date 

Jil^ith Berg, PhD, RNC, WH^ FAANP 
///w 

Amy Tsang, PhD, RN 

Dafe 

//- 3-a? 
Date 

/ 

Lee Sechrest, PhD 
Date 

Daniel Shapiro, PhD Date 

Final approval and acceptance of this dissertation is contingent upon 
the candidate's submission of the final copy of the dissertation to the 
Graduate College. 

I hereby certify Chat I have read this dissertation prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirement. 

Dissertation Directm 

Elaine Jones, PhD^RN 

J/'2/^-6 2 
Date 



3 

STATEMENT BY AUTHOR 

This dissertation has been submitted in partial fiilfillment of requirements for an 

doctoral degree at The University of Arizona and is deposited in the University Library to 

be made available to borrowers under rules of the Library. 

Brief quotations from this dissertation are allowable without special permission, 

provided that accurate acknowledgment of the source is made. Requests for permission 

for extended quotation from or reproduction of this manuscript in whole or in part may be 

granted by the head of the major department or the Dean of the Graduate College when in 

his or her judgment the proposed use of the material is in the interests of scholarship. In 

all other instances however, permission must be obtained from the author. 

SIGNED 



4 

ACKNOWLEGMENTS 

I am especially grateful to the women who generously shared their stories with 
me. Without them this dissertation would not be. I would also like to acknowledge 
others who have contributed to my success in the doctoral program and to the completion 
of this dissertation. 

I am very thankful for having extraordinary faculty all throughout my journey 
through the doctoral program. I am grateful for the support of my dissertation committee: 
Dr. Elaine Jones, Dr. Judy Berg and Dr. Amy Tsang. I appreciate the time Dr. Jones 
spent consulting with me about my study and eventually my findings, and the expertise 
that she shared with me. Likewise, I am thankful for both Dr. Berg's and Dr. Tsang's 
support, insight, expertise and guidance with my dissertation. I would also like to extend 
gratitude to my minor committee members: Dr. Lee Sechrest and Dr. Daniel Shapiro. 

To Dr. Jones I express my deepest gratitude for all of her mentoring, support, and 
knowledge throughout my time in the doctoral program. She has been there for me since 
I first came to The University of Arizona. She is a wonderful role model and has 
generously provided me with guidance. 

I am grateful to my family, especially my parents Bruce and Evelyn who have 
supported me and encouraged me throughout the ten years that I have pursued this 
advanced degree. Without their loving support and encouragement I could have never 
accomplished this. To Beth, my sister, thank you for your support as well as the time you 
spent transcribing interview tapes. To Jonathan, thank you for being patient, taking care 
of me, and supporting this endeavor. When things have been tough you have always 
encouraged me to watch a sunset and put life into perspective. 

I thank Kathy Watson, NP, Dr. Beverly Rosenthal and Denise Angel for their 
assistance with various aspects of this dissertation. You all made my life much easier. 

Finally, I would like to thank Dr. Hugh Miller who introduced me to this 
fascinating topic. And a special thank you to Dr. Kathleen May who assisted me earlier in 
the program and in the beginning of the dissertation process. 

I would like to acknowledge the following source of funding for this research: 
Beverly McCord Doctoral Student Scholarship 



5 

DEDICATION 

This work is dedicated to my parents Bruce and Evelyn who instilled in me the 

importance of knowledge and education. As educators, they both inspired me to pursue a 

meaningful career and have encouraged life long learning. I deeply thank them for their 

love and support. They have always been impressive role models to me. I am privileged 

to have them as parents. I thank them for being there with me along the way. 



6 

TABLE OF CONTENTS 

LIST OF FIGURES 11 

LIST OF TABLES 12 

ABSTRACT 13 

CHAPTER ONE: INTRODUCTION 15 

Background of the Problem 15 
Historical context of woman's tobacco use 16 

Prevalence and correlates of cigarette smoking among women 17 
Prevalence and correlates of cigarette smoking: 
Pregnant Women 18 

Prevalence of cigarette smoking in Arizona 19 
Smoking cessation during pregnancy 
and postpartum smoking relapse 20 
Cigarette smoking relapse prevention 22 

Health Disorders and Cigarette Smoking 24 
The effect of cigarette smoking on childbearing women 28 
Cigarette smoking and lactation 33 
Smoking during pregnancy: Effect on infants and children 33 
Health care costs related to cigarette smoking 37 
Costs of children exposed to environmental tobacco smoke 38 

Statement of the problem 39 
Purpose of the study 41 
Significance of the study 41 
Summary 42 

CHAPTER TWO: THEORETICAL ORIENTATION AND REVIEW OF LITERATURE 43 

Social ecological perspective 43 
Assumptions of the social ecological perspective 45 

Symbolic interactionism 47 
Assumptions of symbolic interactionism 48 

Summary of theoretical orientation 49 
Review of literature 50 
Environmental factors that influence cigarette smoking among 
women 50 

Media influences on cigarette smoking behavior 51 



7 

TABLE OF CONTENTS - continued 

Accessibility of cigarettes and exposure to smoking; 
The influence of the environment on smoking behavior 54 
Summary: Environmental factors that influence cigarette 
smoking among women 55 

Interpersonal factors associated with smoking among women 56 
Summary; Interpersonal factors associated with smoking 
behavior among women 60 

Intrapersonal factors associated with smoking among women 62 
Demographic factors associated with cigarette smoking among women 63 

Demographic factors associated with cigarette smoking 
among pregnant women 64 
Demographic factors associated with smoking cessation and pregnancy 65 
Demographic factors associated with postpartum relapse 65 
Knowledge and beliefs regarding smoking 67 
Smoking and weight control 69 
Nicotine dependence 71 
Psychological influences 74 

Depression and negative affect 74 
Anxiety and stress 76 
Cognitive influences 77 

Maternal development 79 
The postpartum period 81 
Women's experience of postpartum cigarette smoking relapse 85 
Summary; Intrapersonal factors associated with cigarette 
smoking among women 89 

Summary and Critique; Literature review 91 
Research questions 95 
Definition of terms 96 

CHAPTER THREE; METHOD 97 

Research design 97 
Sample 97 
Setting 99 
Protection of human subjects 100 
Data Collection Procedure 101 
Instruments 103 
Data analysis 104 
Trustworthiness 109 

Credibility Ill 



8 

TABLE OF CONTENTS - continued 

Transferability 113 
Dependability 113 
Confirmability 113 

Summary 117 

CHAPTER FOUR: RESULTS 118 

Introduction and research questions 118 
Participant characteristics 119 

Interview #1: Amy 121 
Interview #2: Barbie 122 
Interview #3: Cathy 122 
Interview #4: Dianne 123 
Interview #5: Fran 124 
Interview #6: Gerri 124 
Interview #7: Heather 125 
Interview #8: Isabel 126 
Interview #9: Janet 127 

Explanation of the grounded theory 127 
Stage one: being a smoker 130 

Becoming a smoker 131 
Amount smoked 133 
Reasons to smoke 134 
Identifying with the "smoker" Persona 136 
Smoking triggers 137 

Stage two: imperative to protect: stopping smoking during pregnancy 
for the baby 142 

Stopping for the baby: protecting the unborn baby from harm 143 
The experience of stopping 147 
Facilitating and hindering factors 148 

Stage three: Life in flux: experiencing stress in the postpartum transition 158 
Physical discomforts, complications and changes 159 
Baby related factors 162 
Role challenges and role strain 164 
Emotional distress, stress and depression 167 
Interpersonal factors 170 

Stage four: going back 173 
Smoking after delivery: expectations 175 
Starting back 178 
Easily slipping back 183 
Delaying the return 184 



9 

TABLE OF CONTENTS - continued 

Relief, comfort and relaxation 187 
Regaining sanity 189 
Smoking a legitimate break 190 
Returning self 192 

Stage five: Considering the negative consequences 195 
Feeling bad about smoking again 196 
Considering the negative consequences to women themselves 198 
Acknowledging the danger: Exposing children to smoking 201 
Interpersonal consequences 203 

Stage six: Extending protection 206 
Protecting and shielding 207 
Controlling and regulating 209 

Research Questions 211 
Summary of chapter four 215 

CHAPTER FIVE: DISCUSSION AND RECOMMENDATIONS 218 

Summary of study results 218 
Integration with the literature 219 

Environmental factors 220 
Interpersonal factors 222 
Intrapersonal factors 224 
Summary 233 

Congruence with the Theoretical Framework 234 
Limitations 237 
Strengths 239 
Implications 240 

Implications for Nursing Theory 240 
Implications for Practice 241 
Implications for Research 245 
Summary 246 

Recommendations 247 
Summary 248 

APPENDIX A: Human Subjects Approval 249 

APPENDIX B: Human Subjects Disclaimer 251 



10 

TABLE OF CONTENTS - continued 

APPENDIX C: Human Subjects Consent Form 253 

APPENDIX D: Interview Guide 257 

REFERENCES 260 



11 

LIST OF FIGURES 

FIGURE 1, The basic social process identified in this study 128 
FIGURE 2, Stage one: being as smoker 131 
FIGURE 3, Stage two: imperative to protect: stopping smoking during 

pregnancy for the baby 143 
FIGURE 4, Stage three: life in flux: experiencing the stress in the 

postpartum transition 159 
FIGURE 5, Stage four: going back 175 
FIGURE 6, Stage four: regaining solace, sanity and self 187 
FIGURE 7, Stage five: considering the negative consequences 196 
FIGURE 8, Stage six: extending protection 207 



12 

LIST OF TABLES 

1, Factors Associated With Cigarette Smoking During Pregnancy 20 
2, Axial Coding: Components of the Paradigm 107 
3, Participant Characteristics 120 



13 

ABSTRACT 

Cigarette smoking is associated with a myriad of health problems among those 

who smoke and those who are exposed to environmental tobacco smoke. Evidence 

indicates that even though many women stop smoking during pregnancy the majority 

return to smoking within the first six months after delivery. Grounded theory 

methodology was used to explore women's perceptions of environmental, interpersonal 

and intrapersonal factors that influenced them to return to smoking postpartum. 

Participants were over 18 years of age, and self reported that they stopped smoking during 

pregnancy and returned to smoking after delivery. A basic social process Going Back: 

Regaining Solace, Sanity and Self was discovered from nine interviews. A six stage 

process was discovered. Stage One, Being a Smoker described women's personal 

historical context of becoming and being a smoker. Stage Two Imperative to Protect: 

Stopping Smoking During Pregnancy For the Baby explained how women who smoke 

become pregnant and are motivated to stop smoking during pregnancy primarily to protect 

the unborn baby from harm. Stage Three, Life in Flux: Experiencing the Stress in the 

Postpartum Transition contributed to the context in which women returned to smoking. 

Many were challenged with stress from physical and psychosocial changes inherent to the 

postpartum period. In Stage Four Going Back: Regaining Solace, Sanity and Self, women 

returned to smoking post delivery. The return was one to their usual being and way of 

dealing with stressors of daily life. Women described many benefits of returning to 

smoking in this stage. Stage Five, Considering the Negative Consequences, described 

how after going back to smoking women realized actual and potential consequences of 
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cigarette smoking to themselves and their children. Stage Six, Extending Protection, 

described tactics women used to protect their children and themselves from the dangers of 

cigarette smoking. The grounded theory. Going Back: Regaining Solace, Sanity and Self 

provides greater understanding of women's smoking behavior across the childbearing 

process. 
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CHAPTER 1 

INTRODUCTION 

The purpose of this study was to describe women's perceptions of factors that 

contribute to smoking relapse in the postpartum period. This chapter begins with a 

synopsis of the historical context and background of smoking behavior among women, 

particularly during pregnancy and the postpartum period. The prevalence of cigarette 

smoking among women in general, as well as among pregnant women, in the United 

States and in Arizona is addressed. Included is an overview of rates of smoking cessation 

among pregnant women as well as the incidence of post delivery smoking relapse. Ill 

effects of cigarette smoking on adults, children and society in terms of costs, are 

discussed. Additionally, the purpose and the significance of the study are addressed. 

Background of the Problem 

The United States Department of Health and Human Services (CDC, 2000) 

reported that for the year 1998, 12.9% of pregnant women smoked cigarettes. Cigarette 

smoking during pregnancy has been associated with a myriad of perinatal problems such as 

spontaneous abortion, placental abnormalities and lower infant birth weight. Evidence 

suggests that the infants of women who smoke cigarettes during pregnancy may endure 

long term effects of in utero exposure into childhood (Fried, 1993; Hu et al., 1997; Olds, 

Henderson, & Tatelbaum, 1994). 

Many women terminate cigarette smoking during pregnancy, however cessation is 

often short lived (Colman & Joyce, 2003; Fingerhut, Kleinman, & Kendrick, 1990). The 

majority of women who stop cigarette smoking during pregnancy resume this behavior 



16 

during the first post delivery year (Fingerhut, Kleinman, & Kendrick, 1990). Although 

women who quit smoking during pregnancy may reap benefits related to cessation during 

the prenatal period such as the decreased incidence of preterm birth and low birth weight 

(Lumley, Oliver & Waters, 2003), individuals who resume smoking are more likely to 

experience greater lifetime acute and chronic morbidity than those who maintain cessation 

(Wyser & Bolliger, 1997). Additionally, infants exposed to environmental cigarette smoke 

are vulnerable to various health disorders, such as respiratory problems and ear infections 

(Charlton, 1994; Gaflfney, 2001; Samet, Lewit, & Warner, 1994). Tobacco use among 

women is likely influenced by multiple factors, environmental, interpersonal and 

intrapersonal. An overview of factors associated with cigarette use among women is 

provided to elucidate the context in which this behavior exists. 

Historical Context: Women's Tobacco Use 

Tobacco use by women before and during the 1800s and the first 30 years of the 

1900s was considered morally and socially unacceptable (Brandt, 1996; Britton, 1998; 

Chollat-Traquet, 1992). In many developed countries, cigarette smoking by women was 

viewed as vulgar and improper (Chollat-Traquet, 1992). However, by the 1920's 

cigarette smoking by women began to increase. The rise in smoking rates among women 

accompanied emancipation, expansion of professional roles and increasing independence 

from men (Britton, 1998; Chollat-Traquet, 1992). Ironically, anti-smoking efforts may 

have intensified women's interest in cigarette smoking. Smoking "represented a culturally 

contentious, if not radical behavior for women" (Brandt, 1996, p. 62). 
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Tobacco advertisements developed to attract women to cigarette smoking 

appeared in print in the 1920s. The emergence of these advertisements coincided with the 

women's suffrage movement (Britton, 1998). Cigarette smoking by women became 

increasingly acceptable in the 1930s, and prevalent public figures such as the country's 

first lady, Eleanor Roosevelt, smoked in public (Britton, 1998). 

As women became involved in the World War II war effort, the prevalence of 

cigarette smoking by women increased even more. By the end of the war, 25% of women 

in the United States smoked cigarettes (Chollat-Traquet, 1992). During the 1960s, 

tobacco companies created advertisements that appealed to women's desire for 

independence and equality such as the Virginia Slims advertisements by Philip Morris 

(Britton, 1998). This particular advertising campaign was followed by an increase in 

smoking behavior of young women (Britton, 1998). 

Even though the Surgeon General began to issue warnings about the deleterious 

effects of smoking in 1959, and televised tobacco advertisements were banned in the late 

1960s, tobacco sales continued to rise until the mid 1970s (Chollat-Traquet, 1992). A 

decreased demand for tobacco in the late 1970s through the 1980s followed nationwide 

anti tobacco campaigns. 

Prevalence and Correlates of Cigarette Smoking Among Women 

The prevalence of cigarette smoking among women in the United States varies 

greatly and depends on age, educational level, race/ethnicity, socioeconomic status, and 

psychosocial factors (Chollat-Traquet, 1992). Cigarette smoking is likely to be initiated 

during adolescence (Hanson, 1994; US DHHS, 2001). The prevalence of daily smoking 
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among high school senior girls in 2000 was 19.7% (University of Michigan as cited in US 

DHHS, 2001). Cigarette smoking in adolescent girls is associated with environmental, 

personal, and psychosocial factors (French & Perry, 1996). Lack of plans for higher 

education, below average academic performance, smoking among family members and 

peers, not living with both parents, lower socioeconomic level, higher personal income, 

concern over weight, anxiety, considering religion unimportant, depression, and stress, are 

factors which have been identified as being associated with cigarette use among adolescent 

women (Britton, 1998; Chollat-Traquet, 1992; French & Perry, 1996; Hanson, 1994; US 

DHHS, 2001). 

According to the Surgeon General's Report on Women and Smoking (US DHHS, 

2001), in 1998 the prevalence of smoking was higher among men than women: 26.4% 

among men versus 22% among women (US DHHS, 2001). Factors associated with 

cigarette smoking in adult women include: (a) low social support, (b) single status, (c) 

exposure to other smokers, (d) job classification, e.g. laborer, (c) concern regarding 

weight control, (e) high stress, and (f) lower socioeconomic status (Britton 1998; Chollat-

Traquet, 1992; Hanson, 1994). 

Prevalence and Correlates of Cigarette Smoking: Pregnant Women 

According to 1998 birth certificate data, the prevalence of cigarette smoking by 

women during pregnancy in the United States is 12.9% (CDC, 2000). However, 

according to the Surgeon General's Report on Women and Smoking (US DHHS, 2001), 

survey data indicated that the rate of smoking among pregnant women is as high as 22%. 

As shown in Table 1, many factors are associated with smoking during pregnancy. 
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Evidence suggests that women who smoke during pregnancy tend to be younger (teen 

mothers), have more children, are less educated, and are exposed to others who also 

smoke. 

Prevalence of Cigarette Smoking In Arizona 

According to resuhs of the 1997 Arizona Youth Tobacco Survey Baseline Report, 

15% of teens 14-17 years of age used tobacco within 30 days of participating in the study 

(Porter & Nowak, 1998). Although more boys (10.6%) than girls (7.5%) in the 14-15 

year old cohort reported smoking, the percentage of females (22.7%) in the 16-17 year 

old age group outnumbered the percentage of boys (20.2%) who used cigarettes in this 

age group (Porter & Nowak). 

In Arizona, 23.8% of adults 18 years of age and older, were regular cigarette 

smokers according to the 1996 Arizona Adult Tobacco Survey Report (Porter 1997). 

Women living in Arizona had a smoking prevalence of 22% as compared to 25.9% of men 

(Porter, 1997). According to the 1997 Arizona Health Status and Vital Statistics, 8.5% of 

pregnant women reported smoking cigarettes (Arizona Department of Health Services, 

1999). According to this report (Arizona Department of Health Services, 1999), the 

prevalence of smoking during pregnancy was greatest among White non-Hispanic women 

(15.6%), as compared to Black (12.8%), Native American (5.1%), Asian (4.5%) or 

Hispanic (4.0%) women. In Arizona the rate of smoking during pregnancy was greatest 

among women 35-39 years of age (Arizona Department of Health Services, 1999). 
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Table 1 

Factors Associated With Cigarette Smoking During Pregnancy 

Factors Factors 

Alcohol use 

Depression 

Distress and social isolation 

Greater # of cigarettes smoked -before pregnancy 

Having friends and family who smoke 

Inadequate prenatal care 

Increased stress levels 

Initiating smoking at an early age 

Lower education status 

Medicaid insurance 

Multigravidy 

Receiving prenatal care at public 

health clinic 

Single or Divorced status 

Unintended pregnancy 

Younger age 

Note. From CDC, 2000; Fingerhut, Kleinman, & Kendrick, 1990; Frost et al., 1994; 

Hanna, Faden, & Dufour, 1994; Madeley, Gillies, Power, & Symonds, 1989; McCormick 

& Wallace, 1990; O'Campo, Faden, Brown, & Gielen, 1992; Scheibmeir & O'Connell, 

1997; US DHHS, 2001. 

Smoking Cessation During Pregnancy and Postpartum Smoking Relapse 

During pregnancy 20-41% of women who smoke cigarettes spontaneously quit 

(Colman & Joyce, 2003; Fingerhut, Kleinman, & Kendrick, 1990). Postpartum relapse 

rates among women who quit smoking during pregnancy are high (Colman & Joyce, 2003; 

Fingerhut et al., 1990; Seeker-Walker et al., 1994). Seeker-Walker et al. (1994) found 

that 73.9% of women who had quit smoking and were abstinent at 36 weeks gestation. 
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relapsed during long term postpartum follow up. Fingerhut et al. (1990) reported that 

women who stopped smoking when they found out they were pregnant had a one year 

relapse rate of 66%. Over half (56%) of pregnant woman who quit smoking during 

pregnancy resumed smoking within the first 30 days post delivery and 65% had resumed 

smoking at six months postpartum (McBride & Pirie, 1990). In a more recent study using 

a large population based sample, Colman and Joyce (2003) found that 60% of women 

who quit smoking three months before, or during pregnancy relapsed to cigarette smoking 

within six months after delivery. Emerging evidence suggests that there are many factors 

that lead to high rates of postpartum smoking relapse, including stress, nicotine 

dependence, and being motivated to quit exclusively for the fetus (Bottorflf, Johnson, 

Irwin & Ratner, 2000). Likewise, teens, women with lower levels of education, women 

married to a smoker, who were less likely to breast feed their infant, and who were 

concerned about their weight were more likely to resume smoking in the post delivery 

period (Colman & Joyce, 2003; Edwards & Sims-Jones, 1998; McBride & Pirie 1990) 

Efigh recidivism rates to cigarette smoking behavior are not unique to women who 

quit smoking during pregnancy and resume smoking in the post delivery period. Relapse 

rates for individuals in general who quit smoking tend to be high, ranging from 70-89% 

within 3 months of quitting (Cook, Gerkovich, O'Connel, & Potocky, 1995; Garvey, 

Bliss, Hitchcock, Heinhold, & Rosner, 1992, Hughes et al., 1992, Hunt, Barnett, & 

Branch, 1971). Among non-pregnant adults, cessation appears to be a process that may 

include multiple cycles of abstinence and relapse. This process is referred to as recycling 

(Ockene et al., 2000). The process of relapse in many cases appears to be gradual. Most 
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individuals who relapse initially start smoking in an intermittent pattern prior to resuming 

regular smoking behavior (Shiffman et al, 1996). Slips or lapses are very common before 

full relapse occurs. Brandon et al. (1990) found that 88% of smokers who had slips 

eventually resumed regular smoking. 

According to Ockene et al., (2000) multiple factors are predictive of relapse to 

cigarette smoking including: (a) cognitive, e.g. self efficacy, motivation, knowledge, (b) 

physiological, e.g. weight gain, nicotine dependence, (c) social support and social context, 

(d) affective, e.g. stress, depression, and (e) demographic factors, e.g. age, educational 

level. Based on a review of studies of cigarette smoking relapse, Ockene et al. (2000) 

concluded that individuals who are at the greatest risk for relapse are those who have 

decreased motivation to stay abstinent, have intense urges to smoke, and who have stress 

induced lapses. 

Postpartum Cigarette Smoking Relapse Prevention 

Relapse prevention strategies have emerged and have been tested in an effort to 

sustain postpartum abstinence among women who have quit during pregnancy (Johnson, 

Ratner, Bottorff, Hall, & Dahinten, 2000; Seeker-Walker, Solomon, Flynn, Skelly, &, 

Mead, 1998; Severson, Andrews, Lichtenstein, Wall & Akers, 1997). Severson et al. 

(1997) studied the effect of a relapse prevention intervention that was provided to women 

during the post delivery hospital stay and at well baby check-ups during the postpartum 

period. Pediatric practices in Portland, Oregon were randomized to provide either a 

minimal or extended intervention. The minimal intervention consisted of giving women 

hospitalized during the post delivery period, a packet of materials which addressed the 
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dangers of environmental tobacco smoke exposure to the infant, and a letter from the 

pediatrician which encouraged mothers not to smoke (Severson et al., 1997). The 

extended intervention consisted of the minimal intervention, as well as providing written 

and verbal advice and information regarding cigarette smoking and health problems, to 

women at four well baby visits which occurred at 2-3 weeks, two, four and six months 

after birth. Results of this study indicate, the extended intervention reduced smoking 

relapse to 45%, compared to 55% in the minimal intervention group at six months 

postpartum. However, at 12 months post delivery there was no significant treatment 

effect (Severson et al., 1997). 

Seeker-Walker et al. (1998) conducted a study that investigated the effectiveness 

of relapse prevention for women who quit smoking prior to their first prenatal visit. The 

sample consisted of women (n=125) who were randomized to usual care or to a treatment 

group which received structured physician's advice and referrals to relapse prevention 

counseling. Relapse prevention counseling was provided at five prenatal visits and 

included approval for not smoking, and advice regarding how to cope with urges and 

situations which may lead to relapse. Self reported smoking behavior was measured 12 

months after delivery, at which, 22% of women in the control group (usual care) and 32% 

of women in the intervention group reported cigarette smoking. The overall one year 

postpartum relapse rate for women in this study was 27%. The authors conclude that the 

postpartum relapse intervention did not reduce relapse rates in the postpartum period. 

However, the overall postpartum relapse rate at one year (27%) is lower than rates that 

have been previously published (Severson et al, 1998). 
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A postpartum relapse prevention intervention which consisted of immediate post 

delivery counseling and multiple telephone contacts by nurses was tested among women 

(n=254) who had quit smoking for pregnancy (Johnson et al., 2000). Women were 

randomly assigned to a control group, which received usual postpartum care and follow 

up, or an intervention group. At six months post delivery, a greater percentage of women 

in the treatment group (37.6%) had been abstinent as compared to women in the control 

group (27%). Rates of daily smoking (versus occasional smoking) were also examined at 

six months post delivery. More women in the control group smoked daily (47.6%), as 

compared to women in the treatment group (33.6%). At twelve months postpartum, 21% 

of women in the treatment group had remained abstinent, as compared to 18.5% in the 

control group (Ratner, Johnson, BottorfF, Dahinten, & Hall, 2000). 

Relatively few studies have investigated effectiveness of smoking relapse 

prevention among women who quit smoking during pregnancy. Evidence suggests that 

interventions have been somewhat effective at reducing relapse rates at six months, but 

not at one year. To date, interventions have only been carried out to six months 

postpartum, which may explain lack of long term effect. Postpartum relapse prevention 

interventions that were delivered during the prenatal period alone were the least effective 

(Seeker-Walker et a., 1998). 

Health Disorders and Cigarette Smoking 

Smoking is a known major risk factor for many heahh problems throughout the life 

span, yet many individuals continue to use cigarettes. The following is a summary of the 
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negative effects of cigarette smoking in general, during pregnancy, and on infants and 

children. A synopsis of costs related to cigarette use is included. 

The deleterious effects of tobacco use were suspected for several hundred years 

before they were scientifically confirmed (Wyser & Bolliger, 1997). Physicians in the mid 

to late 19"" century suggested that tobacco use was connected to health problems, such as 

coronary heart disease (Wyser & Bolliger, 1997). Data in the 18"" century suggested an 

association between tobacco and cancer of the lip and nose (US DHEW, 1979; US DHHS 

1986). In the early part of the 1900s, several articles were published in medical journals 

proposing the association between tobacco and lip cancer, as well as a shorter life span 

(US DHHS, 1989). As the result of studies conducted in the 1940s and 1950s, the link 

between cigarette smoking and lung cancer was initially supported by scientific evidence 

(US DHHS, 1989). 

In 1959 Surgeon General Leroy Burney put forth the first Public Health Service 

warning statement regarding evidence that excessive cigarette smoking was a factor 

associated with lung cancer (US DHHS, 1989). The final report of the Advisory 

Committee was released in 1964, and concluded that cigarette smoking was causally 

related to lung cancer in men, and associated with lung cancer in women (US PHS, 1964). 

The Committee also found that cigarette smoking was causally associated with chronic 

bronchitis, and laryngeal cancer in men (US PHS, 1964). Although evidence was not 

adequate to support causal links, the Advisory Committee found that cigarette smoking 

was associated with a multitude of disorders, including: coronary artery disease, 

emphysema, peptic ulcer disease, cancers of the urinary bladder and the esophagus, and 
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low birth weight (US DHHS, 1989). Since the Surgeon General's Advisory Committee 

report in 1964, a large body of scientific evidence indicates that cigarette smoking causes 

many health problems, e.g. stroke, obstructive airway disease, cardiovascular disease, and 

cancer of the mouth, larynx, esophagus, stomach, pancreas, bladder, cervix and blood 

(Wyser & Bolliger, 1997). 

In 1997, in the United States, the use of cigarettes was implicated in the death of 

165,000 women (US DHHS, 2001). Likewise, cigarette smokers experience greater 

morbidity than non-smokers (Wyser &, Bolliger, 1997). For instance, smokers have 

greater absentee rates from work and school, more acute and chronic illnesses, and greater 

numbers of visits to health care providers than non-smokers (Lesmes, 1992; Wyser & 

Bolliger, 1997). 

Evidence suggests that cigarette smoking increases the risk of cardiovascular 

disease including myocardial infarction, stroke, coronary heart disease related to sudden 

death, aortic aneurysm, carotid atherosclerosis, and peripheral vascular disease (Chollat-

Traquet, 1992; US DHHS, 2001; Wyser &. Bolliger, 1997). In the Nurses Health Study, 

women who smoked 15 cigarettes per day had a relative risk of greater than four for fatal 

myocardial infarction, as compared to women who did not smoke. Heavy smokers (>35 

cigarettes per day) were 5.5 times more likely to die from coronary heart disease than non-

smokers (Kawachi, Colditz, Stampfer et al., 1994). The risk of stroke for cigarette 

smokers is 1.5-3 times greater than that of non -smokers, and cigarette smoking accounts 

for an estimated 55% of deaths from stroke among women under the age of 65 (Chollat-

Traquet, 1992; US DHHS, 2001). Furthermore, women who smoke cigarettes and use 



27 

oral contraceptives increase their risk of fatal coronary heart disease and stroke (US 

DHHS, 1989, 2001). 

In 1990, Chronic Obstructive Pulmonary Disease (COPD) resulted in the deaths of 

30,385 males and 18,597 females (CDC, 1993). COPD prevalence is increasing among 

women, thus reflecting their increased rate of cigarette use 20-30 years ago (Chollat-

Traquet, 1992; Davis & Novotny, 1989; Wyser & Bolliger, 1997). According to the 

Surgeon General's Report on Women and Smoking (US DHHS, 2001), 90% of deaths 

from COPD among women are related to cigarette smoking. 

According to Greenlee et. al., (as cited in US DHHS, 2001) smoking related lung 

cancer was estimated to contribute to the deaths of 67,600 women in 2000. In the U.S. 

mortality rates associated with lung cancer rose 600% between the 1950's to present times 

(US DHHS, 2001). Deaths from lung cancer among women now outnumber deaths 

resulting from breast cancer in the United States (Wyser & Bolliger, 1997). 

Cigarette smokers have an overall cancer rate that is two times that of non-

smokers (Wyser & Bolliger, 1997). Epidemiologic studies have linked cigarette smoking 

to cancer in various sites and organs in women, including the oral cavity, larynx, 

esophagus, bladder, kidney, pancreas, and cervix (Chollat-Traquet, 1992; US DHHS, 

2001; Wyser & Bolliger, 1997). 

Osteoporosis results from decreased bone density leading to fractures of the hip, 

spine, and wrist. Cigarette smoking is associated with decreased bone mass in women 

who have experienced menopause (Krall, Dawson-Hughes, 1991; US DHHS, 2001). 

Women who smoke may be at risk for bone loss and osteoporosis because female smokers 
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generally weigh less and may have an earlier onset of menopause (US DHHS, 1989). 

Women who are heavier are more likely to have greater bone mass and higher estrogen 

levels, which result in decreased risk for bone fractures (US DHHS, 1989). According to 

the Surgeon General's Report (US DHHS, 2001), women who are current smokers are 

1.5-2.0 times more likely to suffer a hip fracture compared to women who do not smoke. 

The Effect of Cigarette Smoking on Childbearing Women 

In 1957, Simpson reported that the rate of premature birth among women who 

smoked cigarettes was twice as high as compared to non-smokers (US DHHS, 1990). 

During the early 1970s, several reports of the Surgeon General concluded that cigarette 

smoking resulted in fetal growth retardation, and most likely was a cause of stillbirth and 

neonatal mortality (US DHEW, 1973). The Surgeon General's report released in 1977 

concluded that there were dose response relationships between cigarette smoking and 

muhiple complications of pregnancy including: placenta previa, abruptio placenta, 

bleeding during pregnancy, premature and prolonged rupture of membranes and pre-term 

delivery (US DHEW, 1978). Since these reports were released, evidence suggests that 

cigarette smoking is associated with additional disorders of pregnancy such as infertility, 

ectopic pregnancy, and spontaneous abortion (Britton, 1998; US DHHS, 1990). 

Women who smoke cigarettes were found to be at greater risk for impaired 

fertility (Baird & Wilcox, 1985; Daling et al, 1987; DHHS, 2001; Howe et al., 1985; US 

DHHS, 1990). Mechanisms hypothesized to be associated with infertility in cigarette 

smokers include: hormonal effects, impaired implantation, impaired fallopian tube motility. 
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disturbance of hypothalamic-pituitary function, oocyte depletion and altered immune 

system states leading to pelvic inflammatory disease (US DHHS, 1990). 

Ectopic pregnancy is defined as a pregnancy in which the fertilized ovum implants 

on a site other than the endometrial lining of the uterus (Buckley, 1990). The risk of 

ectopic pregnancy is greater among smokers as compared to non-smokers (Coste, Job-

Spira & Fernandez, 1991; US DHHS, 1990, 2001). Ectopic pregnancy is the leading 

cause of maternal morbidity in the first trimester (Mitchell, Sobel & Alexander, 1999). 

Physiological changes associated with cigarette smoking such as increased risk for pelvic 

inflammatory disease and reduced tubal mobility result in the increased risk for ectopic 

pregnancy among women who smoke (Mitchell, Sobel & Alexander). 

The association between spontaneous abortion (SAB) and cigarette smoking has 

been investigated for over 30 years (DiFranza & Lew, 1995). In a meta-analysis of 13 

studies comparing rates of spontaneous abortion among smokers compared to non-

smokers, DiFranza and Lew (1995) found that a positive association between cigarette 

smoking and spontaneous abortion exists. Evidence also suggests that there is a dose 

response relationship between the number of cigarettes smoked and the risk of SAB 

(DiFranza & Lew, 1995; Fried, 1993). 

Abnormalities of the placenta are associated with cigarette smoking in a dose-

dependent relationship (Floyd, et al., 1991; US DHHS, 2001). Women who smoked 1-9 

Cigarettes per day had a relative risk of 2.0 for abruptio placenta, and those who smoked 

more than 10 cigarettes per day had a relative risk of 2.4 for this disorder (Cnattingius et. 

al., 1997). Abruptio placenta is the separation of a placenta which is implanted normally 
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from its site in the uterus after the 20"* week of gestation and prior to delivery (Kulb, 

1990). 

In multiple studies reviewed for the Surgeon General's Report (US DHHS, 2001), 

placenta previa, defined as an abnormally implanted placenta, has been associated with 

cigarette smoking. In a population based case-control study McMahon et al., 1997 (as 

cited in US DHHS, 2001) found that the relative risk of placenta previa among women 

who smoked 1-10 cigarettes per day was 1.3, and 2.0 among women who smoked more 

than one pack per day. Furthermore, other factors may interact with smoking to enhance 

the risk of this disorder such as increasing maternal age and race (Zhang & Fried, 1992). 

In recent studies, a relationship between preterm premature rupture of membranes 

(PPROM) and smoking has been established (US DHHS, 2001). Preterm premature 

rupture of membranes is defined as leaking of amniotic fluid one hour before the beginning 

of labor before 37 weeks of gestation (Breslin & Lucas, 2003). In a review of case 

control studies comparing women with PPROM with women who did not experience 

PPROM the Surgeon General (US DHHS, 2001) reported that the relative risks of 

PPROM among women who smoked ranged fi^om 2 .0-3 .0. The etiology of PPROM is 

unknown however; smoking may cause an alteration in the integrity of fetal membranes 

due to vasoconstriction. Likewise, it is postulated that smoking may lead to impaired 

immune status and cervicovaginal infection which may in turn cause the fetal membranes 

to rupture (US DHHS, 2001). 

Preterm labor and birth is defined as labor and/or delivery that occur before the 

37"" week of gestation (Breslin & Lucas, 2003). Preterm births (PTB) account for 75-
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85% of neonatal deaths which are not associated with congenital abnormalities (Kulb, 

1990). Similarly, preterm delivery is associated with fetal, neonatal and childhood 

morbidity and mortality (Kulb, 1990; US DHHS, 1990). 

Evidence suggests that women who smoke have increased risk and higher rates of 

premature labor and delivery than women who do not smoke (Cnattingius et al., 1993; 

Heflfher, Sherman, Speizer & Weiss, 1993; Mainous & Hueston, 1994; Wen et al., 1990). 

According to the Surgeon General's Report (US DHHS, 2001) a review of studies 

investigating the association between smoking and preterm birth suggest the relative risk 

of preterm birth among smokers ranged from 1.2-2.0 after adjusting for variables such as 

age and ethnicity. However, in a study by Reynolds (1998) smoking did not impact 

gestational age; in fact the average gestational age for infants of smokers and non smokers 

was 39 weeks (term). Factors such as maternal age, parity, lifestyle habits and social 

factors most likely interact with cigarette smoking and result in increased risk for pre-term 

birth (Cnattingius et al., 1993; DHHS, 2001; Wen et al., 1990). 

A low birth weight infant is one that is born weighing less than 2500 gms (5.5 lbs) 

(Kulb, 1990). Low birth weight may be the result of prematurity or intrauterine growth 

restriction (Kulb, 1990). The smoking related reduction in birth weight was first 

documented in the 1950s (Fried, 1993; Simpson, 1957), and since then evidence has 

continued to support that cigarette smoking is associated with decreased birth weight 

(Fried, 1993; US DHHS, 1980, 1989, 2001). Recent studies also support this established 

relationship between cigarette use and reduced birth weight (CDC, 2000; Cnattingius et 

al, 1993, 1997; DiFranza & Lew, 1995; Mainous & Hueston, 1994; Wen et al., 1990). 
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Factors such as increased maternal age (CDC, 2000; Cnattingius et al., 1993; Wen et al., 

1990) and parity (Cnattingius et al., 1993) increase the risk of low birth weight. 

There is a dose response relationship between cigarette use and low birth weight 

(US DHHS, 1980; 1989, 2001). Women who quit smoking during the first trimester had 

reduction in the incidence of low birth weight, as compared to women who continue to 

smoke (Hebel, Fox & Sexton, 1988; Mainous & Hueston, 1994; US DHHS, 1989, 2001), 

The birth weight of an infant whose mother quits smoking by the 30^^ week of gestation 

will be similar to the weight of an infant born to a non smoker (Stein, 1996; US DHHS, 

2001). Reynolds (1998) found that although there was an association between lower birth 

weight and smoking among infants in normal weight ranges, this was not the case for 

infants in the low birth weight or very low birth weight categories. In fact, these infants of 

smokers actually weighed more compared to infants of non-smokers. Reynolds (1998) 

warns that the prevailing attitude towards assuming causality between cigarette smoking 

and low birth weight is incorrect and that while there are associations between decreased 

birth weight among normal weight infants, these differences are not likely clinically 

significant. Among infants in the low birth weight and very low birth weight groups, 

Reynolds (1998) suggests that factors other than smoking resulted in severely decreased 

birth weights. 

Perinatal mortality encompasses fetal death in utero (fetus > 20 weeks gestation; 

stillbirth) as well as infants who die in the first 28 days of life (DiFranza & Lew, 1995; 

Kulb, 1990). An association between maternal smoking and perinatal death exists (US 
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DHHS, 1990, 2001). According to DiFranza & Lew (1995) an estimated 3.4%-8.4% of 

perinatal deaths may be attributable to cigarette use during pregnancy. 

Cigarette Smoking and Lactation 

111 affects of maternal cigarette smoking do not end with birth. Studies suggest 

that cigarette smoking negatively affects lactation as well as the health of breastfeeding 

infants. Findings of several studies suggest that breast fed infants of women who smoke 

had more respiratory infections (e.g. bronchitis and pneumonia) than babies of non

smoking women (Schulte-Hobein, 1992). 

Women who smoke are less likely to choose to breastfeed their infants as 

compared to non-smokers (US DHHS, 2001), and those who do breastfeed their infants 

are more likely to wean them earlier than women who do not smoke (Ratner, Johnson, & 

Bottorf, 1999; US DHHS, 2001). Cigarette smoking may decrease prolactin levels in 

women, thus reducing milk production (Baron, Bulbrook, Wang & Kwa, 1986; Vio, 

Salazar & Infante, 1991). Vio, Salazar and Infante (1991) found that non-smoking 

lactating women had significantly more breast milk volume than their smoking 

counterparts. Breast fed infants of women who smoked had significantly lower weight 

increases as compared to breast fed infants of non-smoking women. 

Smoking During and After Pregnancy: Effect on Infants and Children 

Infants and children of women who smoke cigarettes during pregnancy may 

experience many tobacco related disorders and problems. Disorders associated with 

maternal smoking include: (a) sudden infant death syndrome, (b) asthma, (c) respiratory 

infections, (d) decreased scores on achievement tests, (e) decreased lung fianction, (f) 
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lower IQ scores measured at ages three and four; (g) increased activity levels/shorter 

attention spans, (h) increased behavioral problems; and (i) slight effects on physical 

growth and stature (particularly with regard to height) (Britton, 1998; Charlton, 1994). 

Children who were exposed to cigarette smoking during pregnancy, are often 

exposed to environmental tobacco smoke during childhood, making it difficult to 

determine the effect that smoking during pregnancy truly has on children (Charlton, 1994; 

DiFranza & Lew, 1995). According to Schuster, Franke and Pham (2002) 36% of children 

living in the United States are exposed to cigarette smoke regularly in their homes. 

Children exposed to environmental cigarette smoke during infancy and childhood had 

higher rates of: (a) lower respiratory tract illnesses, (b) exacerbation of asthma, (c) otitis 

media, (d) Sudden Infant Death Syndrome (SIDS), (e) gastroesophogeal reflux, (f) colic, 

and (c) general morbidity (Gaffney, 2001; Samet, Lewit & Warner, 1994, US DHHS, 

2001). 

Sudden infant death syndrome (SIDS) is the second most common cause of death 

among infants in the United States (DiFranza & Lew, 1995). The link between SIDS and 

cigarette use was initially reported in 1966 (DiFranza & Lew, 1995). Since then, various 

studies have provided evidence that flarther supports this association (DiFranza & Lew, 

1995). The odds of SIDS among infants of mothers who smoked ranged fi^om two to four 

times greater than among infants of non-smokers (Anderson & Cook, 1997). The 

relationship between cigarette use and sudden infant death syndrome existed even when 

factors such as socioeconomic status, sex, birth weight, gestational age, race, maternal 

age, parity, maternal occupation, and birth order were controlled (DiFranza & Lew, 1995; 
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Schoendorf & Kiely, 1992). Investigations of factors related to SIDS have found it 

difficult to sort out the impact of ETS exposure versus maternal smoking during 

pregnancy (US DHHS, 2001). However, evidence from several studies support the 

independent effect of ETS on Sudden Infant Death Syndrome (Gafftiey, 2001; US DHHS, 

2001). 

Results of various studies indicate that cigarette smoking during pregnancy 

decreases pulmonary function in infants (Stick, Burton, Gurrin, Sly & LeSouef, 1996; 

Hanrahan, et al, 1992), impairs in utero development of fetal airways, or changes the 

elastic properties of lung tissue (Hanrahan et al, 1992). These effects may impact early 

levels of pulmonary function and lead to respiratory problems such as wheezing in 

childhood (Hanrahan et al, 1992). 

Asthma is the most common disorder of childhood, and accounts for a significant 

number of missed school days, disability, frequent physician visits, and roughly $2.2 

million in health care costs annually (Hu et al, 1997). Findings indicate that cigarette use 

during pregnancy may be associated with increased airway responsiveness and childhood 

asthma (Hu et al, 1997; Rantakallio, 1983; Samet, Lewit & Warner, 1994). 

Similarly, Taylor and Wadsworth (1987) found a dose response relationship 

between cigarette smoking and lower respiratory tract disease such as bronchitis. In a 

study by Rantakallio (1983), children of mothers who smoked during pregnancy had 

significantly more respiratory illness related hospital admissions than children of women 

who did not smoke during pregnancy. 
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Environmental tobacco smoke exposure by infants and children has been linked to 

lower respiratory diseases such as bronchitis, and pneumonia as well as respiratory 

complaints such as cough, wheezing, and phlegm production (Samet, Lewit & Warner, 

1994). In a study of infants whose mothers smoked, babies exposed directly to ETS (e.g. 

the mother held the baby while she smoked) were more likely to be hospitalized during the 

first year of life for a respiratory infection as compared to infant's whose mothers smoked 

in another room (Blizzard, Ponsonby, Dwyer, Venn, & Cochrane, 2003). Children 

exposed to environmental tobacco smoke have increased airway responsiveness which is 

characteristic of asthma. However, findings of research studies investigating the link 

between passive cigarette smoke exposure and childhood asthma have been inconsistent 

(Samet, Lewit & Warner, 1994). 

Maternal cigarette smoking during pregnancy appears to effect both cognitive and 

physical development of infants and children (Charlton, 1994; Samet, Lewit & Warner, 

1994). The long-term effects of prenatal smoking on childhood development are difficult 

to investigate due to multiple variables that may also impact development such as genetic 

and cultural factors (Charlton, 1994; Fried, 1993). 

Studies indicate that children of mothers who smoked during pregnancy are 1-2 

centimeters shorter than children of women who did not smoke prenatally (Butler & 

Goldstein, 1973; Charlton, 1994; Fogelman & O'Manor, 1988, Fox, Sexton & Hebel, 

1990). Likewise, various effects of maternal cigarette use during pregnancy on cognitive 

development have been reported including: (a) hyperactivity/increased activity levels, (b) 

lower achievement test scores, (c) lower I.Q. scores, (d) aUered auditory task 
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performance, (e) shorter attention spans, and (f) increased problem behavior (Butler & 

Goldstein, 1993; Fergusson, Horwood & Lynsky, 1993; Fox, Sexton & Hebel, 1990; 

Fried, 1993; Kristjansson, Fried & Watkinson, 1989; Naeye & Peters, 1984; Olds, 

Henderson & Tatelbaum, 1994; Weitzman, Gortmaker & Sobol, 1992). Dose response 

relationships were found for prenatal cigarette exposure and increased problem behavior 

(Fergusson, Horwood & Lynsky, 1993) as well as for decreased intellectual performance 

(Butler & Goldstein, 1973; Fried, 1993). 

Children of parents who smoke are more likely to suffer from otitis media, than 

children of non-smokers (Charlton, 1994; Floyd, et al., 1991). Otitis media is the most 

common cause of deafness in children (Charlton, 1994). Other negative health effects of 

environmental tobacco exposure in children include sore throat, and febrile illness 

(Charlton, 1994; Floyd, et al., 1991). Childhood illness related to cigarette smoke 

exposure may lead to increased absence from school, which impacts academic 

performance (Charlton, 1994). 

Health Care Costs Related to Cigarette Smoking 

The morbidity and mortality attributed to cigarette smoking is associated with 

increased health care costs (Barendregt, Bonneux, & Vander Der Maas, 1997; Hodgson, 

1992; Huber & Pandina, 1997). In 1998 medical costs for individuals with cigarette 

smoking associated disease amounted to approximately $75.5 billion (Fellows, Trosclair, 

Adams, & Rivera, 2002). Moreover, lost productivity attributed to mortality associated 

with cigarette use accounted for roughly $81.9 billion a year (Fellows et al., 2002). The 

average lifetime expenditure for excess medical care related to cigarette smoking was 
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$10,119 for all female smokers, 24% higher than lifetime health care costs of women who 

never smoked (Hodgson, 1992). Medical care costs increase based on the number of 

cigarettes smoked per day (Hodgson, 1992). The lifetime excess medical care expenditure 

for females who smoke less than 25 cigarettes a day was $6,135 higher (14%) than 

lifetime health care costs of never smokers (Hodgson, 1992). Heavy smokers (women 

who smoked equal to or more than 25 cigarettes per day) spent $17,564 more (41%) on 

lifetime medical care than never smokers (Hodgson, 1992). 

Costs for Children Exposed to Environmental Tobacco Smoke 

Infants and children of parents who smoke are at risk for multiple health problems 

associated with environmental tobacco smoke exposure (Adams & Young, 1999). 

Increased utilization of health care services translates into increased costs. Stoddard and 

Gray (1997) predicted health care costs associated with ETS related respiratory disorders 

during childhood. The investigators conducted a muhivariate analysis of data obtained 

with the 1987 National Medical Expenditure Survey. The sample consisted of 2,624 

children five years of age or less. Findings indicate that children of mothers who smoke 

had heahh care expenditures that were 2.5 times greater than children of non-smoking 

mothers (Stoddard & Gray). Maternal smoking status was found to be a statistically 

significant predictor of increased health care expenditures. Stoddard and Gray (1997) 

estimated national medical costs for respiratory illness among children exposed to 

maternal smoking at $460 million for those less than two years of age, and $201 million 

for children between the ages of 3-5 (Stoddard & Gray, 1997). 
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Aligne and Stoddard (1997) conducted a literature synthesis on the incidence, 

relative risk, and medical costs of childhood illnesses associated with environmental 

tobacco smoke exposure. Estimated direct and indirect costs and medical care 

expenditures for multiple disorders related to children's exposure to cigarette smoking and 

ETS include that low birth weight and related problems accounted for medical 

expenditures of $1.2 billion. Respiratory viral bronchiolitis accounted for $130 million in 

medical expenditures; otitis media with and without effusion resulted in estimated health 

care expenditures of $440 million; asthma related medical care resuhed in estimated 

expenditures of $180 million; and sudden infant death syndrome (SIDS) led to costs 

related to loss of life estimated at $2.7 billion. Finally, burns associated with cigarette 

smoking and smoking related equipment, were estimated to lead to medical costs of over 

$20 million (Aligne & Stoddard, 1997). 

Statement of the Problem 

The problem addressed in this study was the high incidence of postpartum 

cigarette smoking relapse among women who quit smoking during pregnancy. Few 

studies describe women's perceptions of environmental, interpersonal and individual 

factors that influence relapse to cigarette smoking among women during the post delivery 

period. 

Despite growing contempt towards cigarette smoking in American society, 

approximately 22 million women continue to smoke (CDC, 1997). According to the 

Surgeon General's Report on Women and Smoking 12% to 22% of pregnant women 

smoke (US DHHS, 2001). It is evident that pregnancy may represent a time in a woman's 
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life span during which the motivation to quit smoking is high. Approximately 20-41% of 

pregnant smokers quit smoking during pregnancy (Fingerhut et al., 1990). Many women 

quit because they believe that smoking may negatively affect the outcome of pregnancy 

and the health of their baby (Fingerhut et al., 1990). However, the majority of these 

return to cigarette smoking during the post delivery period. It is clear that postpartum 

cigarette smoking relapse poses negative consequences on the health of women in general, 

while long-term effects of cigarette smoking lead to increased morbidity, mortality and 

related health care costs. 

Infants and children of women who smoked during pregnancy may suffer from 

various problems such as: (a) physical, (b) developmental, and (c) behavioral. 

Environmental tobacco exposure among children of smokers has been associated with 

greater incidence of lower respiratory tract illnesses, otitis media, and general morbidity 

(Samet, Lewit, & Warner, 1994). 

Most research efforts in this area of obstetrical heaUh care and smoking have been 

concentrated on promoting and studying smoking cessation during the prenatal period. 

An analysis of data from 34 randomized and quasi-randomized trials indicated that 

prenatal smoking cessation interventions did result in a reduction, albeit modest, of 

smoking among women in groups receiving interventions (Lumley, Oliver, & Waters, 

2003). According to Lumley et al. components and intensity (the dose) of prenatal 

smoking cessation interventions varied across trials. Elements of interventions used in 

studies included in Lumley et al.'s meta-analysis were: (a) information about risks of 

smoking to the fetus and infant, (b) benefits of cessation, (c) advice to quit, (d) instructing 
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women on cognitive and behavioral strategies to assist with smoking cessation and (e) 

providing feedback about the fetus. To date, interventions aimed at preventing 

postpartum cigarette smoking relapse had little long-term success. To reduce postpartum 

smoking relapse, it is prudent to identify and understand factors that influence women's 

decision to resume smoking after successfully quitting during pregnancy. Many women 

are aware of the dangers of smoking during pregnancy, but it is not certain to what extent 

women view it as a threat to themselves or their infants and children after delivery. 

Purpose of the Study 

The purpose of this study was to describe woman's perceptions of environmental, 

interpersonal and intrapersonal factors that influence resumption of cigarette smoking 

during the postpartum period among women who quit smoking and remained abstinent 

during pregnancy. The ultimate goal of this study was to derive a grounded theory of 

postpartum relapse to cigarette smoking that will lead to more successful interventions. 

Significance of the Study 

Recent evidence indicates that 12-22% of pregnant women smoke during 

pregnancy. The affects of cigarette smoking on women and their children are negative and 

financially burdensome. Since 20-41% of pregnant smokers quit smoking during their 

pregnancy, efforts to reduce their postpartum recidivism would be beneficial to their 

health and that of their children. Identifying and understanding factors that result in 

postpartum relapse to cigarette smoking will assist health care providers in designing 

interventions that may foster maintenance of life long abstinence from smoking among 
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women. Permanent termination of cigarette smoking behavior may lead to decreased risks 

of smoking related morbidity and mortality among women and their infants and children. 

Health care providers, through multiple prenatal care visits, have the opportunity 

to promote healthy behaviors among pregnant women. Nurses who work in obstetric 

settings are in key positions to provide education and support to women during pregnancy 

and in the early postpartum period, regarding cigarette smoking, smoking cessation, and 

post delivery relapse prevention. Likewise, nurses in pediatric settings frequently interact 

with new mothers at well baby visits and at check ups throughout the first several years of 

a child's life. Knowledge concerning factors that influence the process of postpartum 

resumption of cigarette smoking among women may lead to greater understanding of this 

phenomenon and assist nurses in the development and implementation of interventions 

aimed at preventing this problem. 

Summary 

Cigarette smoking and related health care problems affect women, their infants and 

children, and the health care system as well. Health care providers focus on encouraging 

pregnant women to quit smoking and remain abstinent during pregnancy. However, a 

great number who quit during pregnancy resume smoking after delivery. Resumption of 

cigarette smoking in the postpartum period may result in long-term health consequences 

for women, as well as their children. To better understand relapse phenomenon, this study 

focused on the perceptions of women about postpartum resumption of cigarette smoking, 

which has significance for women, their infants, nurses, the health care system, and 

ultimately society. 
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CHAPTER 2 

THEORETICAL ORIENTATION AND REVIEW OF LITERATURE 

A social ecological perspective (McLeroy, Bibeau, Steckler, & Glanz, 1988) was 

used to organize the literature review. Symbolic Interactionism was integrated with the 

social ecological framework, to inform an in depth exploration of meaning derived by 

women themselves, about factors that influence postpartum smoking relapse. This 

perspective was chosen to provide organization to the review of literature because it 

addresses interaction of multiple factors (environmental, interpersonal, and intrapersonal) 

which influence health related behaviors such as smoking. This review of literature 

synthesizes environmental (community, societal and public policy), interpersonal and 

intrapersonal factors that have been associated with smoking, and changes in smoking 

behavior, among women in general and during the prenatal and postpartum periods. 

Social Ecological Perspective 

Ecology originated in the study of relationships between living things such as 

plants and animals, and the environment or habitat in which they live (Stokols, 1996). 

Biological concepts were expanded to guide the study of human beings within the context 

of communities and societies, in the fields of psychology, public health, and sociology 

(Stokols, 1996). In the 1960's and 1970's the field of social ecology focused to a greater 

extent on social, cultural and institutional contexts of individual-environmental 

relationships than earlier versions of human ecology (Stokols, 1996). Early conceptions of 

human ecology concentrated on human biologic processes, as well as the 

geographical/physical environment (Stokols, 1996). 
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Ecological perspectives put forth by Bronfenbrenner (1979), and an adaptation of 

the ecological model, created by McLeroy, Bibeau, Steckler, & Glanz, (1988), have 

theoretical roots in systems theory, contextuaiism, and work by Kurt Lewin. Human 

behavior, according to the ecological theory, is affected by, and in turn affects the social 

environment. According to Lewin (1935), behavior evolves as the result of interaction 

between individual and environment. Social ecological perspectives of health are not 

grounded in one particular discipline, but represent an umbrella paradigm that spans 

multiple fields of research (Stokols, 1996). 

An individual's choice to engage in behavior that affects health (smoking, for 

example) takes place within a specific context. Social ecological perspectives consider 

multiple aspects of the environment that may influence an individual's choice to engage in, 

sustain, or terminate behavior that may affect health (Breslow, 1996). The theoretical 

orientation that guides this study is a social ecological model by McLeroy, Bibeau, 

Steckler & Glanz (1988), adapted in part from the Ecological Perspective of Human 

Development created by Bronfenbrenner (1979). 

The model as developed by McLeroy, Bibeau, Steckler and Glanz (1988) focused 

on individual, interpersonal and environmental factors that may effect behavior and health 

promotion. According to the Ecological Model for Health Promotion, behavior is 

influenced by five factors: (a) intrapersonal factors, (b) interpersonal processes, (c) 

institutional factors, (d) community factors, and (e) public policy (McLeroy et al., 1988). 

Intrapersonal factors include characteristics of a person such as knowledge, attitudes, 

motivation, developmental level, self concept, skills, and behavior. Interpersonal 
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processes include formal and informal networks and social support systems, such as 

family, work groups, and peers. Institutional factors embody formal and informal 

institutions and organizations and their characteristics, such as informal and formal 

operating procedures and rules. Community factors include relations and interactions 

among organizations, informal networks, and institutions, within delineated boundaries. 

The final factors that may influence health behavior are public policies, local, state and 

federal laws and regulations, such as laws that control access to cigarettes, and smoking in 

public places (McLeroy et. al, 1988). 

Assumptions of the Social Ecological Perspective 

There are four basic assumptions of the social ecological paradigm that are key to 

this study (Stokols, 1992). First, the health of individuals and groups is influenced by 

multiple environmental factors (physical environmental, social, cultural, political) as well 

as various personal factors such as genetics, psychological characteristics, and behavior 

patterns (Stokols, 1992). Research focused on human health should take into 

consideration the interaction of personal and environmental factors, and avoid considering 

such factors in isolation (Stokols, 1992). Stokols (1996) suggests that different 

individuals may respond differently to the same environment, as a result of psychological 

factors such as personality, resources and perceptions regarding their ability to control the 

environment. In social ecology, individuals take an active role in shaping their health 

behavior and well-being (Stokols, 1992). Health is multidimensional (Stokols, 1996) and 

includes: (a) emotional well-being, (b) physical/physiological well-being, (c) social 

cohesion, and (d) developmental maturation. 
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The second assumption of social ecology is that human environments are 

multidimensional in nature of (Stokols, 1992). Environments may be examined and 

described in multiple ways, such as; (a) objective (actual) characteristics, (b) subjective 

(perceived) characteristics, (c) physical qualities, (d) social components, (e) social climate 

and (f) person-environmental congruency (Stokols, 1992). The capacity of the 

environment to influence behavior should be considered in terms of the additive effects of 

a wide variety of contextual factors on an individual's well being (Stokols, 1996). 

The third assumption of the social ecological perspective is that the health status 

of people within environments may be studied at multiple levels from individual to 

aggregates, using a broad range of methodologies (Stokols, 1992). A fourth assumption 

of this perspective is that the character of individual-environmental transactions is 

mutually influential (Stokols, 1992). Concepts derived from systems theory, such as 

interdependence, homeostasis and negative feedback, underlie social ecology (Stokols, 

1992). The environment influences an individual's health and behaviors, and the 

individual, in turn, influences the environment by his/her behaviors (Stokols, 1992). The 

social ecological perspective views the human environment as complex systems in which 

multiple levels of the environment are nested within other more abstract or distal levels of 

the environment (Stokols, 1992). For example, local ordinances and laws regarding the 

advertisement and sale of cigarettes are influenced by state and federal laws. Laws are 

influenced by societal and cultural values and beliefs, as well as political influences. 

Analysis of health behavior, or interventions developed to promote health, should consider 

the interdependent nature of proximal and distal environments (Stokols, 1992). 
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Symbolic Interactionism 

With roots in sociology, symbolic interactionism addresses the person-environment 

dichotomy (Harwood & Weissberg, 1992). Symbolic interactionism, a term created by 

Blumer (1969), represents an approach to conceptualizing and investigating human 

behavior and group activity. Multiple scholars were instrumental in the development of 

symbolic interactionism, including George H. Mead, Horton Cooley, W.I Thomas and 

John Dewey (Blumer, 1969). Blumer, in his book Symbolic Interactionism: Perspective 

and Method, relied heavily on work of George Herbert Mead to guide his own 

conceptualization of symbolic interactionism. In symbolic interactionism, individuals 

influence, interpret and assign meaning to their environment and society. Resources and 

situations that are provided by the environment alter an individual's experience and 

influence that person's interpretation of meaning (Harwood & Weissberg, 1992). 

Blumer (1969) identified three categories of objects that provide meaning within 

the world. The first category consists of physical objects (trees, chairs, cigarettes). The 

second category consists of social "objects", people, for example, nurses, teachers, 

spouses. The third category is made up of abstract objects such as ideas, concepts, or 

philosophical doctrines (Blumer, 1969). The meaning of objects is socially created, and is 

formed through the processes of definition, interpretation, and interaction with other 

human beings (Blumer, 1969). Interpretation consists of two steps (Blumer, 1969): (a) 

initially an individual identifies things that are personally significant, (b) then, the individual 

chooses and transforms meanings based upon their personal context (Blumer, 1969). 

Interpretation is considered a formative process by which meanings are utilized and 
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revised as tools which guide behavior (Blumer, 1969). Objects hold different meanings 

for different individuals, even within the same space and time (Blumer, 1969). According 

to Blumer the environment is defined as the setting, surroundings, and objects that 

confront individuals. 

One implication of the symbolic interactionist approach is that human behavior 

must be studied within the context in which it occurs. Individuals must be studied as they 

interact with their environment. Secondly, the investigator must understand behavior and 

events as the participant perceives it, and be willing to learn about the participant's world 

and how it is interpreted (Chenitz & Swanson, 1986). 

Assumptions of Symbolic Intemctionism 

There are three basic premises of social interactionism, according to Blumer 

(1969). First, an individual's behavior towards objects is governed by meanings that 

objects have for the person. Meaning is important in it's own right, and should be 

considered key in understanding human behavior (Blumer, 1969). Human beings are 

considered acting organisms (Blumer, 1969). Blumer discards the idea that people are 

passive, reacting only to biological or external forces outside their control (Lewis & 

Smith, 1980). 

Secondly, meaning emerges from an individual's interactions with others. Blumer 

(1969) claims that meaning is not intrinsic in given objects or situations, nor is it the result 

of purely psychological processes. Instead, Blumer (1969) suggests through social 

engagement and reflective thought, meaning is assigned to objects and/or situations. 
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Meaning is considered a social product, shaped and defined by interaction between people 

(Blumer, 1969). 

Finally, as a person experiences events and interactions, meanings evolve as the 

result of an interpretive process (Blumer, 1969). Meaning is individual and subjective, 

assigned to objects based on how an individual interprets a given thing. Meaning which 

results from the interpretation of a given situation guides behavior (Blumer, 1969). This 

idea is opposite of a viewpoint that was prevalent in Blumer's time, that individuals react 

to a situation based on inherent or predisposing characteristics (Blumer, 1969). Behavior, 

according to Blumer (1969), is planned and based on the meaning and value it holds for an 

individual. 

Summary of Theoretical Orientation 

A social ecological perspective of health promotion and symboUc interactionism 

were used to guide the organization of the review of literature and provide a frame for the 

study of women's perceptions regarding factors which influence smoking relapse during 

the postpartum period. The Ecological Model for Health Promotion (McLeroy et. al, 

1988) provided structure for organizing categories of factors identified in recent literature 

as being pertinent to smoking behavior among women. Together, the social ecological 

model and symbolic interactionism were chosen because the two perspectives dovetail and 

provide a broad orienting frame to explore multiple factors that affect postpartum smoking 

behavior and women's interpretation of such influences. While social ecological 

perspectives emphasize the affect that dynamic person-environment interactions have on 

health behavior, symbolic interactionism views behavior as a product of how interaction 
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with the environment is interpreted based on an individual's intercommunication with self 

(through reflective thought) and others. Symbolic interactionism provides theoretical 

orientation for studying the perceptions that women have regarding influences that lead to 

smoking relapse in the postpartum period. 

Review of Literature 

This review of literature addresses environmental, interpersonal, and intrapersonal 

factors reported to influence cigarette smoking, and changes in smoking behavior in 

women, especially during pregnancy and the postpartum period. First, environmental 

factors influencing cigarette smoking are reviewed e.g., the impact of advertising, public 

policies that control access to cigarettes, and cost. The second section addresses 

interpersonal factors including, peer, family and spouse influence on smoking behavior. 

Third, research regarding intrapersonal factors such as demographic variables, 

psychological and cognitive factors, nicotine dependence, beliefs concerning cigarette 

smoking, and maternal development will be reviewed. A summary of what is known 

about women's perceptions of smoking relapse during the postpartum period is included. 

Environmental factors That Influence Cigarette Smoking Among Women 

Multiple environmental variables influence the initiation, sustained use and 

eventual dependence on cigarettes (Britton, 1998; Chollat-Traquet, 1992; Hanson, 1994). 

Smoking behavior among women in the United States became socially acceptable over the 

past half century (Hanson, 1994). Social acceptability is culturally defined, and refers to 

the appropriateness of a given behavior (Chollat-Traquet, 1992). Many girls initiate 
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smoking between the ages of 10-14, and continue this behavior into adulthood (Chollat-

Traquet, 1992; Hanson, 1994). 

Environmental factors which may influence smoking behavior among women 

include: (a) marketing and advertisement efforts of tobacco companies (b) anti tobacco 

media campaigns (c) poUcies regarding availability and price of cigarettes, and (d) 

environments that restrict smoking or are conducive to smoking. 

Media Influences on Cigarette Smoking Behavior 

Tobacco companies put forth much effort to change social attitudes towards 

cigarette smoking by women, beginning in the 1920's when they recognized that women 

represented a large, potential market (Brandt, 1996). Prior to the 1920s, cigarette 

smoking by women was considered immoral and unacceptable (Brandt). Strategies 

developed to attract female smokers were complex, and included efforts to change the 

image of women and exploit issues that were meaningflal to women of the time, such as 

independence (Brandt). Cigarette companies have created advertisements which targeted 

women since the 1930's (Brandt). Historically, tobacco companies have ranked as top 

spenders in advertising in magazines, newspapers, and billboards (O'Keefe & Pollay, 

1996). 

Sponsoring sport events and supporting women's organizations allowed cigarette 

companies to further promote their product. Likewise, recent strategies to market 

cigarettes have emphasized giving away accessories and garments associated with 

cigarettes (O'Keefe & Polay, 1996). Marketing strategies aimed at women have included 

the development of brands of cigarettes for women and cigarettes with lower tar and 
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nicotine designed to appeal to women who express health concerns related to smoking 

(Chollat-Traquet, 1992; O'Keefe & Pollay, 1996). 

Tactics used by tobacco manufacturers successfiilly changed socio-cultural 

attitudes towards cigarette smoking by woman in the United States, from immoral to 

symbolic of freedom, equality, attractiveness and glamour (Brandt). Prevalence rates of 

cigarette smoking throughout the 1900's reflect the impact that media campaigns had on 

women (O'Keefe & Pollay, 1996). Only 5% of smokers in 1923 were women but by 

1935, 18.1% of smokers were women, and in 1965 one third of women in the United 

States smoked (O'Keefe & Pollay). 

Media campaigns promoting smoking have been associated with increased 

cigarette use among young women (Pierce, Lee, & Gilpin, 1994). In a study that analyzed 

data from the National Health Interview Survey on Age of Smoking Initiation 

(n=102,626), a sharp increase of initiation of cigarette smoking among adolescent women 

was found to coincide with advertising campaigns created to promote specific brands of 

cigarettes to women. In 1973 sales of brands marketed specifically for women peaked, 

and during this year, initiation of cigarette smoking among women ages 18 years or less 

peaked as well (Pierce, Lee & Gilpin). 

As negative health effects of cigarette smoking became more obvious and well 

documented, social acceptability of smoking began to wane. Contemporary laws ban or 

limit smoking in many public places, making smoking less socially acceptable. Multiple 

states have instituted tobacco control programs that include media campaigns as well as 

excise taxes on cigarettes. In 1997 the Oregon Health Division implemented a 
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comprehensive community based tobacco prevention program which included anti-

tobacco coaHtions in each county, a 30 cent per pack excise tax, public awareness and 

education campaigns, and school based programs (CDC, 1999). Per capita cigarette use 

and sales in Oregon decreased significantly following the implementation of this program. 

In 1998, one year after initiation of this program, there were 25 million fewer packs of 

cigarettes sold as compared to 1996. Likewise, per capita cigarette use decreased from 92 

packs in 1996 to 82 packs in 1998 (CDC, 1999). 

Proposition 200 was passed by Arizona voters in 1994 (Siegel, 2002). This 

proposition mandated a 40 cent increase in the cigarette excise tax (Siegel). The first two 

years of proposition 200 the Arizona Department of Health Services focused on 

discouraging smoking among youth and pregnant women. In 1998 the program was 

expanded to encourage, and provide services for smoking cessation among adults, and 

create policies that restrict smoking in public places to reduce exposure to environmental 

tobacco smoke (Siegel). In Arizona, a survey conducted in 1996 indicated that 22.7% of 

adult smokers reported that they decreased the number of cigarettes they purchased in 

response to a 40 cent tax increase (Porter, 1997). Additionally, 29.5% of smokers sought 

cheaper brands, and 31.5% indicated that they considered quitting due to rising cigarette 

prices (Porter, 1997). No data has been published regarding the effect of the anti-smoking 

campaign supported by Proposition 200 on pregnant and postpartum women in Arizona. 

Media campaigns aimed at discouraging smoking have been launched in the form 

of television advertisements and billboards. One group at which such media attacks are 

targeted is pregnant women. In many cases, anti-smoking advertisements that emphasize 
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the negative effects of smoking on pregnancy ignore the smoking behavior of the woman's 

partner or other family members, even though evidence suggests that environmental 

tobacco smoke exposure has harmful affects on the fetus (Edwards & Sims-Jones, 1998). 

Some campaigns censure pregnant women who smoke, through guiU tactics (Edwards & 

Sims-Jones). However, women living in Sweden (n=24) who participated in a 

phenomenological study of smoking behavior before, during and after pregnancy reported 

that anti-smoking information helped them make the decision to stop smoking during 

pregnancy (Lendahls, et al., 2000). Few have examined anti-smoking media campaigns 

and their effect on women's decisions to quit smoking during pregnancy, abstain 

permanently, or resume following delivery. 

Accessibility of Cigarettes, and Exposure to Smoking: The Influence of the Environment 

on Smoking Behavior 

Access to cigarettes in the immediate environment has been found to influence 

smoking behavior. In studies of adults who quit smoking then relapsed, availability of 

cigarettes in the immediate environment, or being in a setting in which there were no 

social limitations on smoking, were associated with resumption of smoking. In a study of 

individuals (n=68) who experienced tempting situations and relapsed between two and six 

weeks post cessation, the availability of cigarettes, predicted relapse in 74% of the cases 

(Cook, Gerkovich, O'Connell, & Potocky, 1995). 

Environments in which partners, parents, friends and family members smoke, or in 

social settings that support cigarette use, smoking behavior may be promoted implicitly 

(Chollat-Traquet; Hanson, 1994). In a study of 435 pregnant women in a smoking 
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cessation program, women living with other smokers or who were exposed to 

environmental tobacco smoke (ETS) were more likely to continue smoking during 

pregnancy than women not exposed to ETS (Woodby et al., 1999). In a study of 

postpartum relapse among women who participated in a prenatal smoking cessation 

intervention trial (n=127) factors related to relapse included partner smoking, smoking in 

the household, and environmental tobacco smoke exposure for greater than one hour daily 

(Dolan-Mullen, Richardson, Quinn & Ershoflf, 1997), Likewise, women who quit smoking 

during pregnancy reported that they resumed smoking during the postpartum period in an 

environment that was conducive to smoking, such as at a wedding or Bingo hall (Edwards 

& Sims-Jones, 1998). In a study using narrative analysis to explore relapse among 

Canadian women (n=27) during the postpartum period, women reported that they began 

smoking again in situations that heightened their vulnerability to cigarettes (Bottorflf, 

Johnson, Irwin & Ratner, 2000). Settings in which relapse occurred were often associated 

with enjoyable activities, using alcohol and being around other smokers. Such 

environments included nightclubs and restaurants. 

Summary: Environmental Factors That Influence Cigarette Smoking Among Women 

Various environmental factors have been found to influence initiation, 

maintenance, cessation and relapse of cigarette smoking among women. Factors include 

media campaigns, public policies affecting access and cost of cigarettes, and accessibility 

of cigarettes in the environment. However, most studies that have investigated the impact 

of public policies, cigarette excise taxes, and anti-smoking media have focused on at the 

general population, not childbearing and childrearing women specifically. Swedish women 
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in a phenomenological study of smoking behavior during and after pregnancy indicated 

that anti-smoking propaganda influenced their decisions not to smoke during pregnancy 

(Lendahls et al., 2000). The authors of this study did not describe the materials/media 

provided to Swedish women, and these findings may not apply to American women. 

Few studies have explored women's perceptions of environmental factors that 

influence return to smoking behavior during the post delivery period. Findings from 

studies of adults in general and childbearing women indicate that availability and exposure 

to environmental smoking is associated with relapse after cessation. Nevertheless, studies 

that have focused on smoking among women during the perinatal period have often been 

done in the context of prenatal smoking cessation trials which may influence the accuracy 

of findings. Two qualitative studies of postpartum relapse suggest that being in social 

settings conducive to smoking (e.g. nightclubs) contributed to relapse (Bottorf, Johnson, 

Irwin & Ratner, 2000; Edwards & Sims-Jones, 1998). However, factors reported to 

influence smoking among people in general such as cost, access, public policy, and media 

were not identified in either study. Additionally, both qualitative studies were conducted 

in Canada and findings may not be generalizable to women in the United States. This 

study will fijrther investigate women's perceptions of environmental factors that influence 

resumption of postpartum smoking, in order to add to what is known about this 

phenomenon and develop a grounded theory of postpartum smoking relapse. 

Interpersonal Factors Associated with Smoking Among Women 

Interpersonal relationships with friends and family members are sources of 

significant influence on health related behavior (McLeroy et al., 1988), including initiation 
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and maintenance of cigarette smoking. Among adolescents, parental, and older sibling 

smoking, support for smoking from peers and parents, and having a best friend that 

smokes, are interpersonal factors that influence initiation of smoking behavior (French & 

Perry, 1996; Hanson, 1994; Lendahls et. al., 2002; U.S. Dept. of Health & Human 

Services, 1994). Smoking among pregnant women was influenced by smoking behavior 

of family members and friends (Edwards & Sims-Jones, 1998). Additionally, postpartum 

relapse has been associated with cigarette use among spouses, and families and friends of 

women who have recently delivered (Severson, Andrews, Lichenstein, Wall, & Zoref, 

1995). 

Among pregnant women with low incomes (n=458), women who were socially 

isolated or not living with their spouse or partner had significantly higher rates of current 

cigarette use compared to women who did not report social isolation or who lived with 

their partner (McCormick et al., 1990). Likewise, for primiparous women in Sweden who 

were smoking cigarettes at the time of conception (n=872), low social participation or 

involvement in both formal and informal social activities was associated with continued 

smoking during pregnancy (Denjan-Karlsson et al., 1996). Moreover, low instrumental 

support, a measure of a person's access to resources, advice, and information was 

associated with persistent smoking during pregnancy. Cigarette smoking was also related 

to lack of perceived support from the father of the baby (Denjan-Karlsson et al.) 

Pregnant women who socialized or lived with other smoker's smoke were less 

likely to quit smoking and maintain abstinence during pregnancy than women who lived 

with non-smokers. Severson et al. (1995) studied factors that predicted smoking 
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cessation, abstinence, and relapse among 2,901 women during pregnancy and the 

postpartum period. Women who quit and maintained abstinence because of pregnancy 

were less likely to have a husband or partner that smoked, live with other members of the 

household who smoked, or allow smoking within the home compared to women who 

continued to smoke during pregnancy (Severson et al, 1995). 

Woodby et al., (1999) in a secondary analysis of data from a prospective 

randomized trial of the effectiveness of smoking cessation interventions delivered at public 

health maternity clinics, found that women who lived with a smoker and were exposed to 

environmental tobacco smoke (ETS) were less likely to quit smoking during pregnancy. 

The sample (n=435) consisted of pregnant women who smoked, and initiated prenatal care 

before 24 weeks gestation. Interestingly, support for quitting smoking during pregnancy 

was not found to be predictive of cessation (Woodby et al.). 

In a qualitative study that investigated women's reasons for smoking during 

pregnancy, Maclaine and Macleod-Clark (1991) interviewed 22 women. Participants had 

partners that used cigarettes (77%), and family and friends who smoked (82%). Women 

with partners or family members who smoked cigarettes, reported difficulty quitting due 

to lack of support for their quit attempts (Maclaine & Macleod-Clark). 

Pregnant woman (n=22) participating in a qualitative study reported that social 

pressure regarding smoking changed during pregnancy (Edwards & Sims-Jones, 1998). 

Even in families in which smoking was considered acceptable, tolerance for smoking 

during pregnancy was low (Edwards & Sims-Jones). Some women reported hiding their 

smoking from neighbors, family and friends. However, many women feU social 
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disapproval and negative support led to feelings of guilt and embarrassment, not smoking 

cessation (Edwards & Sims-Jones). 

Results from multiple studies indicate that living with smokers influence smoking 

behavior among pregnant women who smoke. However, little is known about the 

dynamics of the relationships with smokers in the household that influence smoking 

behavior of pregnant women. McBride et al. (1998) investigated the relationship of 

pregnant smoker's (n=688) perceptions of support and their partner's smoking status on 

smoking cessation during pregnancy. An instrument was used to measure both positive 

and negative support relative to smoking behavior during pregnancy. Partner compliments 

for avoiding smoking and perceived support to quit smoking represented the positive 

support subscale (McBride et al., 1998). The negative support subscale measured partner 

pressure on the subject to quit smoking, partner desire for the subject to stop smoking and 

frequency of arguments about smoking (McBride et al ). Women who lived with non

smoking partners were more likely to quit smoking early in pregnancy (at 10-12 weeks) as 

compared to women whose partners smoked. Likewise women who quit smoking at 

baseline (10-12 weeks) reported greater positive support from their non-smoking partners 

than women who continued to smoke (McBride et al.). Greater positive and negative 

support was reported from women with non-smoking partners as compared to women 

who had partners who smoked. Women who reported quitting smoking at baseline 

indicated that they perceived more negative support from non-smoking partners as 

compared to partners that currently or formerly smoked or who were attempting to quit 

(McBride et al.). These findings are contrary to those pubHshed by Woodby et al. (1999) 
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that failed to provide evidence that support for cessation had an impact on pregnant 

women's cessation rates. 

In a study of factors that contributed to postpartum relapse, women who resumed 

smoking (n=63) were more likely to be married to a smoker than those who abstained 

(McBride & Pirie, 1990). Likewise, in a survey of 2,901 women who smoked prior to 

pregnancy, Severson et al. (1995) found that having spouse or partner who used cigarettes 

was significantly associated with post delivery relapse among women who quit smoking 

during pregnancy. Socializing with friends who smoke contributed to this phenomenon 

(McBride & Pirie, 1990). 

Although smoking was discouraged during pregnancy by family members and 

friends, women in a qualitative study investigating postpartum smoking relapse, reported 

that resumption of smoking after delivery was an expectation (Edwards & Sims-Jones, 

1998). To them smoking was an enjoyable behavior they shared with their spouses, family 

and friends. Many were strongly influenced by the smoking behavior of peers and family 

members (Edwards & Sims-Jones). 

Summary: Interpersonal Factors Associated with Smoking Behavior Among Women 

Interpersonal relationships influence various aspects of smoking behavior. 

Experimentation and initiation of cigarette smoking among children and adolescents were 

influenced by exposure to peer and parental smoking (Distefan, Gilpin, Choi & Pierce, 

1998; French & Perry, 1996; Jackson, 1997). Among pregnant women who did not live 

with their spouse or partner or who were socially isolated, smoking was more prevalent 

than among women who lived with their partner or had adequate social networks 
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(McCormick et al., 1990). Living with a smoker has been found to influence smoking 

behavior of pregnant woman as well (Edwards & Sims-Jones, 1998; Mclaine & Clark, 

1991; Severson et al., 1995). Although women reported they were cautioned about 

smoking during pregnancy by family and friends, they found it hard to attempt cessation 

when people around them continued to smoke (Edwards & Sims-Jones). Relapse to 

cigarette smoking during the post delivery period occurred at a greater rate among women 

who had spouses or partners who also smoked, or among women who socialized with 

others who smoked (Edwards & Sims-Jones; McBride & Pirie, 1990). 

Little is known however, about the interpersonal dynamics that influence or 

discourage smoking among women during pregnancy, and the postpartum period. Of the 

studies reviewed, only two used qualitative methods to explore factors that lead to 

postpartum smoking relapse. In one study (Edwards & Sims-Jones, 1998) women 

reported that having a spouse that smoked made quitting smoking during pregnancy very 

difficult. Women in this study also reported that family, and friends who smoked, strongly 

influenced their return to smoking in the postpartum period (Edwards & Sims-Jones). In a 

narrative research study that explored relapse among postpartum women (n=27), story 

lines that emerged did not reflect that family and friends had a major impact on smoking 

behavior in the postpartum period (Bottorfif, Johnson, Irwin & Ratner, 2000). Even in 

studies that have explored women's perceptions of interpersonal factors that lead to 

postpartum smoking relapse, findings do not enhance understanding of the quality or 

dynamics of the interpersonal interactions related to smoking. 
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McBride et al., (1998) conducted a study that examined partner smoking status 

and women's perceptions of the type and amount of support related to their smoking 

behavior during pregnancy and the post delivery period. This study used an instrument 

that measured type and amount of support. Despite the large sample size, and the 

author's effort to explore the quality of interpersonal influences on women's smoking 

behavior in the perinatal period, this study had several limitations. Women in this sample 

were predominantly white, worked full time and had at least a high school education. In 

addition they were participating in a prenatal smoking cessation and postpartum relapse 

prevention study supported by a Health Maintenance Organization. While this study 

provides greater understanding of interpersonal dynamics that influence perinatal smoking, 

findings may not be generalizable to an ethnically diverse, less educated sample, or among 

individuals who do not have insurance. Studies that have explored this phenomenon have 

used different study designs and qualitative methods. Additionally, inconsistent findings 

regarding the influence of interpersonal factors on postpartum relapse warrant further 

investigation. This study will explore women's perceptions of interpersonal factors that 

influenced their return to smoking during the postpartum period. 

Intrapersonal Factors Associated With Smoking Among Women 

Intrapersonal factors are individual attributes that may influence or be associated 

with health related behaviors (McLeroy et al., 1988). This section will address 

intrapersonal variables that have been identified in the literature to be associated with 

cigarette smoking behavior among women in general, during pregnancy and in the post 

delivery period. Factors include demographic variables, knowledge and beliefs regarding 
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smoking, perceived benefits of smoking, nicotine dependence, psychological and cognitive 

variables, maternal development, and perceptions of women regarding smoking behavior 

prenatally and during the postpartum period. 

Demographic Factors 

Smoking among women has been associated with certain demographic 

characteristics, such as age, ethnicity, marital status, educational attainment, and 

socioeconomic status. Cigarette smoking is likely to be initiated in adolescence (Hanson, 

1994, US DHHS, 2001), and initiation of daily smoking may occur as early as grades 6-9 

(Johnston, O'Malley, & Bachman, 1993). Teen smokers represent 85-90% of new 

smokers (Houston et al., 1994). 

In 1998, smoking prevalence among adult women varied greatly by race and 

ethnicity. The rate of cigarette smoking among Native American/Alaskan Native women 

was 34.5% as compared to 23.5% of White women and 21.9% of Black women (US 

DHHS, 2001). The lowest rates of cigarette use were among Hispanic women (13.8%), 

and 11.2% among Pacific Islanders and Asians (US DHHS, 2001). White women were 

more likely to be heavy smokers (more than 25 cigarettes/day) than Black or Hispanic 

women (CDC, 1997). 

According to the Surgeon General's Report on Women and Smoking (US DHHS, 

2001), cigarette smoking in women appears to be greater at lower educational levels and 

is categorized as < 8 years (15.9%), 9-11 years (30.9%), 13-15 years (22.9%), and > 16 

years (10.6%). The rate of heavy smoking ( > 25 cigarettes/day) decreased as education 

increased, reported as > 16 years (10%), 13-15 years (13.2%), and < 12 years (16.1%) 
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(CDC, 1997). Not surprisingly, socioeconomic status has a similar influence. Women with 

incomes below the poverty level smoked at a higher rate (29.6%) than women (21.6%) 

who lived at or above the poverty level (US DHHS, 2001). 

Cigarette smoking rates differed by age. The highest rate of cigarette use was 

among women ages 25-44 (25.8%), the second highest rate (25.1%) was among women 

ages 18-24, and the lowest prevalence was among women aged 65 or greater (US DHHS, 

2001). 

Demographic Factors Associated With Cigarette Smoking Among Pregnant Women 

The prevalence of cigarette smoking by women in the United States during 

pregnancy in 1998 ranged from 12% to 22% according to the Surgeon General (US 

DHHS, 2001). In Arizona, according to the 1997 vital statistics report, 8.5% of pregnant 

women reported smoking (Arizona Department of Health Services, 1999). Many factors 

are associated with smoking during pregnancy. These factors include younger age, 

multigravidy, and less than 12 years of education (US DHHS, 2001). Women who 

obtained prenatal care at a public health clinic or receive Medicaid insurance were more 

likely to smoke during pregnancy (Colman Joyce, 2003; Fingerhut, Kleinman & 

Kendrick, 1990; Frost et al., 1994). Women who were single or separated, lived alone or 

with a partner, or family members who smoked were more likely to be smokers during 

pregnancy (Madeley, Gillies, Power & Symonds, 1989; Scheibmeir & O'Connell, 1997). 

In a survey study of 1, 918 women, unmarried pregnant women were almost twice as 

likely to smoke as those who were married (Fingerhut et al., 1990). Smoking behavior 

during pregnancy was greater for women who started smoking during adolescence, had 
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inadequate prenatal care, and reported alcohol use (Fingerhut, et al, 1990; Frost et al., 

1994; Scheibmeir & O'Connell, 1997). 

Demographic Factors Related to Smoking Cessation and Pregnancy 

During pregnancy 20-41% of women, who smoke cigarettes, spontaneously quit 

(Fingerhut, Kleinman, & Kendrick, 1990). Characteristics of women who quit smoking 

during pregnancy as compared to those who do not include: (a) higher educational level, 

(b) higher socioeconomic class, (c) greater maternal age, (d) lower cigarette consumption, 

(e) the belief that smoking could negatively affect pregnancy, and (f) lower parity 

(Colman &, Joyce, 2003; Fingerhut, Kleinman, & Kendrick, 1990; Lendahls et al., 2002). 

Additionally, in a study of 5,288 women living in the United States, Hispanic women were 

more likely to quit smoking during pregnancy as were women 18-24 years of age who had 

been smokers for less than 10 years (Yu, Park & Schwalberg, 2002). 

Demographic Factors Related To Postpartum Relapse 

Postpartum Relapse is defined as return to smoking during the first year post 

delivery after quitting smoking during pregnancy (Fingerhut et al., 1990). Fingerhut et al. 

first published data on postpartum relapse in 1990. In this study Fingerhut et al., (1990) 

found that 66% of women who quit smoking for pregnancy relapsed within the first year 

post delivery. In subsequent studies of post delivery smoking relapse, recidivism rates 

have been consistently high (Colman & Joyce, 2003; Fingerhut et al., 1990). For example 

in a recent study, 60% of women who quit smoking for pregnancy relapsed to cigarette 

smoking within six months after delivery (Colman & Joyce, 2003). Colman and Joyce 

used a population based survey to study trends in smoking behavior before, during and 
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after pregnancy. The sample consisted of 115,000 women who delivered between 1993 

and 1999. Data were collected with the Pregnancy Risk Assessment Monitoring System 

(PRAMS), a randomly distributed stratified survey, developed by the Centers for Disease 

Control. The survey was sent to women who had delivered within the past 2-6 months. 

Teen mothers were more likely to quit smoking for pregnancy; however they were more 

likely to return to smoking after delivery (Colman & Joyce). Likewise, women who 

smoked more than ten cigarettes a day before pregnancy were prone to relapse as 

compared to lighter smokers (Colman & Joyce). More educated women were less likely 

to relapse. Only 37.1% of women with 16 or more years of education returned to 

smoking, as compared to 62.5% of women with eight years education or less, 62% of 

women with 9-11 years of school, and 53.9% of women with a high school education 

(Colman & Joyce). 

In a study also using data obtained with the PRAMS in 1996, Carmichael and 

Ahluwalia (2000) described correlates of post delivery relapse. The population based 

sample (N=17,378) consisted of women who delivered in the past 2-6 months in 10 U. S. 

states. Variables associated with postpartum relapse included gaining 35 pounds or more 

during pregnancy, late or no prenatal care, smoking 10-19 cigarettes per day, higher 

parity, and being African American (Carmichael & Ahluwalia). Findings indicate 49% of 

Caucasian women returned to smoking post delivery compared to 75.3% of African 

American women (Carmichael & Ahluwalia). 
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Intrapersonal Factors: Knowledge and Beliefs Regarding Smoking 

Knowledge and beliefs regarding the perceived health risks of cigarettes likely 

impact smoking behavior (Chollat-Traquet, 1992; Grunberg, Winders & Wewers, 1991; 

Hanson, 1994; Walsh, 1997). Pregnant smokers were often aware of the risks of smoking 

to their unborn babies (Byrd & Mead, 1993; O'Connor et al., 1992). In a study of 57 

women enrolled in a smoking cessation program in an urban setting, the majority of 

women recognized that smoking was a risk factor for complications of pregnancy, such as 

low birth weight, prematurity, and miscarriage (Byrd & Meade, 1993). In this study, 68% 

of women made at least one attempt to quit smoking during pregnancy. Despite 

awareness of potential negative consequences of cigarette smoking to their pregnancies, 

most women in this study resumed this behavior. It is not clear whether perceived risk or 

knowledge of smoking related health risk is associated with permanent changes in 

smoking behavior among pregnant women. However, a commonly cited reason for 

quitting smoking during pregnancy is concern about fetal/infant complications, and 

negative health effects (Lendahls et al., 2002; O'Campo et al., 1992). 

Walsh, Redman, Brinsmead and Fryer (1997) studied the beliefs, attitudes and 

knowledge of pregnant women about the effects of cigarette smoking on pregnancy and 

the unborn baby. The sample consisted of 971 pregnant women living in Australia who 

were identified as smokers during their first prenatal visit. These women were participants 

in a larger study of the effectiveness of a smoking cessation intervention for pregnant 

smokers. A questionnaire was used to gather data on women's knowledge, attitudes and 

beliefs pertaining to the effects of smoking during pregnancy. No information on the 
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validity or reliability of the instrument used was reported. The majority of women (61%) 

indicated that they felt that smoking presented dangers to their fetus (Walsh et al.). An 

additional 30% of the sample reported that they believed that smoking may be harmful to 

their fetus. The majority (76%) of women reported being either very or moderately 

worried about the deleterious effects of cigarette smoking on their unborn baby. Women 

were asked to indicate from a list of ten previously substantiated obstetrical complications 

which ones they knew would result in problems with the pregnancy or the infant during or 

after pregnancy. Most women identified three complications including, low birth weight, 

infant respiratory problems, and prematurity (Walsh et al). Many women were unaware 

that cigarette smoking has been associated with problems such as sudden infant death 

syndrome or placental abnormalities. Findings also indicated that women lacked 

knowledge about the dangers of smoking low tar cigarettes and exposure to 

environmental smoke during pregnancy. Despite lack of specific knowledge about the 

negative effects of smoking during pregnancy 82% of women in this study believed that 

their infant would be healthier if they quit smoking (Walsh et al). 

Women in a qualitative study of postpartum smoking relapse indicated that they 

quit during pregnancy in some cases for concern over their own health (family history of 

chronic disease) in addition to concern over the fetus's wellbeing (Edwards & Sims-Jones, 

1998). In a phenomenological study of smoking before, during and after pregnancy among 

women (n=24) living in Sweden, Lendahls et al. (2002) found that participants reported 

that pregnancy motivated their decision to stop smoking. These women stopped smoking 

in order to protect their fetus from harm. Likewise, some participants quit because of 
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concern over their own heaUh, and to be healthy and available to their children as they 

grew up (Lendahls et al.). Half of the participants who quit for pregnancy returned to 

smoking. Those who relapsed reported that potential negative health effects were not a 

current threat, and the benefits of smoking (e.g. weight management) outweighed 

potential future complications (Lendahls et al.). Individuals who smoke may do so because 

they believe that cigarette smoking is beneficial. Perceived benefits of smoking include 

weight control, stress reduction and enhanced attention (Grunberg, Winders & Wewers, 

1991). 

Intrapersonal Factors: Smoking and Weight Control 

Beliefs regarding weight control properties of cigarettes may influence smoking 

initiation, maintenance, cessation and relapse among women. Nicotine, a component of 

cigarettes, is believed to affect body weight by suppressing appetite as well as increasing 

metabolic rate (Benowitz, 1992). Findings suggest an inverse relationship between body 

weight and cigarette smoking (Klesges & Klesges, 1993; Rasky, Stronegger, & Freidl, 

1996). Individuals who smoke cigarettes weigh on the average, three to four kilograms 

less than non-smokers (Perkins, 1993). Evidence indicates that concern over weight 

influences smoking initiation and maintenance, as well as relapse afler cessation as 

individuals may use cigarette smoking as a weight control strategy (Perkins, 1993). 

Weight gain after cessation is a common occurrence. Pomerleau (1996) reviewed 

multiple studies of post cessation weight gain, and concluded that approximately 80% of 

smokers who quit will gain weight. The average weight gain was eight pounds. For many 

women smokers, the weight gain that accompanies a cessation attempt is unacceptable. 
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Pomerleau and Kurth (1996) found that 40% of current smokers would not tolerate any 

weight gain at all, and 75% would tolerate only a five pound gain or less. Interestingly, 

weight gain is associated with successful long-term abstinence (Gritz, Berman, Read, 

Maraes, & Siau, 1990). 

Desire to lose weight gained during pregnancy may provide motivation to resume 

smoking post delivery. In a large population based study (N=l7,378), women who gained 

more than 35 pounds during pregnancy were 1.55 times more likely to relapse to cigarette 

smoking postpartum compared to women who gained less than 35 pounds (Carmichael & 

Ahluwalia, 2002). In a qualitative study of women's smoking experience during pregnancy 

and postpartum, respondents reported that concerns about weight gain contributed to 

relapse (Edwards & Sims-Jones, 1998). Similarly, 50% of women (n=24) in a 

phenomenological study of smoking before, during and after pregnancy, reported that they 

relapsed to smoking post delivery because of concerns about weight (Lendahls et al., 

2002). In contrast, postpartum relapse to cigarette smoking was predicted by lack of 

worry over weight gained during pregnancy in a descriptive study of women (n=567) 

during the postpartum period (McBride & Pirie, 1990). The authors suggest that 

individuals who relapse may be using cigarette smoking as a weight control strategy, and 

are therefore, less concerned about body weight than women who are abstinent (McBride 

& Pirie). Likewise, Severson et al., (1997) found that women who quit smoking during 

pregnancy and relapsed lost more weight than women who remained abstinent. 
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Intrapersonal Factors: Nicotine Dependence 

Despite awareness that cigarette smoking is linked to many disorders and 

diseases, a great number of smokers are unable to permanently quit (Pomerleau, Collins, 

Shiflfman & Pomerleau, 1993). Many smokers (70%) desire cessation (Fant, et al., 1996), 

but fewer than 7% of smokers who quit will maintain abstinence for one year (Pomerleau, 

1997). This evidence reflects the addictive nature of nicotine, a component of cigarettes 

(Chollat-Traquet, 1992; Fant, et al., 1996). 

Nicotine in cigarettes is absorbed in the lungs, then into the bloodstream, by which 

it is transported to the brain. The psychoactive properties of nicotine quickly affect the 

central nervous system (Chollat-Traquet, 1992). Nicotine activates nicotine receptors in 

the Central Nervous System (CNS) and alters various neuroregulators which produce the 

effects that lead to dependence such as pleasure, satisfaction, enhanced concentration, 

relief from withdrawal symptoms, suppression of appetite and alleviation of anxiety and 

negative affect (Chollat-Traquet, 1992). 

Evidence from human and animal studies supports the possibility that dependence 

on nicotine is based on innate individual vulnerability to its effects (Pomerleau et al., 

1993). Differing degrees of sensitivity lead to either tolerance or intolerance of the 

aversive effects of cigarettes and either susceptibility or lack of receptivity to the 

pleasurable and positive effects of nicotine (Pomerleau, 1993). 

Physical dependence on nicotine and the occurrence of withdrawal symptoms, may 

affect attempts at cessation, and lead to relapse (Fant et al., 1996; Pomerleau, 1996). 

According to the Surgeon General's Report on Smoking and Women, results of the 1992-
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1994 National Household Survey of Drug Abuse indicated that 77.5% of women who 

smoked reported indicators of nicotine dependence. Furthermore, 79.2% of women who 

tried to reduce the amount that they smoked were unable to do so, and more than a third 

of them felt sick when they attempted to cut down (US DHHS, 2001). Among cigarette 

smokers who quit or reduce smoking, over 30% experienced withdrawal symptoms 

(Henningfield, Clayton, & PoUin, 1990). Respondents in a qualitative study of adults 

(n=10) who recently quit smoking reported that withdrawal symptoms made cessation 

extremely diflBcult (Bott, Kuckelman-Cobb, Sheibmeir, O'Connell, 1997). Participants of 

this study reported that urges and cravings for cigarettes sometimes resulted in lapses 

(Bott et al., 1997). 

Evidence suggests that the ability or inability to quit smoking during pregnancy 

may in part be influenced by dependence on nicotine. Hutchison, Stevens and Collins 

(1996), investigated intention to quit smoking among pregnant and non-pregnant women 

(n=113). Pregnant women who smoked more cigarettes on a daily basis had lower 

intention to quit than women who smoked fewer cigarettes per day (Hutchison et al.). 

Additionally, Severson et al., (1995) found that women who had a higher level of daily 

smoking were less likely to quit during the prenatal period. Pregnant smokers who 

smoked more than 1 pack of cigarettes a day were four times less likely to cut down 

during the prenatal period compared to women who smoked less (Severson et al., 1995). 

Similarly, McBride & Pirie (1990) surveyed 567 women during the postpartum period and 

found that women who smoked fewer cigarettes per day prior to pregnancy were more 

likely to quit smoking during pregnancy than those who smoked more. Few of the 
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reviewed studies measured nicotine dependence with valid instruments, rather proxy 

variables such as number of cigarettes smoked per day were used. Yet, a descriptive study 

of women's reasons for continued smoking during pregnancy revealed that more than 50% 

smoked because they were addicted to nicotine (Maclaine & Macleod-Clark, 1991). The 

majority (73%) of the participants in this study smoked 15 or more cigarettes per day 

(Maclaine & Macleod-Clark). Pregnant smokers reported that they knew cigarette 

smoking could adversely affect their unborn baby, but were not able quit. So some 

respondents reduced the number of cigarettes they smoked instead of quitting (Maclaine & 

Macleod-Clark). 

Relapse to cigarette smoking during the prenatal and postpartum periods among 

pregnant women who quit smoking is also associated with patterns of heavier cigarette 

use. Among pregnant women who reported smoking cessation at their first prenatal visit 

and received relapse prevention counseling (n=125), higher levels of exhaled carbon 

monoxide, and greater motivation to resume smoking measured at the first prenatal visit, 

predicted resumption of smoking at 36 weeks gestation (Seeker-Walker et al., 1998). In a 

study of smoking behavior before, during and after pregnancy, Fingerhut et al., (1990) 

found that women who were heavy smokers before becoming pregnant or who quit later 

in pregnancy were more likely to resume smoking during the first post delivery year. 

Findings from recent studies indicate that women who smoked more prior to pregnancy 

(e.g. smoked more than 11 cigarettes a day) were more likely to return to smoking after 

delivery (Carmichael & Ahluwalia, 2000; Colman & Joyce, 2003). Women (n=27) in a 
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qualitative study of postpartum smoking relapse indicated that their addiction to cigarettes 

ultimately led to postpartum relapse (BottorflFet al, 2000). 

Intrapersonal Factors: Psychological Influences 

Cigarette smoking status is likely influenced by psychological factors such as 

personality and psychopathology (Gilbert et al., 1997). Various areas of psychopathology 

are related to cigarette smoking including depression, anxiety and stress, eating disorders, 

adult attention deficit disorder, alcohol and illicit drug use, and schizophrenia (Gilbert et 

al., 1997; Pomerleau, 1997). Although the connection between psychopathology and 

nicotine dependence is poorly understood, Pomerleau (1997) suggests that individuals 

may use smoking as a form of self-medication. Additionally, for people with certain types 

of co-morbidity (e.g. depression), abstinence from cigarette smoking leads to a worsening 

or exaggeration of symptoms, and in some cases an unpleasant and prolonged withdrawal 

from nicotine (Pomerleau, 1997). Perceived or real benefits of nicotine coupled with 

exacerbated psychopathology, may impede cessation attempts, and lead to relapse. Very 
) 

few studies have examined the relationship between postpartum smoking relapse and 

psychological status. 

Depression and negative affect. 

Evidence from multiple studies suggests that cigarette smoking is associated with 

depression and negative affect (Glassman & Covey, 1996). Individuals who are depressed 

may be more likely to initiate smoking and have a more difficult time quitting and staying 

abstinent (Glassman & Covey). In a study of over 3,000 people Glassman et al., (1990) 

found that 70% of women who had a history of major depression had smoked at some 
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time in their lives as compared to 45% of women who had no history of psychiatric 

diagnosis. Individuals in this study who had a history of major depression were less likely 

to quit smoking compared to those who never were depressed. In this study, 13% of 

individuals who had experienced major depression reported cessation compared to 30% of 

smokers who were never depressed (Glassman et al., 1990). 

Several studies have investigated the association between negative affect and 

relapse among individuals who have quit smoking. Negative affect is described as 

negative mood states reflective of high arousal such as anxiety, fear and anger. In addition 

negative affect may be characterized by mood states indicative of low arousal such as 

sadness, depression and periods of low energy (Gritz, Nielsen & Brooks, 1996). Brandon, 

Tiffany, Obremski, and Baker (1990) studied relapse to cigarette smoking among 129 

adults who successfully quit smoking with the assistance of a smoking cessation program. 

Among participants who lapsed, 65.5% reported that they experienced negative affect 

prior to the lapse (Brandon et al.). Likewise, Shiflfman (1986) studied smoking relapse 

episodes among adult former smokers (n=263), and found that 36% (n=94) of individuals 

who relapsed, did so when they were experiencing emotional upset. A majority of these 

subjects (88%) reported negative affect. Anxiety, depression, or frustration was reported 

by two thirds of individuals who relapsed (Shiffman). 

Few studies have investigated the association between depression and smoking 

during pregnancy. In a study conducted in the Netherlands among pregnant women 

(n=396) Paarlberg et al. (1999) investigated the relationship between smoking behavior 

and psychological and somatic well-being among women throughout pregnancy. For 
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women classified as current smokers, depressive mood was higher in all three trimesters as 

compared to women who were never, or former smokers (Paarlberg et al., 1999). 

Interestingly, 60-80% of women experience a condition termed postpartum blues 

3-4 days after delivery (Vieira, 2002). Likewise postpartum depression affects 10-20% of 

women within days to twelve months post delivery (Vieira, 2002). To date no published 

studies have examined the relationship of postpartum blues or depression to postpartum 

smoking relapse. This area warrants further investigation as relapse to cigarette smoking 

has been linked to both negative affect and depression in studies of non-pregnant adults, 

and could play a significant role in relapse among women after delivery. 

Anxiety and stress. 

Evidence indicates that cigarette smoking is associated with anxiety, anxiety 

disorders, and stress. Stress or being involved in stressfiil situations is a commonly cited 

reason to explain why many individuals smoke (Gulick, Hayes & Kennelly, 1991; 

Pomerleau 8c Pomerleau, 1991). Smoking may facilitate coping among individuals 

experiencing stress (Pomerleau & Pomerleau). Although the mechanism by which nicotine 

reduces stress has not yet been established, it is a common belief among smokers that 

smoking leads to decreased anxiety and stress (Pomerleau & Pomerleau). 

During pregnancy, women are often motivated to quit smoking. However, among 

women who continued to smoke during pregnancy, stressors, and using cigarettes to cope 

with stress, were cited as reasons for sustaining this behavior (Maclaine & Macleod-Clark, 

1991). Similarly, in a Dutch study, daily stressors were greater among women who were 

current or former smokers as compared to never smokers (Paarlberg et al., 1999). In one 
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study that investigated relapse to smoking during the post delivery period, some women 

who quit smoking during pregnancy, started again because of stress (Edwards & Sims-

Jones, 1998). BottorfF et al., (2000) found that women (n=27) in a qualitative study of 

postpartum relapse expressed that smoking helped them cope with stress, relax, and take 

time out from the pressures of parenting. Likewise, women participating in a large 

population based survey study (N=17,378) who experienced five stressfial life events in the 

year prior to pregnancy had a 1.8 times greater chance of postpartum smoking relapse 

compared to those who experienced fewer stressfLil life events (Carmichael & Ahluwalia, 

2000). 

Intrapersoml factors: Cognitive influences. 

Various cognitive factors are associated with cigarette smoking cessation, relapse 

and abstinence (Ockene, Emmons, Mermelstein, Perkins, Bonollo, and Vorrhees, 2000). 

Motivation or readiness to change smoking behavior is hypothesized to influence whether 

or not an individual will change smoking behavior. Decisional balance, or an individual's 

weighing of pros and cons of smoking will influence changes in smoking behavior as well 

(Prochaska et al, 1985). An individual who is not yet considering smoking cessation 

(precontemplation) exhibits patterns of high pros (benefits) and low cons of cigarette 

smoking (Prochaska et al., 1985). 

According to Prochaska, Redding and Evers (1997) readiness to change smoking 

behavior is described by the following stages: (a) precontemplation-an individual is not 

thinking about quitting within six months, (b) contemplation-an individual is considering 

cessation within six months, (c) preparation-an individual is ready to change smoking 
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behavior within the next month, (d) action-actual cessation occurs and this stage continues 

for sixth months, and maintenance-this period starts six months after cessation and 

continues until relapse or until abstinence is permanent (Prochaska, Redding & Evers, 

1997), Self efficacy, described as an individual's level of confidence in ability to avoid 

smoking in tempting situations, has also been found to be predictive of abstinence from 

smoking (DiClemente, 1981). 

Among a sample of pregnant women (n=435), Woodby et al. (1999) found that 

stage of change was not predictive of changes in smoking behavior. However, self 

efficacy predicted cessation. DeVries and Backbier (1994) studied intention to quit 

smoking among a sample of pregnant women, using the Transtheoretical model and a 

revised model of planned behavior as guiding frameworks. The sample consisted of 40 

pregnant women who quit smoking and 103 pregnant women who were current smokers. 

Subjects were categorized by stage of change. Women who were precontemplative 

reported more negative feelings about smoking cessation than women in the other groups. 

Self efficacy was found to be greater among women in the action and maintenance group 

compared to women who were contemplative or precontemplative. Women who were 

maintaining abstinence demonstrated greater self efficacy than women who were in the 

action group (DeVries & Backbier, 1994). 

Although evidence suggests that readiness to change may not predict changes in 

smoking behavior among pregnant women, recent findings indicate that stage of change 

processes may predict postpartum smoking abstinence or relapse (Stotts, DiClemente, 

Carbonari, and Mullen, 2000). Stotts, DiClemente, Carbonari, and Mullen (2000) studied 
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postpartum smoking behavior among 256 women who reported not smoking at 28 weeks 

gestation. The authors measured self eflficacy, smoking behavior, motivation and stage of 

change at 28 weeks gestation. Many women (68%) in this study relapsed to cigarette 

smoking during the postpartum period (Stotts, DiClemente, Carbonari, and Mullen, 2000). 

Relapse occurred within 60 days of delivery for half of the sample. When the authors 

analyzed the relationship of prenatal stage of change and smoking status at six weeks, 

three months and six months postpartum, they found that women who were classified in 

the precontemplation stage were more likely to have relapsed compared with those in the 

contemplation stage. More women in the contemplation stage relapsed compared to 

women in either the preparation stage or the action stage. Women classified in the 

precontemplation and contemplation stages resumed smoking earlier in the postpartum 

period compared to women in the preparation and action stages. Women who were in the 

action stage were more likely to be abstinent at one year postpartum compared to women 

in any other stage. Clearly, this suggests that women who have made a commitment to 

change their smoking behavior are more successfiil in maintaining abstinence than those 

who are only considering a change. However, overall relapse rates during the postpartum 

period remain high. Stotts, DiClemente, Carbonari, and Mullen (2000) suggest some 

pregnant women who quit may do so temporarily, intending to resume smoking after the 

baby is born or weaned. 

Intrapersonal Factors: Maternal Development 

Pregnancy is considered by some to be a maturational crisis (Tilden, 1980), and is 

clearly a developmental event. Rubin (1984) identified a developmental task of 
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pregnancy, Seeking Safe Passage that may be pertinent to decisions women make 

regarding cigarette smoking during pregnancy. Pregnant women ensure safe passage by 

making lifestyle changes, taking care of themselves and avoiding potentially harmful 

substances (Patterson, Freese, & Goldenberg, 1990). Safe passage is described as 

protective behaviors that pregnant women engage in to safeguard the unborn baby (Rubin, 

1984). Ensuring safe passage involves seeking prenatal care, as well as gaining knowledge 

regarding pregnancy by reading or talking to other women about their experiences (Rubin, 

1984). In a study using the grounded theory approach, Patterson, Freese, and Goldenberg 

(1990) investigated the process of health care utilization among 27 pregnant women. 

Seeking safe passage was a category that emerged from the data and was manifested by 

behaviors such as seeking and attending prenatal care, as well as carrying out self care 

activities (Patterson et al., 1990). Self care activities included making lifestyle changes, 

improving nutrition, exercising, getting adequate rest and reducing alcohol and medication 

use during pregnancy. Women in general assumed personal responsibility for caring for 

themselves (Patterson et al, 1990). 

Hutchison, Stevens and Collins (1996) investigated smoking behavior and the 

intention to quit smoking among pregnant women. Of the 23% of pregnant women 

smokers who participated in the study and quit smoking, many reported that concern for 

the well being of the fetus was the primary factor that influenced their decision to quit 

(Hutchison, Stevens & Collins, 1996). In a study of 435 pregnant women who smoked, 

Woodby et al., (1999) found that the self initiated quit rate was 20-25% among medicaid 

recipients and 30-40% among non medicaid insured women. In comparison, non-pregnant 
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women of childbearing age who attempt cessation, quit at a rate of approximately 5-10% 

depending on socioeconomic status, indicating that pregnancy itself is predictive of 

smoking cessation (Woodby et al., 1999). Ensuring safe passage may be particularly 

relevant to changes in smoking behavior during pregnancy. In a study of the impact of 

pregnancy on smoking behavior of women during the prenatal and postpartum period, 

75% of women quit smoking because they were afraid that smoking would have an 

adverse affect on the health of the baby (O'Campo et al., 1992). In addition, factors 

associated with pregnancy such as morning sickness may decrease cravings for cigarettes 

and lead to cessation (Edwards & Sims-Jones, 1998). Similarly, all women (n=24) 

participating in a qualitative study in Sweden reported that they wanted to change their 

smoking behavior during pregnancy to prevent harming their unborn baby (Lendahls et al., 

2000). Twelve women (50%) in the study quit smoking during pregnancy and the 

remainder decreased the number of cigarettes that they smoked or switched to brands with 

lower amounts of tar (Lendahls et al, 2000). Research indicates that many women 

terminate or reduce cigarette use during pregnancy, but resume this behavior after delivery 

when the threat to the pregnancy and fetus is no longer salient (Fingerhut et al., 1990). 

Intrapersonal Factors: The Postpartum Period 

The post delivery period has been called the fourth trimester of pregnancy, and is 

proposed to last from the time of birth to 3 months post delivery (Fishbein & Burggraf, 

1997). Pregnancy and the postpartum period represent a major transition in a woman's life 

(Fishbein & Burgrafif, 1997). According to Mercer (1995), attainment of the maternal role 

is a process which occurs 3-10 months after the birth of an infant. Attributes of the 
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postpartum period that pose challenges to women and may be stressful include: (a) 

feelings of incompetence as a parent, (b) lack of time for self, partner or activities in 

general, (c) fatigue from sleep deprivation, (d) loss of freedom, (e) overwhelming sense of 

responsibility, and (f) the infant's behavior (Mercer, 1995). 

Many women experience postpartum blues, defined as a transient period of 

depression that occurs during the immediate post delivery period. Postpartum blues are 

manifested by symptoms such as crying, emotional instability, insomnia and feeling let 

down. Although the exact etiology of postpartum blues is unknown, psychological and 

hormonal adjustment as well as fatigue, physical discomfort, and over stimulation may 

contribute to this problem (Ladewig, London & Olds, 1998). 

In a descriptive study among a sample of 100 women, maternal concerns and 

functional status were measured at two and four weeks post delivery (Fishbein & 

Burggraff, 1997). Depression was reported by 25% of woman at two weeks postpartum 

(Fishbein & Burggraf). Additionally, women reported concerns over the maternal role, 

physical discomfort, self care, fatigue, and body image (Fishbein & Burggraf). At one 

month post delivery, most women (65%) did not feel that they were functioning at pre

delivery levels. However, the majority of women were engaging in social activities with 

friends and family (Fishbein & Burggraf). 

Tulman and Fawcett (1991) interviewed 96 mothers of healthy term infants, to 

explore their perceptions of recovery from childbirth at 6 months postpartum. Most 

women reported that they felt physically and emotionally recovered. At six months post 

delivery women voiced several childbirth related concerns including: (a) fatigue and low 
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energy, (b) conflict over returning to work, (c) time pressures-never feeling that there was 

enough time to get things done, (c) concerns regarding losing weight gained during 

pregnancy, and (d) overwhelming feelings of responsibility for infant and child care 

(Tulman «& Fawcett, 1991). 

Clearly, postpartum is a time during which women encounter many social, 

psychological, and physical changes. Smoking for some women may not be perceived as 

being consistent with the maternal role (Bottorff et al., 2000; Edwards & Sims-Jones, 

1998). However, evidence suggests that certain factors faced by women in the post 

delivery period may lead to smoking recidivism. Factors identified as being associated 

with postpartum relapse include greater number of cigarettes smoked prior to pregnancy, 

having a partner who smokes, concern regarding weight gained during pregnancy and 

shorter duration of breastfeeding (McBride & Pirie, 1990; Ratner, Johnson, Bottorff, 

Dahniten, & Hall, 2000). Factors associated with abstinence or lower rates of daily 

smoking include better mental health, breastfeeding (Ratner et al. 2000), intention to 

remain abstinent, confidence in remaining abstinent, and perceived support for continued 

abstinence (Dolan-Mullen, Quinnn, & Ershoff, 1990). 

Evidence from several studies indicated that women's decision to breastfeed may 

influence smoking behavior and postpartum resumption of cigarette smoking (Edwards & 

Sims-Jones, 1998; McBride & Pirie, 1990; O'Campo et al. 1992). Non-smoking women 

were more likely to breast feed than heavy smokers (Fried, 1993). Women who used 

cigarettes who initially intended to breastfeed, changed their feeding method to bottle 

feeding at a greater rate than non-smoking women (Schulte-Hobein, Schwartz-
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Bickenback, Abt, Plum & Nau 1992). Schulte-Hobein et al. (1992) reported that the 

prime reason given for this change was insufficient milk supply. O'Campo et al., (1992) 

studied the affect of pregnancy on prenatal and postpartum smoking behavior and found 

that black women who planned on breast feeding their baby were more likely to quit 

smoking than those who planned on formula feeding. Formula feeding was the greatest 

predictor of postpartum relapse among both black and white women (O'Campo et al.). 

Similarly, McBride and Pirie (1990) reported that women who resumed smoking in the 

postpartum period were less likely to breast feed their infants than women who remained 

abstinent. Participants in a qualitative study of smoking and smoking relapse during the 

prenatal and postpartum periods reported that breastfeeding provided an incentive for not 

smoking (Edwards & Sims-Jones, 1998). Women indicated that they did not want to 

expose their infants to nicotine via their breast milk, however some resumed smoking after 

weaning their babies (Edwards & Sims-Jones). 

Lactating women who smoked weaned their infants earlier than non-smoking 

women (Fried, 1993; Schulte-Hobein, et al., 1992). Ratner, Johnson and BottorfF(1999) 

studied the relationship between weaning and postpartum smoking relapse among 228 

women. Findings indicated that smoking relapse occurred at the same time or preceded 

weaning in 78.3% of the cases (Ratner, Johnson, and BottorfF, 1999). Women who 

relapsed to daily smoking during the first six postpartum months were 3.6 times more 

likely to wean their infants than women who did not resume smoking or who were 

smoking occasionally (Ratner, Johnson, and Bottorff, 1999). 
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Intrapersonal Factors: Women's Experience of Postpartum Cigarette Smoking Relapse 

Recently two qualitative studies have been published that investigated women's 

experience of postpartum relapse. Bottorff, Johnson, Irwin and Ratner (2000) used 

narrative research to analyze stories of postpartum smoking relapse of 27 Canadian 

women. Women in the sample had quit smoking during pregnancy and relapsed during 

the first six months of the postpartum period. The majority of women in this study had 

recently participated in a postpartum relapse prevention trial. Relapse was defined as 

return to smoking on a regular basis or social smoking (Bottorff, et al. 2000). Data were 

collected by audio taped, open ended interviews, that were conducted face to face or over 

the telephone. 

Five story lines describing women's experiences of postpartum smoking relapse 

emerged from the data (Bottorff et al., 2000). The first narrative "Controlling One's 

Smoking", described women's ability and confidence in being able to limit or control their 

smoking behavior. Women reported limiting smoking behavior to certain times or 

situations. They reported feeling proud and confident in their ability to control their 

smoking behavior and differentiated themselves from regular smokers or people who 

could not control smoking behavior. Usually these women gradually relapsed to smoking 

in social or stressfiil situations. Smoking in this story line was portrayed as positive, and 

considered "not a big deal" (Bottorff et al, 2000, p. 130). 

The second story line was described as "Being Vulnerable to Smoking" (Bottorff 

et al., 2000). Women who described this story line were not happy with their smoking 

behavior. They felt that they were extremely vulnerable to cigarettes and lacked the 
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strength to resist them. Many women felt they were still addicted to cigarettes, and this 

led to relapse. However, many had not smoked for prolonged periods of time during 

pregnancy. These women reported that they had not expected to stay abstinent. They 

often relapsed in situations in which they had not been able to resist smoking. Many 

women reported knowing that they should not smoke or found smoking distasteful, 

however they felt that they did not have the self control to remain abstinent (Bottorff et 

al., 2000). 

The third narrative was described as "Nostalgia for One's Former Self (Bottorff 

et al., 2000). In this story line women reported that many happy, pre-pregnancy events 

were associated with smoking. Women reported yearning for their previous life as a 

woman without children, which included being a smoker. In this narrative women 

described smoking and being a smoker in a positive, nostalgic way (Bottorff et al., 2000). 

A fourth story line was described as "Smoking for Relief (Bottorff et al., 2000). 

Women reported that they used smoking as an acceptable way to deal with stress. 

Cigarette smoking allowed women to cope with frustration and anger, which resulted 

from the responsibilities of parenting and not having any time for themselves. Women 

reported that smoking resulted in relaxation and had a calming affect. Smoking also 

provided a break from children. Many women reported that considering the 

responsibilities and stressors in their lives, they had no other option but to smoke for relief 

(Bottorff et al., 2000). The final story line was described as "Never Really Having Quit" 

(Bottorff et al., 2000). In this narrative, women described stopping smoking only for the 

welfare of the unborn baby. Women had not quit for themselves, and did not intend to 
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remain abstinent. These women did not report guilt in their inability to maintain 

abstinence (Bottorff et al., 2000). Bottorff et al. (2000) reported that a sub-narrative 

described as "Good Mothers Don't Smoke" was an undercurrent in many of the women's 

narratives. In this sub-narrative, women described an internal struggle and guilt they felt 

when they returned to smoking while taking on the maternal role. Women believed that 

smoking was not congruent with the role of a good mother. They reported hiding their 

smoking from their children and the public. Many were concerned about the affect of 

smoking on their breastmilk and role modeling cigarette smoking to their children (Bottorf 

et al, 2000). 

This study expanded what is known about women's experiences with postpartum 

return to smoking; however findings are limited by several issues. Women in this study 

were recruited from a postpartum smoking relapse prevention study. It is possible that 

their participation in the previous study influenced their perceptions regarding their 

experiences, or made an impact on their smoking behavior following delivery. 

Additionally, individuals who choose to participate in research may be inherently different 

than those who do not. In any case, findings of this study may not be generalizable to 

women who did not participate in a postpartum smoking relapse prevention intervention. 

Additionally, this study was conducted in Canada so findings may not be generalizable to 

women living in the United States. It is possible that differences in the Canadian 

healthcare system and media campaigns may have influenced women's experiences of 

smoking during and afl;er pregnancy making experiences of Canadian women dissimilar to 

those of women living in the United States. 
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A second qualitative study investigated the meaning of smoking and smoking 

relapse during pregnancy and postpartum among 22 Canadian women (Edwards & Sims-

Jones, 1998). Data were collected via semi-structured interview, by phone or in person. 

All participants were recruited from an original study that evaluated nursing interventions 

developed for first time mothers. Although the authors used symbolic interactionism as a 

framework for this study, the method of data analysis was not clearly identified. Multiple 

factors leading to postpartum relapse or abstinence were described (Edwards & Sims-

Jones, 1998), Relapse often occurred in stressfiil situations, such as when relationship 

problems occurred or taking on the maternal role. Women reported cigarette smoking 

helped decrease stress and boredom. Additionally, smoking provided a break from 

parenting and a social connection with partners, family, and friends who smoked (Edwards 

& Sims-Jones, 1998). Many women reported they were pressured to resume smoking by 

friends and family who smoked and found it hard to maintain abstinence in this context. 

Women also reported relapsing in social situations or in settings where they were drinking 

alcohol. Some women intended to smoke again, but many did not. Relapse for some did 

not occur until after the postpartum hospital stay. Edwards and Sims-Jones (1998) 

suggested that this period may be seen as part of pregnancy. Relapse for many occurred 

gradually and took some women who expected to remain abstinent by surprise. Several 

factors reportedly promoted abstinence or at least delayed relapse. Some women felt that 

smoking was not consistent with the maternal role. Women who breast fed reported that 

this feeding method helped them abstain. However, some resumed cigarette smoking after 

the infant was weaned (Edwards & Sims-Jones, 1998). 
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This was the first published study to qualitatively investigate women's experiences 

of postpartum smoking relapse. It provided valuable information about women's 

perceptions of their smoking behavior during and after pregnancy. Nevertheless, several 

limitations of this study were noted. First, this study was conducted in Canada and 

findings may not be generalizable to women in the United States where environmental 

factors (e.g. social policy, media, the healthcare system) may be different. A second 

limitation of this study is that neither the methods of analysis nor methods to establish 

trustworthiness were clearly described. Finally, women in this study were participants in a 

larger study investigating the effectiveness of nursing follow-up during the postpartum 

period. It is possible that participation in a nursing intervention influenced women's 

experiences of smoking postpartum. Edwards and Sims-Jones (1998) indicated that 

women who agreed to participate in this qualitative study were more likely to stop 

smoking and choose breastfeeding as an infant feeding method than women who did not 

participate in this study. It is possible that women who choose not to participate in this 

study were different from those who participated, in their beliefs, perceptions and their 

smoking behavior during and after pregnancy. 

Summary: Intrapersonal Factors Associated With Cigarette Smoking Among Women 

Numerous descriptive studies have identified intrapersonal factors associated with 

cigarette smoking initiation, maintenance, cessation and relapse. Most women begin 

cigarette smoking as teens (Houston et al, 1994). Lower income level, high school 

education or less, and being single or divorced are characteristics associated with smoking 

among women (CDC, 1997; Chollat-Traquet, 1992). Among non-pregnant individuals 
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intrapersonal factors associated with smoking include; (a) weight concerns, (b) nicotine 

dependence, (c) depression or negative affect, (d) stress, (e) alcohol and/or drug use, and 

(f) psychopathology (e.g. eating disorders, schizophrenia, attention deficit disorder). 

Characteristics of pregnant women who smoke include, lower educational levels, younger 

age, living with other household members who smoke, and lack of adequate prenatal care 

(Fingerhut et al., 1990; Scheibmeir & O'Connell, 1997). Pregnancy is a time during which 

the motivation to quit smoking may be particularly high. Knowledge about the negative 

effects of cigarette smoking and concern about the well being of the fetus may lead to 

cessation or reduction. Unfortunately, rates of relapse during pregnancy and the 

postpartum period are high. The reason for recidivism during the childbearing years, or 

among smokers in general who attempt cessation, is not yet fully understood. Several 

studies that investigated postpartum relapse suggested that concerns over weight gained 

during pregnancy, self identity issues such as longing for old self as a smoker, coping with 

stress and demands of parenting, nicotine dependence, the decision to bottle feed, and 

lower self efficacy, were intrapersonal factors related to smoking relapse in the post 

delivery period. While there is a substantial body of literature that addresses demographic 

characteristics related to smoking behavior among childbearing women, there is a lack of 

research that explores other intrapersonal factors that have been identified to be associated 

with smoking relapse among individuals in general (e.g. depression). Many studies that 

investigated intrapersonal characteristics and smoking behavior concentrated on pregnancy 

and not the post delivery period. Additionally, many reviewed studies were conducted in 

foreign countries, so findings may not be generalizable to women in the United States. 
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Both qualitative studies that explored women's perceptions of factors that influenced their 

return to smoking postpartum were conducted in Canada, and women in both samples had 

participated in larger intervention studies that may have influenced their responses in the 

studies described in the literature reviewed. 

Summary and Critique: Literature Review 

An ecological orientation was used to guide this review of literature that focused 

on environmental, interpersonal and intrapersonal factors that affect smoking behavior. 

Special emphasis was placed on factors which impact women's cigarette use, especially 

during pregnancy and in the postpartum period. Evidence presented in this review 

suggests that many factors influence initiation of smoking, continued cigarette use, 

cessation and relapse. Environmental factors such as access to cigarettes in the immediate 

environment, or being present in an environment conducive to smoking, influence relapse 

to cigarette smoking among smokers in general who have quit, as well as women in the 

postpartum period. 

Interpersonal factors, such as having a partner, family members or friends who 

smoke, increase the likelihood of continuing to smoke during pregnancy. Likewise 

women who live with or socialize with smokers are less likely to remain abstinent from 

smoking during the postpartum period. Evidence from one study suggests that the quality 

of support a woman receives from her partner my influence cessation and abstinence 

during pregnancy (McBride et al, 1998). Women in one study reported that it was an 

"expectation" of others that one would resume smoking after delivery of the baby 

(Edwards & Sims-Jones, 1998). 
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In this review of literature, multiple intrapersonal factors were found to influence 

smoking behavior among women. However, many studies investigated factors in samples 

of non-pregnant, or pregnant individuals. Literature regarding postpartum relapse is 

relatively recent and has become more prevalent in the past 5-10 years. Initially, literature 

regarding postpartum relapse focused on describing the prevalence of postpartum relapse 

and demographic characteristics of women who relapsed. More recently, studies have 

explored the association of postpartum smoking relapse with variables such as infant 

feeding choices (e.g. bottle feeding versus breastfeeding) and stages of change (Schulte-

Hobein et al, 1992; Stotts et al., 2000). Additionally, data regarding the phenomena of 

postpartum smoking has been collected in the context of a relapse prevention studies. 

This raises questions as to whether or not findings of these studies can be generalized to 

women not involved in such studies. Participation in intervention studies may alter 

women's experiences with, and perceptions of postpartum smoking relapse. Additionally 

those who receive relapse prevention interventions may change their smoking behavior as 

a result of the intervention. It was unclear in the description of the studies how many 

participants had received study treatment and how many did not. 

It is evident that postpartum relapse is in some ways consistent with the relapse 

experience of smokers in general. However, women are motivated to quit smoking during 

pregnancy almost exclusively for the fetus' benefit (Hutchison, Stevens, & Collins, 1996; 

Lendahls et al., 2000). This may impact women's decisions to begin smoking post delivery 

when the effect of smoking on the health of the unborn baby is no longer a concern. None 

of the reviewed studies addressed women's knowledge of the effects of environmental 
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tobacco smoke on children and how this influenced their decision to resume smoking in 

the postpartum period. 

Two qualitative studies investigated Canadian women's experiences of postpartum 

relapse, and have increased understanding of this phenomenon. Prior to the publication of 

these studies only the prevalence of postpartum smoking relapse and several correlates of 

this behavior had been identified. Edwards and Sims-Jones (1998) and Bottorflf et al. 

(2000) provided evidence that began to explain why women returned to smoking after 

delivery. Edwards and Sims-Jones (1998) recruited women at three months post delivery 

who had participated in an original study evaluating nursing interventions with first time 

mothers. BottorfF et al.(2000) interviewed women after six months postpartum who had 

participated in a smoking relapse prevention intervention. Women themselves reported 

that multiple factors influenced their decisions to return to smoking after delivery. 

Women in both studies reported common influences and experiences in regards to 

postpartum relapse. These included (a) smoking to relieve stress, (b) being in situations 

conducive to smoking, (c) quitting for the fetus's benefit (either lack of a plan to remain 

abstinent, or no intention to remain smoke free on a permanent basis after delivery). 

Differences in findings of these studies also existed. For example BottorfF et al., (2000) 

reported that women emphasized that smoking was a way to recapture the essence of self 

before the birth of the baby. Additionally, women in this study identified 

addiction/vulnerability as a story line describing postpartum relapse. In contrast, women 

in a study by Edwards and Sims-Jones (1998) emphasized social pressures from family and 

friends as a key factor that influenced relapse. Women in both studies indicated that 
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cigarette smoking was not congruent with the maternal role and reported conflict over 

returning to smoking for this reason (Bottorff et al, 2000; Edwards & Sims-Jones, 1998). 

Clearly postpartum relapse to cigarette smoking is a threat to the health of women 

and their families. Although several recent studies have expanded knowledge and 

understanding of postpartum relapse, studies are limited by several factors. Few studies 

used instruments with established validity or reliability. Only one of the qualitative studies 

reviewed clearly described methods to assure trustworthiness of findings. Results of 

several studies may be limited because they were collected as part of intervention studies 

that potentially influenced women's experiences of postpartum relapse. It is plausible that 

participation in an intervention study influenced women's beliefs, attitudes and behavior 

related to smoking. Additionally samples used in several studies were obtained by 

recruiting women who had recently participated in other studies and findings may be 

subject to the effects of selection bias. It is quite possible that women who choose to 

participate in research are inherently different than those who do not participate. Several 

studies were conducted in foreign countries and this may limit the generalizability of 

findings to women in the United States because environmental or sociocultural factors 

influencing smoking behavior may differ. In addition, inconsistencies exist in findings that 

warrant further exploration. For example, Bottorff et al. (2000) found that addiction to 

nicotine was a factor that influenced women's return to smoking postpartum, however 

Edwards and Sims-Jones (1998) did not report that nicotine addiction was a major factor 

that influenced relapse. Evidence suggests that multiple factors influence postpartum 

smoking relapse, yet relationships between these factors have not yet been established. 
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Although theories of relapse to smoking behavior (and other substances) exist, research 

suggests that cessation and relapse experiences of pregnant and postpartum women may 

not fit or be explained by established theoretical frameworks (Bottorff et al., 2000). In 

order to develop effective relapse prevention interventions, it is necessary to understand 

postpartum relapse from women's point of view. Several studies have used approaches 

that take into account contextual factors, however to date a theory of postpartum relapse 

has not been proposed. The objective of this proposed study is to explore how women 

perceive factors that influence postpartum smoking relapse and to describe relationships 

between identified factors. The ultimate goal of this study is to develop a grounded theory 

of relapse to cigarette smoking during the postpartum period. Theory development will 

allow further testing and exploration of relevant concepts and relationships between 

concepts. Additionally, theory development will inform postpartum smoking relapse 

prevention interventions. 

Research Questions 

The Research questions for this study were: 

1. What environmental factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 

2. What interpersonal factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 
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3. What intrapersonal factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 

Definition of Terms 

For the purpose of this study, postpartum smoking relapse will be defined as self 

report of return to: (a) regular smoking: at least one puff of a cigarette per day for seven 

consecutive days (Ockene et al. (2000), or (b) occasional smoking: smoking at least once 

since delivery, but not on a daily basis (Ratner, Johnson, Bottorff, Dahinten, & Hall, 2000) 

within one year following delivery, after quitting smoking during pregnancy. 
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CHAPTER THREE 

METHOD 

Chapter Three provides a description of the research design, sample, and setting in 

which this study was conducted. In addition, procedures to ensure protection of human 

subjects are described. Methods to collect and analyze data using grounded theory are 

described, as well as strategies to ensure the trustworthiness of the products of data 

analysis. 

Research Design 

The grounded theory approach was selected for this descriptive study. Grounded 

Theory is consistent with an ecological orientation as well as symbolic interactionism. 

Together these provide a suitable framework to guide an investigation of the perceptions 

of women who resume smoking in the postpartum period following successful abstinence 

during pregnancy. 

Sample 

Purposive sampling was used to select the sample for this study. This approach to 

sampling involved selecting participants based on their experience with the phenomenon of 

interest (Sandelowski, 1995). In qualitative research, individuals are enrolled in studies 

because of having experience with a certain event or transition (Sandelowski, 1995). In 

this study the purposive sample consisted of adult women who quit and abstained from 

cigarette smoking during pregnancy, but resumed this behavior within 12 months post 

delivery. To identify potential participants, the investigator initially collaborated with 

health care providers who provide care for women returning for postpartum follow up 
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visits at an obstetrics/gynecology outpatient clinic located at a university medical center. 

The investigator also worked with providers at a large multi-provider pediatric clinic. 

During well baby appointments, providers at the pediatric clinic identified women who had 

experienced postpartum smoking relapse, and referred these women to the investigator. 

In addition the investigator used word of mouth, snowball sampling and an advertisement 

in a local, monthly family newspaper Bear Essentials to recruit participants. 

The sample size for this study was nine participants. The primary aim of 

qualitative research, enhanced understanding of phenomena, requires intensive contacts 

with participants and often yields substantial volumes of textual data, limiting the number 

of subjects that are necessary (Sandelowski, 1986). Research using the grounded theory 

approach begins by using sampling based on experience with, or variation in a specific 

phenomenon, and progresses to theoretical sampling (Sandelowski, 1995). Sample size in 

studies using the grounded theory approach is commonly determined by theoretical 

sampling and theoretical saturation. Theoretical sampling is defined as a strategy of 

sampling driven by the necessity to collect data that allows further development and 

examination of categories as well as interrelationships between categories (Chenitz & 

Swanson, 1986). 

The following criteria were established for inclusion of participants in this study: 

(a) able to read, write and speak English by self report, (b) 18 years of age or older, (c) 

were within twelve months of their delivery date and (d) self report of quitting and 

abstaining from cigarette smoking during pregnancy, and resuming this behavior in the 

first year of the post delivery period. Women who reported that they were currently 
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participating in a postpartum relapse prevention intervention or who have been diagnosed 

and/or treated for schizophrenia, alcoholism, substance abuse, clinical depression (other 

than postpartum blues or depression), or eating disorders (anorexia nervosa or bulimia 

nervosa) within the past year were excluded from this study. 

Setting 

Various settings and methods were used to recruit study participants. Initially 

patients returning for postpartum clinic visits were identified to the investigator by health 

care providers and staff at the outpatient obstetrics and gynecology clinic within an urban 

medical center in the Southwestern United States. This large clinic provides obstetrical 

and gynecological care for women with both private and state fiinded insurance, and 

serves a population that is primarily Caucasian and Hispanic. After attempting to recruit 

potential participants in the setting described above it became apparent due to low return 

rates for postpartum follow up appointments, and lack of assistance from clinic staff that 

new strategies for participant recruitment were needed. Word of mouth, snowballing 

sampling, and an advertisement in a local family newspaper were instituted. Additionally 

the investigator worked with a Nurse Practitioner at a large urban multi-provider pediatric 

clinic to identify women meeting study criteria who were bringing in their infants within 

the first year of life for well baby check ups. Five participants were recruited using word 

of mouth and four were recruited from the pediatric practice. Individual interviews took 

place in a setting that was private and convenient for the study participant, with the 

majority of interviews being conducted in the participant's home. 
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Protection of Human Subjects 

Approval of this study was granted from the Human Subjects Protection 

Committee of Arizona Health Sciences at the University of Arizona. Additionally, changes 

made to the study protocol over the course of the study were submitted to this committee 

for approval as well. The investigator obtained letters of support for access to participants 

from the medical director of the University Medical Center obstetrical and gynecological 

outpatient clinic and the practice manager of the pediatric clinic from which participants 

were recruited. 

In order to protect human subjects, during the early period of data collection (July 

2001-July 2003) participants were asked to read a disclaimer after the study was 

thoroughly explained by the investigator. In the summer of 2003 new Human s 

Subject's procedures required that a consent form be used. Before July 2003 the 

investigator explained the study verbally, and individuals were given the written disclaimer 

to read (Appendix B). The disclaimer explained the purpose of the study, what was 

involved in participating in the study, the known risks and benefits of the study, human 

subject rights, and methods used to safeguard confidentiality. If the woman agreed to 

participate in the study after reading the disclaimer, the interview was conducted. 

Participants were given a copy of the disclaimer to retain. After July 2003 a subject 

consent form was used (Appendix C). This form provided the patient with information 

about the study such as the purpose, what was involved in participating in the study, 

known risks and benefits of the study, human subject rights and how confidentiality would 

be protected. In addition to providing participants with the subject consent form to read, 
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the investigator thoroughly described the study and answered any questions the potential 

participant had about participating in the study. Participants were notified that the 

investigator might contact them subsequent to the initial interview to gather further data 

or to have them confirm findings (member checks). The investigator verbally assured 

participants that they would not be identified by name or in any other way during any part 

of the data collection, analysis, or reporting process. The investigator maintained 

confidentiality of data by allowing participants to choose pseudonyms to use during 

interviews. The investigator did not refer to participant names during interviews. If 

participants used names or provided other information that could lead to a breach in 

confidentiality, the investigator requested that the transcriptionist delete such information 

during the transcription process. The investigator ensured that pseudonyms were 

maintained throughout the transcription and analysis process. Participants were informed 

by the investigator that they could withdraw from the study at any time without 

repercussion, were free to refuse to answer any questions they chose, and could ask 

questions about the study and have their questions answered. Five years following the 

completion of the study audio-tapes will be erased and transcripts and data will be 

destroyed by shredding. 

Data Collection Procedure 

Health care providers caring for: (a) women at postpartum clinic visits, and (b) 

infants being brought in by their mothers for well baby check-ups during the first year of 

life, were made aware of the study by the investigator. The investigator asked clinic staff 

to identify women returning for postpartum appointments and mothers of infants within 
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the first twelve months of life who met study criteria. Prior to the investigator's contact 

with patient's, health care providers asked each potential subject's permission for the 

investigator to approach them. The investigator contacted patients immediately following 

their clinic visit to avoid inconveniencing clinic providers. The investigator verbally 

explained the study as well as the inclusion and exclusion criteria. Women who indicated 

that they quit smoking during pregnancy and resumed smoking after delivery, and 

otherwise met study criteria were asked if they were interested in participating in the 

study. If they agreed to participate, the investigator scheduled an appointment with the 

participant or agreed to call the participant to schedule an appointment. A contact number 

was obtained from each participant so the investigator could confirm appointment times. 

Only the investigator had access to the participant's phone number. Women who indicated 

that they were undecided about participating were given a flyer with phone numbers at 

which they could contact the investigator if interested. 

Additionally women were made aware of the study by word of mouth and 

snowballing sampling. The investigator would contact interested individuals only with the 

permission of the potential participant using a phone number provided to the investigator. 

Before July 2003, the investigator asked participants to read the study disclaimer prior to 

interviewing the participant. The participant was given a copy of the disclaimer to keep for 

their own records. After July 2003, the investigator asked participants to read the subject 

consent form prior to their participation in the study. The investigator ftilly explained the 

study and answered any questions that the potential participant had regarding the study. If 

the individual chose to participate they were asked to sign the consent form. A copy of 
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the signed subject's consent form was retained by the investigator and another was given 

to the participant. Interviews were conducted by the investigator in a location that was 

private, and convenient for the participant. Seven women chose to be interviewed in their 

homes, one in her workplace in a quiet office, and one participant opted to be interviewed 

in the investigator's office. The semi -structured interviews were audio-taped with the 

participant's permission and lasted approximately 60 minutes. As participants responded 

to questions, further questions evolved to gain more data about specific phenomena, 

emerging concepts, categories and hypotheses. At the end of the initial interview the 

investigator asked the participant for permission to contact them by phone in the fiiture, 

for further data collection or to participate in member checks. When the interview was 

completed the participant was given a $35.00 gift certificate to a local shopping mall to 

thank them for their contribution to the study. Audio taped interviews were transcribed by 

either a transcriptionist or the investigator after the interview, and reviewed by the 

investigator for accuracy. 

Instruments 

In qualitative research, the primary instrument for data collection is the 

investigator (Rodgers & Cowles, 1993). Various factors influence the theoretical 

sensitivity of an investigator. Theoretical sensitivity is defined as an investigator's 

awareness of meanings regarding data (Strauss & Corbin, 1998). Factors that impact an 

investigator's theoretical sensitivity include: personal experience, professional experience, 

exposure to research and theoretical literature, and the process of data analysis itself 

(Strauss & Corbin). 
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The investigator conducted focused interviews with individual participants, using an 

interview guide composed of questions concerning the woman's perceptions of factors 

leading to their initiation of smoking, quitting during pregnancy, postpartum smoking 

relapse, demographic information, and information about past, present, and future 

smoking behavior (Appendix D). Although the interview guide provided initial structure 

to the interview, the investigator did not strictly comply with it (Chenitz & Swanson, 

1986). The investigator initially asked respondents questions derived from the interview 

guide. However, issues and topics presented by the participant were pursued, and guided 

the evolution of further questioning (Qualitative Research Interest Group of the Midwest 

Research Society, 1987). 

Data Analysis 

The grounded theory approach uses a process of simultaneous data collection and 

analysis, referred to as constant comparative analysis (Chenitz & Swanson, 1986). 

Comparisons within and between data were constantly made. Simultaneous data 

collection and analysis promoted continuous development, comparison, and testing of 

categories and relationships between categories (Chenitz & Swanson, 1986). In the 

grounded theory approach, sampling continues until theoretical saturation is reached 

(Strauss & Corbin, 1998). According to Strauss and Corbin (1990), theoretical 

saturation is evidenced by: (a) lack of emergence of new or relevant data in categories, (b) 

existing categories are dense, variations have been explored and accounted for, and (c) 

relationships between categories are established and have been tested among the data. 

Theoretical saturation was met for major categories, however not for all subcategories. 



105 

Further data collection would be required to test whether saturation could be achieved in 

these subcategories to determine if these concepts were theoretically relevant. 

Data were analyzed for recurring similarities and differences. The process of 

analyzing data in grounded theory is called coding. There are three levels: (a) open coding, 

(b) axial coding, and (c) selective coding (Strauss & Corbin, 1998). Open coding was 

performed initially and involved the analysis of the data for categories. Transcripts of 

audio-taped interviews were analyzed by the investigator line by line. Raw data were 

broken down into parts and compared for likenesses and differences (Strauss & Corbin, 

1998). The investigator labeled phenomena and grouped concepts into categories (Strauss 

& Corbin). A category is defined as a classification of concepts that describe or relate to 

similar phenomena (Strauss & Corbin). The investigator fiarther developed categories 

based on properties and dimensions (Strauss & Corbin). Properties of a category are 

defined as the attributes or characteristics of a phenomenon (Strauss & Corbin). 

Dimensions refer to the extent or degree of a property along a continuum (Strauss & 

Corbin). Identification and systematic development of properties and dimensions of 

phenomena are important steps in establishing relationships between categories and 

subcategories (Strauss & Corbin). Code notes are a type of memo that were used to 

document emerging concepts, categories, and subcategories of concepts (Strauss & 

Corbin). The investigator documented concepts and categories, as well as information 

pertaining to properties and dimensions of categories initially on the typed transcripts, and 

summarized these findings in code notes (Strauss & Corbin). 
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The second level of coding is axial coding (Strauss & Corbin, 1998). In the 

process of open coding, data were broken down, labeled and organized into categories 

and subcategories (Strauss & Corbin). Axial coding involved placing data back together 

in different ways by generating links between categories and subcategories (Strauss & 

Corbin). The process of axial coding utilized a paradigm, in which subcategories are 

related to categories in terms of the following components described in Table 2: (a) 

causal conditions, (b) phenomenon, (c) context, (d) intervening conditions, (e) 

action/interaction strategies, and (f) consequences (Strauss & Corbin). The paradigm 

model allowed data to be examined, analyzed, and interrelated in a systematic fashion 

(Strauss & Corbin). 

The third level, selective coding, involved the explication of the core category, 

with which all other variables are integrated (Strauss & Corbin, 1998). Integration of 

categories led to the creation of a grounded theory. The selective coding process included 

several iterative steps: (a) the identification of the story line, (b) relating categories at the 

dimensional level, (c) relating ancillary categories around the core category by means of 

the paradigm model, (d) validating relationships with the data, and (e) further development 

and refinement of categories (Strauss & Corbin). 

The first step of integration was to identify a story and the story line (Strauss 8c 

Corbin). A story is an account of the phenomenon that is central to the study (Strauss & 

Corbin). The story line refers to the core category, and reflects the conceptualization of 

the story. 
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Table 2 

Axial Coding; Components of the Paradigm 

Component Definition 

Causal conditions Events that lead to the materialization of a phenomenon 

Phenomenon The primary event, to which actions and/or interactions are related 

Actions or interactions Tactics carried out to manage or respond to specific phenomenon in a 

given context 

Context Conditions that bear upon a phenomenon, described relating to a 

phenomenon on a continuum 

Intervening conditions Conditions impacting action or interactional strategies taken to manage 

a phenomenon (facilitate or impede actions/interactions) 

Consequences Effects of actions or interactions aimed at handling a phenomenon 

Note. From Strauss, A, and Corbin, J, 1998, Basics of Qualitative Research: Techniques 

and Procedures for Developing Grounded Theory 

To identify the story, Strauss and Corbin suggest that the investigator review 

relationships that have emerged between categories and sub categories, and write a 

summary of the fundamental processes that have been described. The story line was 

created by conceptualizing the story. In this process, the investigator assigned the central 

phenomenon, otherwise known as the core category, a conceptual label (Strauss &, 

Corbin). Strauss and Corbin assert that it is crucial that this label adequately represent the 

central phenomenon. Once the core category was identified, the investigator developed it 
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in terms of properties and dimensions. This process involved identification of the core 

categories' attributes, and the extent to which the attributes exist along a continuum 

(Strauss & Corbin). 

After the core category was identified, the investigator related the core category to 

other categories (Strauss & Corbin, 1998), using the paradigm model, which was 

described previously in respect to axial coding. Once categories were identified and 

developed, the investigator arranged them using the paradigm model, so that relationships 

between categories are congruent with the story line (Strauss & Corbin). To validate the 

emerging theory, the investigator expressed the theory in both written and diagrammatic 

forms, and verified statements regarding relationships between categories under various 

contextual conditions against the data (Strauss & Corbin). Statements concerning 

interrelationships between categories were compared to each case, to determine if they are 

fundamentally congruent with raw data (Strauss & Corbin). During selective coding, the 

investigator found it necessary to further develop concepts, categories, and relationships 

between categories. In order to do so, the investigator returned to the field to collect 

more data (Strauss & Corbin). 

A key element of data analysis was analyzing data for a basic social process. Basic 

social processes are core variables that exhibit two or more stages (Glaser, 1978). 

Analyzing for process allowed for greater analytic power as it facilitated the integration of 

the emerging theory into an understandable whole that occurred over time (Chenitz & 

Swanson, 1986). Analyzing for a basic social process involved writing and then analyzing 

and reanalyzing theoretical notes (Chenitz & Swanson, 1986). The investigator identified 
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categories, developed propert:ies and dimensions of categories, generated hypotheses 

regarding relationships between subcategories and categories, as well as between the 

major categories that were emerging (Chenitz & Swanson, 1986). Additionally, early in 

the study the data supported a model that represented change over time, and the 

investigator documented the process of stopping smoking for pregnancy and returning to 

smoking after delivery in diagrams and theoretical notes. 

Trustworthiness 

Trustworthiness is a term used to reflect means by which the integrity of a 

qualitative study may be evaluated (Guba & Lincoln, 1989). Guba and Lincoln refer to 

trustworthiness criteria as parallel criteria, because they intended these criteria to be 

analogous to internal and external validity, objectivity and reliability, used in the traditional 

scientific paradigm. However, Lincoln and Guba emphasize that criteria used to ensure 

rigor in conventional science are not appropriate for judging quality of data collected and 

analyzed using naturalistic or qualitative methods. Lincoln and Guba (1985) suggest four 

criteria forjudging the quality and worth of qualitative findings; (a) truth value, (b) 

applicability, (c) consistency, and (d) neutrality. 

Truth value is parallel to internal validity (Lincoln & Guba). In the traditional 

scientific paradigm, internal validity refers to the extent to which changes in an outcome 

variable can be attributed to variations in an independent variable (Lincoln & Guba, 1985). 

Truth value is defined as the accuracy and adequacy with which the investigator represents 

findings of a qualitative inquiry (Lincoln & Guba). To evaluate truth value, investigators 
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determine if their findings hold truth for the subjects, within the setting in which the study 

was carried out. Truth value is determined using the credibility criterion. 

The second criterion for judging qualitative analysis is applicability (Lincoln & 

Guba, 1985). Applicability refers to the degree to which findings of a study are applicable 

to other contexts or with other individuals (Lincoln & Guba). Applicability is parallel to 

external validity (Lincoln & Guba). External validity, a term used in the conventional 

scientific paradigm, is defined as the validity with which an assumed causal relationship 

can be generalized to different settings, times and individuals (Cook & Campbell, 1979). 

Applicability of qualitative findings is evaluated by establishing transferability (Lincoln & 

Guba). 

The third criterion used for determining trustworthiness of qualitative data is 

consistency (Lincoln & Guba, 1985). Lincoln and Guba consider consistency comparable 

to reliability. Reliability in the traditional paradigm is defined as stability, consistency, 

accuracy and predictability (Kerlinger, 1973). Consistency is defined as the extent to 

which findings of a qualitative study are repeatable if a study was replicated in a similar 

setting with similar individuals, and is determined by establishing dependability (Lincoln & 

Guba). 

The final criterion used to judge the quality of a qualitative analysis is neutrality 

(Lincoln & Guba, 1985). Neutrality is parallel to the conventional principle of objectivity 

(Lincoln & Guba). Objectivity is described as the extent to which there is agreement in 

regards to a specific phenomenon among multiple observers, or the degree to which 

methodology can prevent corruption of a study by human biases (Lincoln & Guba). 
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Neutrality is described as the extent to which the findings of a study reflect the actual 

experiences of participants, and not the agenda, biases and constructions of the 

investigator (Lincoln & Guba). Neutrality is operationalized by establishing confirmability 

(Lincoln & Guba). 

Reflecting the criteria described, trustworthiness of a grounded theory study is 

established through its credibility, confirmability, dependability and transferability (Guba & 

Lincoln, 1989). Although there are various ways to establish trustworthiness, following is 

a description of strategies that were used to establish trustworthiness in this study. 

Credibility 

Credibility was established by using several strategies such as peer debriefing, 

member checks, and progressive subjectivity (Guba & Lincoln, 1989). Peer debriefing is 

the process of reviewing data and analysis with peers who are well versed in qualitative 

methodological issues, and are knowledgeable in the clinical area of interest (Lincoln & 

Guba). Throughout the study the investigator held peer debriefing sessions with her 

faculty dissertation chairperson. This allowed her to question and clarify the investigator's 

biases and interpretations of the data (Lincoln & Guba, 1985). Peer debriefing allowed 

the investigator to test hypotheses that were emerging, as well as to share ideas regarding 

substantive, ethical, or methodological issues (Lincoln & Guba). The investigator 

documented results of peer debriefing activities in writing as part of the audit trail (Lincoln 

& Guba). 

Member checks, also used to assure credibility, involve testing one's findings with 

the participants of the study, or people who are experiencing similar situations (Guba & 
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Lincoln, 1989), A credible qualitative study is one in which the investigator has provided 

such an accurate description or interpretation of a human phenomenon, that a person who 

has had such experience would detect it as being consistent with their own (Sandelowski, 

1986). Member checks are one strategy used to ensure credibility of analyzed data, and 

involve sharing interpretations of data with participants to ascertain to what extent they 

verify that the investigator's interpretation of their experiences concur with their actual 

experience (Guba & Lincoln, 1989). Member checks were conducted at the end of later 

interviews. The investigator read hypotheses that were emerging from the data to 

participants for their feedback and to test the emerging hypotheses. The investigator read 

the written summary of study findings to the participant. Participants were asked to 

verbalize to what extent the investigator's interpretation of data adequately represented 

their experience. According to Guba and Lincoln (1989), member checks allow 

participants to; (a) correct inaccuracy in interpretation, (b) to provide additional 

information that may enhance interpretation of data (c) to concur that the investigator's 

interpretation was accurate. 

Progressive subjectivity is also used to enhance credibility of qualitative analysis. 

In this process, the investigator documented preconceived ideas of what may be 

discovered in the study. This documentation was set aside and revisited at regular 

intervals to verify that the investigator was not too closed minded or biased concerning the 

data (Guba & Lincoln, 1989). 
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Transferability 

Transferability refers to the applicability of findings or similarity of findings across 

contexts (Sandelowski, 1986). According to Guba and Lincoln (1989), transferability is 

established by providing "thick description" (p.241). Thick description involved clearly 

putting forth the hypotheses that emerge during the study, as well as a thorough 

description of the context in which the hypotheses were found to be prominent (Guba & 

Lincoln, 1989). Other investigators and clinicians can determine transferability by 

reviewing the research, including quotes from the participants as examples of data bits 

resulting in categories and identification of relationships among categories. 

Dependability 

Dependability is consistent with reliability, or stability of data over time (Guba & 

Lincoln, 1989). Guba and Lincoln (1989) suggest that an inquiry audit be carried out in 

order to document process and method decisions that occur in data collection and 

analysis. The inquiry audit estabUshes to what extent the data analysis process is a 

trackable, documentable process, and to what degree data are confirmable (Guba & 

Lincoln, 1989). The inquiry audit examines process and product, and may be used to 

establish both dependability and confirmability (Lincoln & Guba). An inquiry audit 

involved submitting data in the form of the taped interviews, raw data, products of data 

reduction and theoretical memos to a faculty advisor who performed the audit. 

Confirmability 

Confirmability, the ability to trace data back to the original context, is parallel to 

the conventional criterion of objectivity (Guba &, Lincoln, 1989). The investigator 
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facilitated confirmability by using a numerical and alphabetical system that documented 

from which interview, page and line findings were derived. Confirmability assured 

interpretations of data and study findings were grounded in the experiences of study 

participants and not the constructions of the investigator (Guba & Lincoln, 1989). The 

investigator used several strategies to establish confirmability such as an audit trail and a 

reflexive journal (Lincoln & Guba, 1985). The audit trail consisted of documentation 

concerning each level of coding, and ideas related to the data and emerging theory. All 

data, notes and products of data analysis were submitted to the chair of the dissertation 

committee for auditing purposes. 

To document study activities the investigator used several types of notes, also 

known as memos, including: (a) field notes, (b) code notes, (c) methodological notes, (d) 

theoretical notes, (e) diagrams, and (f) a reflexive journal (Rodgers & Cowles, 1993; 

Strauss & Corbin, 1990). Field notes are used in a qualitative study to document activities 

and observed behaviors of participants, as well as to describe other observations and 

events relevant to the study (Rodgers & Cowles, 1993). Field notes augment interviews, 

describe the setting, document events that occur in the setting, such as distractions, and 

record observations of non-verbal participant behavior (Rodgers & Cowles). The 

investigator wrote field notes during and afl;er participant interviews to describe the 

setting, and to summarize the interview. 

Code notes document the products of the three levels of coding, and were initially 

written by the investigator on typed transcripts of interviews. Code notes were organized 

in binders, and included the date the code note was written, the identifying code (letter) of 
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the interview it was taken from, as well as the page and specific line. The investigator 

used methodological notes to document methodological decisions, and the rationale for 

such decisions, made throughout the duration of the project (Rodgers & Cowles, 1993). 

Decisions that addressed sampling procedures and interview strategies are examples of 

what were included in methodological notes. Methodological notes are a key component 

of the audit trail, and facilitate judgments of dependability, because they explicate how 

inquiry decisions were made (Rodgers & Cowles, 1993). 

Theoretical notes are described as memos that document the results of inductive or 

deductive thinking concerning pertinent categories, as well as their properties, dimensions 

and interrelationships (Strauss & Corbin, 1998). The investigator used theoretical notes to 

systematically document thought processes involved in all levels of coding, categorizing, 

comparing and conceptualizing data as well as inter-relating categories (Rodgers & 

Cowles, 1993). Theoretical notes are important elements of the audit trail, as they 

establish a track-able pathway of analysis (Rodgers & Cowles). Diagrams were used to 

document analytical decisions. Diagrams were described as visual representations of 

relationships between concepts, categories, and sub categories in terms of the paradigm 

model (Strauss & Corbin, 1998). 

The investigator maintained a reflexive journal to document personal insights, 

thoughts and feelings, regarding the study process (Lincoln & Guba, 1985). A reflexive 

journal fostered the daily recording of systematic evidence of the investigator's biases, 

feelings and thought processes that impact decisions made regarding the study or data 

analysis (Lincoln & Guba). 
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Memoing and diagramming commenced at the beginning of the study and 

proceeded throughout the course of the project, and continued until the final report was 

completed (Strauss & Corbin, 1998). In addition to establishing an audit trail, notes and 

diagrams fostered the evolution fi-om raw data to abstract thought processes (Strauss & 

Corbin). 

According to Lincoln and Guba (1985) an audit trail includes: (a) raw data such as 

audio tapes and field notes, (b) products of data analysis and reduction such as field notes 

and theoretical notes concerning concepts, categories, and working hypotheses, (c) 

products of data synthesis, including categories, and relationships between categories, (d) 

process notes which documented methodological decisions as well as activities used to 

establish trustworthiness and (e) personal notes, also referred to as a reflexive journal. 

All materials related to the study were submitted to a faculty advisor for an 

inquiry audit. The purpose of the inquiry audit was to ensure that results are grounded in 

the data (Lincoln & Guba). The auditor conducted the audit by tracing findings back 

through the audit trail, to the audio taped interview, field notes, typed transcriptions, and 

theoretical notes (Lincoln & Guba). The auditor evaluated the soundness of the 

investigator's findings in light of the analysis and the potential for alternative explanations 

(Lincoln & Guba). Included in the inquiry audit was an evaluation of identified categories, 

in terms of clarity, explanatory power, and congruency with the data (Lincoln & Guba). 

Another responsibility of the auditor is to determine to what extent investigator bias 

influenced findings (Lincoln & Guba). Prior to beginning data collection and periodically 
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throughout the research the investigator conferred with the auditor to review and 

minimize potential bias influencing results. 

Summary 

A descriptive research design using the grounded theory approach was used to 

investigate perceptions of women regarding factors that influence smoking relapse in the 

postpartum period. Various methods were used to recruit participants for this study. 

Women were identified by health care providers at a pediatric clinic in the southwestern 

United States. Health care providers notified the investigator of women who met study 

criteria, and the investigator discussed the study with women in person or by telephone 

contact. Word of mouth, snowballing sampling and an advertisement placed in a local 

family newspaper for two months were other strategies used to recruit participants. All 

women who agreed to participate in the study read a disclaimer prior to July 2003. After 

July 2003 participants read a subject's consent form and signed the consent form prior to 

participating in the individual interview. Semi- structured interviews were audio-taped, 

conducted in private setting at a time and place that was convenient for the participant. 

Data analysis using grounded theory involved constant comparative analysis, and 

incorporated three levels of coding: (a) open coding, (b) axial coding, and (c) selective 

coding. Trustworthiness of the study was established using the criteria of credibility, 

transferability, dependability and confirmability. The ultimate goal of this study was to 

generate a grounded theory of postpartum cigarette smoking relapse among women who 

quit smoking and maintained abstinence during pregnancy. 
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CHAPTER FOUR 

RESULTS 

Chapter four presents the results of the data from nine women's descriptions of 

their experiences with postpartum smoking relapse. The purpose of this study was to 

describe women's perceptions of environmental, interpersonal and intrapersonai factors 

that influenced resumption of cigarette smoking during the postpartum period among 

women who quit smoking and remained abstinent during pregnancy. The ultimate goal of 

this study was to derive a grounded theory of postpartum relapse to cigarette smoking. 

The research questions for this study were; 

1. What environmental factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 

2. What interpersonal factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 

3. What intrapersonai factors do women who quit smoking during pregnancy 

perceive as influencing their decision to resume smoking during the postpartum 

period? 

The first section of chapter four provides a summary of participant characteristics. The 

second section of chapter four presents the grounded theory inductively derived from data 

analysis. The third section of chapter four will explain how the theory addresses the 
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original research questions of this study. A summary of chapter four concludes this 

chapter. 

Participant Characteristics 

Criteria for inclusion in this study were: (a) participants were able to read, write 

and speak English by self report, (b) 18 years of age or older, (c) women were within 

twelve months of their delivery date and (d) self report of quitting and abstaining from 

cigarette smoking during pregnancy, and resuming this behavior in the first year of the 

post delivery period. One participant was dropped from the study after her interview when 

it was determined that she delivered 14 months prior to the interview and did not meet 

established inclusion criteria. Characteristics of participants in this study varied broadly 

(Table 3). The sample included women who represented four different ethnic 

backgrounds. Women's educational levels ranged from high school to a four year college 

degree. Family income levels for participants in this study ranged from $7,501-$50,000. 

Four women in this study were married, two were living with the father of the last baby 

and three were single, with one of those living with a female roommate. Additionally, the 

parity of women in this study differed. Three participants had three children, four had two 

children and, two women had one child. Some of the women (n=6) initially chose to 

breastfeed their infants, three bottle fed formula. The timing of relapse events differed with 

each participant and pregnancy. Because women had relapsed to smoking in multiple 

pregnancies findings were based on a total of 19 post delivery relapse events. Following 

eight deliveries women returned to smoking within the first week postpartum. In seven 

cases women resumed smoking within 2-4 weeks post delivery. In two cases women 
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Table 3. 

Participant Characteristics 

Characteristics N (%) 

Age 
Mean 28 years of age 
Range 23-35 years of age 

SD 4.782 years 

Marital Status 
Married 4 (44%) 
Living with Partner 2 (22%) 
Single/Living with roommate 3 (33%) 

Ethnicity/Race 
Caucasian 6 (67%) 
Puerto Rican 1 (11%) 
Filipino 1 (11%) 
African American 1 (11%) 

Education Level 
High School 2 (22%) 
High School with some College/Vocational 6 (67%) 
College Degree 1 (11%) 

Number of cigarettes Smoked Per day Prior to Last 
Pregnancy 

<5 2 (22%) 
6-10 1 (11%) 
11-20 5 (56%) 
>20 1 (11%) 

Number of Years as a Smoker 
5-10 3 (33.3%) 
11-15 3 (33.3%) 
16-20 3 (33.3%) 

Yearly Family Income 
$7,501-15,000 2 (22%) 
$15,001-25,000 4 (44%) 
$25,001-35,000 1 (11%) 
$35,001-50,000 2 (22%) 
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returned during the second month after delivery. In two cases relapse occurred at three 

months post delivery. Prior to their last pregnancy, the majority of participants (n=5) 

smoked between 11-20 cigarettes per day, two smoked less than five cigarettes per day, 

one smoked between 6-10 cigarettes per day, and one woman smoked more than 20 

cigarettes per day. The number of years that women had smoked varied with the range 

being 6-18 years. 

The next section provides a synopsis of each participant's characteristics and their 

experiences with smoking during the childbearing process including resuming smoking in 

the post delivery period. Participants were asked to select a pseudonym to assure their 

anonymity. Participants were directed to choose names using letters of the alphabet that 

represented the order in which the interviews were completed. 

Interview ffl: "Amy" 

Amy was a 32 year old who was married and had three children. Her husband was 

a non-smoker. Her youngest child was seven months old at the time of the interview. She 

was a high school graduate. She was nine years old when she initially tried cigarette 

smoking, and was a regular smoker by the time she was 16 years old. As a teen she was 

influenced by a friend to try smoking. Amy has smoked for 18 years. Prior to becoming 

pregnant Amy smoked one pack of cigarettes a day. At the time of the interview she 

smoked V2-I pack of cigarettes per day. With each pregnancy Amy stopped smoking when 

she found out she was pregnant to avoid harming her unborn baby. Amy returned to 

cigarette smoking after each pregnancy. She reported that she enjoyed smoking and 
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identified various benefits of returning to smoking. Amy stated that she protected her 

children from second hand smoke by not smoking in the house or the car. 

Interview #2; "Barbie'" 

Barbie was a 35 year old who lived with her partner. Her partner does smoke, 

however he quit while she was pregnant with the most recent child. She had three children 

with her youngest being six months old at the time of the interview. Barbie was a high 

school graduate who attended some college. Barbie started smoking when she was 19 

years old and was influenced by her younger sisters who both smoked. She had been a 

smoker for 16 years. Barbie smoked one pack of cigarettes per day prior to her 

pregnancies and smoked ^2 pack of cigarettes per day at the time of the interview. With 

each pregnancy Barbie quit smoking upon finding out she was pregnant to do the right 

thing for the baby. She relapsed to smoking after each delivery. Barbie described various 

benefits of smoking. She described her "smoking area" as her "sanctuary". Barbie 

expressed not wanting to role model smoking to her children and described feeling "really 

bad" and thinking she was a "bad mom" because she was a smoker. She protected her 

children from second hand smoke by smoking outdoors and washing her hands after 

smoking. 

Interview §3: Cathy 

Cathy was 35 years old and single. The father of the baby was not involved. She 

lived with a female roommate who smoked. Cathy completed high school and attended 

some college. She had one child who was four months old at the time of the interview. 

She initially tried smoking with friends at age 14; however she did not become a regular 
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smoker until she was 23 years old. Her initiation to smoking was influenced by friends. 

Cathy had been a smoker for 12 years. Prior to pregnancy She smoked 2-3 cigarettes per 

day. At the time of the interview she smoked 1-2 cigarettes per day. When Cathy found 

out she was pregnant she quit smoking to protect her unborn baby from harm. She 

returned to smoking when she went to work. She protected her baby by not smoking 

around him. Cathy smoked ultra-light cigarettes and smoked a limited amount at the time 

of the interview. She stated that she was considering cessation. She reported that she 

disliked smoking but felt it provided a few benefits. Cathy talked extensively about the 

effect media had on her thinking about smoking during pregnancy and found public 

policies regarding smoking helpful in reducing smoking in public places. 

Interview #4: Dianne 

Dianne was a married 26 year old, who completed a baccalaureate degree. She 

had one child, who was four months old at the time of the interview. Dianne started 

smoking when she was 12 years old and was influenced to smoke by friends who smoked. 

She has smoked for 14 years. Prior to pregnancy Dianne smoked ten cigarettes per day 

and smoked five cigarettes per day at the time of the interview. Her husband did not 

smoke. Dianne quit smoking upon finding out she was pregnant. She stopped to prevent 

harming her baby. Diarme returned to smoking within the first two weeks following 

delivery. When Dianne returned to smoking she felt "bad". She protected her baby from 

smoke exposure by washing her hands and changing her shirt after she smoked. She 

refrained from smoking around her child. Diane's family strongly discouraged smoking 
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and frequently pressured her to quit. She thought about quitting and felt she will do so 

when she is ready. 

Interview #5: Fran 

Fran was a married 23 year old woman with two children. Her youngest was nine 

months old at the time of the interview. Fran completed high school and one year of 

college. Fran began "social smoking" at age 16, influenced by peers. She has smoked for 

seven years. Prior to pregnancy Fran smoked three cigarettes a day and at the time of the 

interview she reported that she smoked ten cigarettes per day. Fran quit smoking with her 

first baby when she found out she was pregnant. She was motivated to quit because 

cigarettes began to taste bad and to prevent harming her baby. After having each baby 

Fran breastfed and delayed her return to smoking for several months. Fran justified 

smoking because it provided benefits. She was concerned that her children's health may be 

adversely affected by second hand smoke. She was also worried about the example she 

and her husband were setting for their children. She smoked outside and she was off 

limits to her children while she smoked. 

Interveiw #6; Gerri 

Gerri was a 26 year old single mother with two children. Her youngest child was 6 

months old at the time of the interview. Gerri was a high school graduate who attended 

a vocational college program. She started smoking when she was 20 years old; she was 

exposed to smoke and smokers at her job in a bar. She had been a smoker for six years. 

Before becoming pregnant and at the time of the interview she smoked one pack of 

cigarettes per day. She bottle fed both children. She quit smoking during both pregnancies 
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because it made her feel ill and for the health of her babies. Gerri returned to smoking 

within days of delivering each of her children. Gerri reports that smoking has a calming 

affect on her when she experienced stress, it allowed for a break, satisfied her cravings and 

filled a void (especially following a meal), and was a weight management strategy. 

Although Gerri denied feeling guilty when she resumed smoking, she did report that she 

felt bad because she did not want to jeopardize her own health or the health of her 

children. She also worried that her smoking would result in her children becoming 

smokers. Gerri smoked outside, changed her shirt after smoking, and washed her hands to 

protect her children from smoke exposure. She indicated that she thought about quitting 

smoking but did not have a plan to do so. 

Interview # 7: Heather 

Heather was 26 years old, married, with two children. Her youngest child was 11 

months old at the time of the interview. Heather started smoking when she was ten years 

old and was influenced by a friend. She had smoked for 16 years. Prior to her first 

pregnancy she smoked two packs per day. At the time of the interview she smoked a half 

a pack a day. She completed the GED and attended a technical college. Heather's spouse 

was also a smoker. Heather was a teen when she became pregnant with her first baby. 

She quit smoking upon finding out she was pregnant because she was afraid that she 

would seriously harm her unborn baby. After her first delivery Heather returned to 

smoking immediately. Returning to smoking resulted in pleasurable feelings for Heather 

and she articulately described benefits she derived from smoking. After delivering her 

youngest, Heather delayed smoking for two weeks because she was breastfeeding. She 
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stated that she was becoming more concerned about the effects of smoking on her own 

health, worried about being around to see her children grow up, and believed that she 

should quit. Her son pressured her to stop smoking, and shared anti-smoking information 

with Heather that he received at school or saw on television. She worried about exposing 

her children to environmental tobacco smoke, so both she and her spouse avoided 

smoking in the house or the car. Heather was concerned that she provided a poor 

example to her children, and was afraid that they too will eventually smoke. 

Interview # 8: Isabel 

Isabel was 24 years old, with two children. She was engaged and living with the 

father of her youngest child who is also a smoker. Her youngest child was four months 

old at the time of the interview. Isabel completed high school, and was not working 

outside the home at the time of the interview. She started smoking when she was 16 years 

old, because all of her peers smoked. She has been a smoker for six years. She stopped 

smoking during both pregnancies because she was concerned about the welfare of her 

unborn baby. Isabel returned to smoking shortly after having each of her children. She 

was influenced to go back to smoking by easy access to cigarettes, being around other 

smokers and stress. She breastfed both infants, and continued to smoke lightly throughout 

the time that she used breastfeeding as feeding method. She avoided smoking in her house 

or her car to protect her children from exposure to environmental tobacco smoke. She 

has thought about cessation but was not ready to quit permanently at the time of the 

interview. 
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Interview # 9; Janet 

At the time of the interview Janet was 24 years old, and had three children. Her 

baby was seven months old. Janet was engaged and living with her partner who is a 

smoker. She was currently not working outside the home. Janet completed high school 

and one year of college. Janet started smoking when she was 12 years old. She was 

influenced by a sixteen year old aunt. She has smoked for 12 years. Before pregnancy she 

smoked one pack of cigarettes per day and she currently smokes 10-15 cigarettes daily. 

Janet stopped smoking for all three pregnancies for the health of her unborn baby. She 

returned to smoking after each child was born. Janet expressed that stressful events, being 

around others who smoked and easy access to cigarettes have influenced her return to 

smoking. To Janet, smoking represented a break from her busy life with three small 

children, and a strategy to reduce tension. She reported that she and her partner smoked 

in the house and she did not believe that the children would be affected by second hand 

smoke as long as they were not breathing the smoke directly. She stated that eventually 

she will probably quit smoking. 

Explanation of the Grounded Theory 

The core categoiy identified in the grounded theory is the basic social process of 

Going Back: Regaining Solace, Sanity and Self. Figure 1 illustrates the process identified 

in this grounded theory study. There are six stages in the process. Being a Smoker, 

Imperative to Protect: Stopping Smoking During Pregnancy For the Baby, Life in Flux: 

Experiencing Stress in the Postpartum Transition, Going Back: Regaining Solace, Sanity 

and Self, Considering the Negative Consequences, and Extending Protection. The model 
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Smoking 
Triggers Being a Smoker Stage One 

Imperative to Protect: 
Stopping Smoking During 

Pregnancy for 
the Baby 

Stage Two 

Life in Flux: 
Experiencing the 

Postpartum Transition Stage Three 

Going Back: 
Regaining Solace, 

Sanity & Self 
Stage Four 

Considering 
the Negative 

Consequences 
Stage Five 

J L 

Extending Protection Stage Six 

Figure 1. The basic social process Going Back: Regaining Solace, Sanity and Self 
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is presented in relation to the stages in the process of women returning to smoking after 

quitting during pregnancy. 

In Stage One Being a Smoker, characteristics of women's experiences as smokers 

and situations leading to smoking behavior are described. These factors provide a context 

in part, from which the process evolves. In Stage Two Imperative to Protect: Stopping 

Smoking During Pregnancy For the Baby, the woman who is a smoker becomes pregnant 

and is primarily motivated to stop smoking to protect her fetus from harm. After delivery 

of the baby, women face various situations, and events that result in feelings of stress, and 

emotional distress. Women reported altered physical and psychological well-being. Thus 

the Third Stage Life in Flux: Experiencing Stress in the Postpartum Transition provides a 

context in which women return to smoking. 

In the Fourth Stage, Going Back: Regaining Solace, Sanity and Self, women 

return to smoking during the post delivery period. The return is one to their usual pre-

pregnant being as well as a return to smoking as a response to the usual smoking triggers 

(e.g. stress, being around other smokers). It is also a return to their usual way of dealing 

with daily life and stressors. In this stage the positive consequences of returning to 

smoking as women perceive them are addressed. Stage Five, Considering the Negative 

Consequences describes real and potential negative consequences women perceived as 

resulting from returning to cigarette smoking to themselves, and their children. The final 

stage Extending Protection describes women's strategies to protect their children, and 

themselves, from the dangers of cigarette smoking. Data excerpts will be provided 

throughout the explanation of the grounded theory to substantiate concepts. To facilitate 
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dependability and confirmability, the interview label, page number and line number on 

which the data excerpt is located is provided. 

Stage One: Being a Smoker 

The process of Going Back: Regaining Solace, Sanity and 5^//begins within the 

personal historical context of women of childbearing age being smokers before pregnancy. 

Being a smoker is defined as experiences and characteristics of being a woman who 

smokes. Figure 2 presents Being a Smoker. There are five conditions in Stage One that 

represent characteristics of Being a Smoker. These conditions are Becoming a Smoker. 

Amount Smoked. Reasons to Smoke. Identifying With the "Smoker" Persona, and 

Smoking Triggers. Each sub-category representing the context of Being a Smoker will be 

described. 
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Figure 2. Stage One: Being a Smoker 

Being a Smoker 

Becoming a Smoker 
Women became smokers during preteen, teen or early adulthood. 
Influenced to initiate smoking by peers (Friends, or relatives). 
Begins the trajectory of eventually being a childbearing woman who 
Smokes 

Amount Smoked 
A characteristic of being a smoker is the amount and frequency of 
smoking behavior. 

Reasons to Smoke 
Women smoke for various reasons; they enjoy smoking, they are 
dependent on cigarettes, and habit. 

Identifying With the "Smoker" Persona 
Women either see themselves as "smokers" or deny seeing 
themselves as "smokers". 

Smoking Triggers 
Various events, situations and psychological states are antecedents to 
smoking. Often women identified multiple triggers. Triggers include 
stressors, socializing with other smokers, exposure to 
other's smoking, taking a break, eating, drinking alcohol, and 
interpersonal conflict. 

Becoming a Smoker 

Becoming a smoker is defined as women's experiences of initiating smoking. This 

is the first step in the trajectory of being a smoker. The majority of the participants began 

smoking when they were preteens or adolescents. Two participants started regular 

smoking when they were in their early twenties. Friends influenced most participants to try 

smoking; one was influenced by her siblings, and one by an aunt who was four years older 

than she was, 

"And it was because I had a friend who was smoking. So she influenced me by telling me 
to try it so I did. But I really didn 't start smoking, smoking until I was sixteen." Amy (1-
13-20) 
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"Okay, I was about probably twelve years old, um, and I had a boyfriend who was 
nineteen. And he smoked, and um, all of his friends smoked, and um, it, I just started 
smoking when I got together with him, and you know took several times, of course, you 
start coughing and your like what are you doing to yourself. And then, it doesn't take 
very long and then you just like want the cigarettes. And so I was about twelve years 
when I started smoking..." Dianne (1-6-16) 

"Okay, um, I was 16 when I started to smoke and I remember one of my friends had got a 
pack of cigarettes and she, she didn 't smoke and she was like, she gave it to me (laugh) 
so and then we started going out, we went out a lot and [I was] basically a social 
smoker" Fran (1-9-13). 

"I started when I was about twenty and I started because I was around smoke a lot, I 
worked at a bar." Gerri (1-5-7) 

Participants described starting smoking because they thought it was a "cool" thing to 

do. They wanted to fit in with the rest of their peer group. 

. .yeah my sisters being you know younger than me, my God, they 're young and they 're 
cool. And they were in, they were going to fraternity parties, and they're in high school, 
and I'm in college and I'm thinking, I'm doing... .something wrong. So I just wanted to be 
cool with them, and and, you know, and the sad thing is we all still smoke " Barbie (11-
291-302) 
"I had a lot of friends that was...we just tried it out and from there on it was the cool 
thing to do and then I found out I couldn't quit. And now...it was... it was still cool when 
I was 13 so I was still doing it to impress my friends..." Heather (1-13-17) 

"I just thought it was cool that I could smoke and not have my mom, you know, 
influence me whether, you know, not to do it." Amy (3-75-77) 

To summarize, participants in this study initiated smoking during their preteen and 

teen years or in their early twenties and were influenced to try smoking by peers. Many 

began smoking to fit in with their peer group. For all women in this study smoking was a 

well estabUshed behavior by the time they became pregnant. 
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Amount Smoked 

Initially participants smoked lightly and described their smoking as being "social", 

but progressed to regular smoking by the time they became pregnant. Over the course of 

the participant's lives and their childbearing years the amount smoked tended to vary. 

This data excerpt from Amy illustrates the progression of smoking from a pack a week 

after initiating smoking to a pack a day that she smoked at the time of the interview. 

"It definitely wasn 't a pack of day. It was probably a pack a week, if, if that 
Yeah, it was like a pack a week." Amy (6-148-149,153) 
Oh after I moved out. Um oh that was probably about half a pack a day. I probably .. 
It's, it increased. Um..Probably more to closer a pack a day. I've never really been over 
that." Amy (6-163-164,7-182,186-187) 

Barbie described a different pattern of smoking. Over time she has decreased the amount 

she smokes. 

"I used to smoke a pack a day. That was the max though." Barbie (63-1848-1849) 
"Oh yeah, I used to smoke a whole pack and then I had to cut back." Barbie (63-1853-

1854) 
"Normally I'm not, um, I don't have time. I've got her, you know, I told you I don't 
smoke around them, I don't smoke, like I don't even bring it with me when I go 
anywhere." Barbie (64-1862-1865) 

"And I think because of the time of my life. It was just very stressful, I had a husband, I 
was unhappy, and, I smoked a whole pack then." Barbie (65-1891-1893) 

"I only smoked, but sometimes five cigarettes a day cause I don't have time. Like I said 
I've got, I'm busy, I'm doing things, so it's like, it's just a reward every now and then. 
Um, which is great cause I'm not spending as much as I used to cause I don't buy a pack 
a day." Barbie (67-1900-1906) 

As a college student Dianne reported that she smoked significantly more than she did prior 

to becoming pregnant. 

"So um I continued to smoke probably like at the max like five cigarettes a day. And 
then I came to col, I came here, to college. And, I started smoking a lot. I smoked like 
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two packs of cigarettes a day, I was, it was really bad, I'd wake up in the middle night 
craving cigarettes and smoking in the middle of the night, and, and it just got really 
awful. And, um, and then I moved back home for the end of a semester, and I dropped 
out of school for a little bit. Moved back home and slowed down my cigarette smoking 
and probably like half a pack of day" Dianne (3-72-84) 
"And before I got pregnant probably ten a day." Dianne (48-1363,1367) 

The amount each participant smoked varied. Various aspects of their lives were identified 

as influencing smoking behavior. Stress and being around others who smoked for example 

was associated with increased smoking by the participants. Being busy and moving home 

with parents was described as being related to decreased smoking. 

Reasons to Smoke 

Participants in this study expressed beliefs about why they smoke. Some believed 

smoking is a habit, others believed that smoking is an addiction. For some women 

smoking represented both a habit and an addiction. What women feel and believe about 

smoking is a characteristic of being a smoker. 

"It is a mental thing. You know, it's a habit, habit forming" Barbie (76-2155-2156) 

"Probably habit, not just boredom, probably habit. I either, I feel like I either eat or I 
smoke (laughing). So, I'll smoke " Gerri (30-908-911) 

Several participants doubted that they would have withdrawal symptoms if they quit or did 

not smoke for a while because they believed that smoking was a habit, in other words 

something done routinely often while doing other things. 

"I think it's more like a habit. ...I don't think that physically I would have any 
withdrawal, I guess. I think it's just, I would have more of a hard time, like, I'm on the 
phone, and I should be smoking right now..." Amy (54-1537-1544) 

" I think it's a habit cuz I'm...I don't think if I don't have one for all day long I'm not 
like, oh I'm going through withdrawals, I got to have one, I don't get withdrawals, I 
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don 'tfeel like I have to have one, it's just more like a habit, it's nice to have one." 
Isabel (6-179-183) 
Participants indicated that they were addicted to cigarette smoking. Some felt that they 

needed to smoke. 

"I'm thinking well I'm still, obviously I'm still addicted to it, cause even a good stress 
will make me have a cigarette" Barbie (77-2219-2221) 

..and you know you 're addicted to the chemical, cuz like I say you wake up in the 
morning your nasty.." Heather (3-64-65) 

"And, it's a physical thing because like I said I feel that I need to do this 
to have my sanity " Barbie (26-748-27-752) 

"Cause it is so addictive. It's a so I don't know I just felt like I had to [smoke] I can't 
really explain why" Gerri (7-190-192) 

Several participants reported that they smoked because they found it enjoyable. Smoking 

was something to do with friends and had positive benefits such as being associated with 

relaxation, and a break. 

"I just feel like, I love to smoke. I just love smoking. Everything about... I just like to 
do it, and it's relaxing, it gives me my time out, and so, I don't really know how to how to 
explain except for that I just thoroughly enjoy it." Amy (5-115-123) 

7 enjoy it. It just...don't enjoy it, before, the smoke, you can puff out, I don't know, not 
too much, but most enjoyable, also I am relaxed when I am smoking a cigarette I enjoy 
it.." Cathy (5-154- 6-157) 

"..because usually it's one or two cigarettes and its a good friend, just enjoyable..." 
Cathy (5-144-147) 

In summary women reported smoking for several reasons including that it is enjoyable, a 

habit and an addiction. Women's beliefs and sentiments about smoking emerged as a 

characteristic of being a smoker. 
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Identifying With the "Smoker" Persona 

For several participants being a smoker was described as being part of their 

identity. They referred to themselves as "smokers. 

"It's me again. I feel like it's part of me. The fact that I smoke, it's, it's part of who I 
am" Amy (16-462) 

"Yeah I'm a smoker (laugh) I mean everybody that I know knows that I smoke..like when 
we go to Laffs they ask us if we want a smoking show or a non smoking show, you know a 
smoking show because we're smokers." Isabel (40-1202-1203,1208-1211) 

". ..So I knew smoking after pregnancy with the girls that I would be a smoker." Barbie 
(23-653) 

"I can stop I can not smoke for five hours if I had to, but I am still technically a 
smoker...'" Barbie (26-735) 

" Oh yeah, oh yeah I smoke. I ...I...if I go into a restaurant I hope they have a smoking 
section. I...I do see myself as a smoker" Janet (33-988-991) 

In contrast several participants indicated that even though they smoked they did not 

consider themselves "smokers". For these participants being a smoker was associated 

with a negative image that they did not fit. 

"No I don't [consider myself a "smoker"] (laugh). I am but I don't see myself as a 
smoker. Because I haven't smoked since I was a teenager, my parents weren 't 
smokers, I didn't grow up in a smoking home, I don't have to smoke all day, I don't 
have to, I'm not one of those people that's like God I've got to have a cigarette you 
know, I never say that that never comes out of my mouth, I don't have to rush to 
have a cigarette every time something goes wrong, or I don't, I don't know I think 
smoking out in the hot is just disgusting I, If, if people can do that, I don't smoke in 
the car, and 1,1 guess that's why stupid reasons, cause I am a smoker (laughter)." 
Gerri (19-563-585) 

"No, I don't actually. A lot of people don't know I smoke because they don't see me as a 
smoker either..... I don't, a lot of them, a lot of smokers you can tell that they smoke, 
usually yellow teeth or...or their, their hands, you can tell by their fingernails, their teeth, 
how they smell, I don't know there is just something that you can tell, like if they have a 
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preference over a different mate, you can kind of tell. Or if they 're married you can kind 
of tell, it's hard to explain, they just have a look about them that they smoke." Heather 
(27-814-815, 28-846-853) 

In summary several participants identified with the identity of a "smoker". When these 

women returned to smoking after delivery they reported that they felt a part of themselves 

return. Others saw that being a "smoker" had negative connotations that they did not 

identify with even though admittedly they smoked. 

Smoking Triggers 

Smoking triggers are defined as events, situations and psychological states that 

women identify as leading to smoking before, during and after pregnancy. Smoking 

triggers were described as being antecedents to smoking behavior. Women described 

experiencing multiple triggers. For instance, under stressfiil circumstances stress may 

induce smoking, and in another situation having a glass of wine with friends may lead to 

having a cigarette. Triggers are in part the conditions under which smoking occurs. Many 

of the participants in this study reported that stress, the response to stressful events and 

situations, was a significant reason that they smoked cigarettes. Smoking helped women 

deal with stress, and some reported feeling that smoking provided comfort. 

"Stress. Stress definitely, you know. My grandmother just passed away and I was like 
you know just smoking and.....It's kind of comforting." Amy (31-886-31-893). 

"...when I was really stressful when I came to America I started smoking a lot. So when I 
can't control oh gosh very stressful..." Cathy (3-67-68) 

.. usually, when I start smoking it was stress, provocate [provoke] it. And um the one 
thing I know I try to work on, I never tried to have deal with stress with no cigarette 
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(baby fussing) so in like in my mind it was for it was for stress, or stress, I need to take a 
cigarette..." Cathy (21 -631-640) 

"...or I get nervous or anything it's like I just smoke the whole time I'm thinking I just 
keep smoking and it doesn't solve the problem it just feels like something I need to do I 
don't know I just that's my craving right when I get stress out that I feel the craving to go 
smoke." Gerri (13-391-401). 

Fran described job related stressors that led to smoking. 

"...just my job alone, my job. I'm a caregiver, a CNA. So I take care of Alzheimer's 
people. We have 2 houses, 10 in one house and 12 in another house and days when I'm 
by myself and working with 10 people trying to keep them together is ohhh, goodness I 
need a break, (laugh) so I try to sneak out and smoke a cigarette when I'm stressing." 
Fran (19-556,565-572) 

Some women reported that significant events caused them to relapse to smoking in the 

past when they had made quit attempts that were not associated with pregnancy. 

"..Usually it's something pretty significant. It's never been noth[ing], for to me, I guess 
to me it's pretty significant. That started me to smoke again. It hasn't been like just I 
just feel like smoking. Usually it's something somebody dies, somebody pulls a gun out 
on me. I'm going crazy, and feel like I'm going to go insane, for things that are going on 
in my life. I was raped once, that started me smoking again " Diane (46-1316-1325). 

Another smoking trigger that women identified was socializing with smokers or 

being around other people who were smoking. Exposure to others smoking, smelling the 

smoke, seeing others smoking was a strong trigger for some. Easy accessibility of 

cigarettes in the environment was also identified as influencing smoking behavior. 

" I think it's just being around them [other smokers]. They 're smoking, you can smell it, 
you can see it, that they are smoking and I think it triggers something. Like oh hey, you 
know it 'd be easy for me to just have a cigarette " Isabel (24-724-727-731-732) 

"It's just yeah, just seeing yeah okay they are free to do I that and I wish I was that 
person right then [smoking a cigarette] and there you know, so yeah it's just the smell. 
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just the you know, the feeling that I know that I would get if I just hit it one time" Fran 
(35-1047-1051) 

"No matter what you 'II smell it and you 'II want it, there is always that craving I've heard 
that from people who have quit 30 years ago and they say every time they smell a 
cigarette they still crave one..." Heather (27-799-28-802) 

" I wouldn't go down to the store and buy cigarettes...I'd stay here, I'd wait until he [her 
fiance] got home... and if he had a cigarette then I'd smoke a cigarette, but I wouldn't it 
didn't matter how much money I had I still wouldn't go get them..." Isabel (20-607-608-
21-616-618) 

"...If they are smoking in the room then you know that there are cigarettes within reach 
then it would be just that easy to have one..." Isabel (33-1005-1007) 

Women reported that socializing with smokers prompted them to smoke. Smoking is 

enjoyable; something that friends can do together while relaxing. 

"...when I came back to school I still continued to smoke like that unless it was with my 
group of girlfriends, which one of them smoked, and we would smoke a lot. You know, if 
we 'd go out at night to the club or something, we would smoke way too much." Dianne 
(4-90-94) 

"Socializing. Especially with people that smoke. You know, ..A lot of my friends smoke 
so they come around and we hang out in the garage and we smoke." Amy (31-884) 

"...at least I have company out there while I'm out there smoking too you know, have a 
nice little talk then go back to your house." Fran (22-659-661) 

Several participants indicated that if they were not around others who smoked they would 

not be inclined to smoke themselves, 

"but I didn't plan on keeping on smoking because I was kind of secluded to myself it was 
just me here and my kids and 11 wasn 't going to be around all my old friends and 
everything and that's really what gets me smoking and then once my friends started 
coming over and they'd sit on my door step and start smoking and I be like I have to get 
him to watch a movie so I can go out and smoke." Gerri (21-619-637) 

" if nobody around smoking I don't smoke." Cathy (15-454-455) 
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Smoking was associated with taking a break both at work and at home. Women 

would reward themselves by smoking a cigarette after an accomplishment or completing a 

task. 

"Like the other day I made curtains with my hands, I have a sewing machine, ...And then 
I'm thinking, and I fit it, or I finished it, and I'm thinking okay I'm going to go have a 
cigarette cause it's a reward. So then, if I do something good, I just don't know what I 
am I going to reward with myself." Barbie (55-1591-1603) 

"...like if I finish cleaning my house or something I go reward myself with a cigarette, go 
sit outside and smoke I'm done with everything, everything is done, I'm relaxed now I 
can smoke." Gerri (16-475-481) 

Gerri describes that smokers at her workplace are given more break time than non-

smokers. Taking a break in her workplace is associated with smoking for her. 

"and at my work if you if you get you smoke, you get smoke breaks... .if you don't you 
just get one break,... .So you get one thirty minute break, but if you smoke you get two 
fifteen minutes on top of it, three breaks, (inaudible)...Yeah, so it's an advantage to 
smoke (laughing)." Gerri (15-449-463,16-467-468) 

Barbie describes how smoking a cigarette allows for a break. 

..when you 're in when I was in school, I study thirty minutes okay I can take a break 
now. It was like taking a break. And I think that um, with my job, it's like you have to 
take a break.. .A cigarette to me is aaa break release Barbie (25-694-698,709) 

Interpersonal conflict and the resulting anger and emotional upset were 

described as leading to smoking by several women. 

"..if I have had a really bad day with my son's dad, he doesn 't call very often but I[fJ he 
has called and I've had an argument with him or something and he's just made me so 
mad and I feel like throwing something....I guess it's easier to just go and have a 
cigarette, take five, take a little walk, relax, breath...Isabel (25-752-761) 
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"when I have some kind of confrontation of any sort or I get nervous or anything it's 
like I just smoke the whole time I'm thinking I just keep smoking and and it doesn 't 
solve the problem it just feels like something I need to do " Gerri (13-391-398) 

Conflict about the participant's smoking also prompted women to smoke. Pressure on 

women to quit smoking from spouses, or other family members led women to express a 

desire to smoke or even increase their smoking behavior. 

"...lam very stubborn and very, um, I've always been very stubborn and very rebellious 
in a way, and so when other people tell me to quit smoking it makes me want to smoke 
more. 
And when he rides on me about smoking, 1 want to just light up. 1 don't even, it's, I 
don't want to hear it." Amy (56-1617-57-1631) 

"my husband nagging me to stop because that's not going to work...just give me a 
cigarette, (laugh)...Oh yeah, it's like okay, whatever just give me a cigarette and go in 
the room. You don't have watch me smoke." Fran (28-841-849). 

Drinking alcohol or eating was also identified as a smoking trigger by several 

participants. 

"..my friend he brought a really good bottle of wine and we went outside with the glass 
after I put my baby to the bed still he was sleeping, and um it was enjoyable with the 
glass of wine.." Cathy (15-441-445) 

"..One thing I was smoking maybe more when I went out when I drink." Cathy (2-41-

43) 

"If there's food there, yeah I'll eat it and then I'll go smoke a cigarette." Fran (37-
1122-1123) 

"I feel satisfied after a cigarette especially if I've eaten and I smoke I feel like 
something that some void had been filled somehow I don't know it feels like I need it 
after I eat and I do it and I'm satisfied." Gerri (12-370-13-376) 
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Many situations and events prompted women to smoke. Women identified that 

stressful circumstances often resulted in smoking. Likewise, when women were 

socializing with smokers or were exposed to others smoking in the environment, they 

were more likely to smoke as well. Smoking represented a break for participants both 

at work and at home. Break time signified a time to smoke. Several participants 

reported being prompted to smoke after accomplishing a task, as smoking was viewed 

as a reward. Interpersonal conflict triggered smoking for some. Several women 

reported that when others pressured them to quit smoking this resulted in them wanting 

to smoke more. For some, drinking alcohol or eating resulted in the desire to smoke. 

In summary, Stage One, Being a Smoker begins the process of a women who is 

a smoker becoming pregnant, choosing to stop for the benefit of the fetus and then 

returning to an established behavior. Five subcategories representing characteristics of 

being a smoker and conditions that influence smoking behavior were identified in the 

first stage; Becoming a Smoker. Amount Smoked. Reasons to Smoke. Identifying With 

the "Smoker" Persona, and Smoking Triggers. 

Stage Two: Imperative to Protect: Stopping Smoking During Pregnancy For the Baby 

The second stage in the process of Going Back: Regaining Solace, Sanity and Self 

continues with Imperative to Protect: Stopping Smoking During Pregnancy For the Baby. 

In this stage the woman who is a smoker becomes pregnant. Imperative to Protect: 

Stopping Smoking During Pregnancy For the Baby is defined as the woman stopping 

smoking during pregnancy, primarily for the unborn baby. Women stop smoking first and 

foremost to protect the fetus from harm perceived to be related to cigarette smoking. The 
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context of stopping for pregnancy includes factors that influence women to quit smoking 

as well as their experiences of stopping during pregnancy. Additionally, various situations 

that facilitated or hindered stopping smoking during pregnancy were identified. The 

subcategories of Stage Two Imperative to Protect: Stopping Smoking During Pregnancy 

For the Baby are Stopping For the Babv: Protecting the Unborn Baby from Harm. The 

Experience of Stopping, and Facilitating and Hindering Factors are shown in Figure 3. 

Figure 3. Stage Two: Imperative to Protect: Stopping Smoking During 
Pregnancy for the Baby 

Imperative to Protect: Stopping Smoking During Pregnancy For 
the Baby 

Stopping For the Baby: Protecting the Unborn Baby From Harm 
Stopping smoking to prevent harming the fetus. 
Motivated to quit primarily for the unbom baby's well-being-
not for own health. 

The Experience of Stopping 
Timing of stopping during pregnancy. 
Ease of stopping smoking during pregnancy. 

Facilitating and Hindering factors 
Not having cravings or withdrawal symptoms. 
Having complications of pregnancy. 
Limited contact with other smokers/avoiding exposure to smoking. 
Feeing Ill-moming sickness/Cigarettes tasted bad. 
Being distracted by pregnancy. 
Interpersonal influences. 
Media influences 
Factors that Hindered Stopping 
Experiencing various stressors and stress made stopping hard. 

Withdrawal symptoms and cravings. 

Stopping For the Baby: Protecting the Unbom Baby From Harm 

Upon discovering they were pregnant, women in this study decided to stop 

cigarette smoking. Participants were aware that cigarette smoking could cause 

complications of pregnancy and have deleterious effects on the fetus. Women viewed 
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quitting for pregnancy as the "right thing to do", and saw stopping as a way of caring for 

the unborn baby. 

"I was pregnant, very excited, didn't want to hurt the baby, I mean I wasn't, not only 
quitting smoking. It was eating right...Didn't even want to wear tight pants. I mean I 
was just really like wanting to make sure I did everything right." Amy (8-241-222) 

"you know it's the right thing to do so it's just, cause I told you my stomach was not sick, 
I could smell it[cigarette smoke] it was not a big deal, but it made me, um, I just had to 
do the right thing. And it was so easy to quit knowing you had a baby inside of you and 
knowing you know it was my first, so I was like really careful, right." Barbie (14-348-
354) 

Cathy described why she quit smoking during pregnancy. She also shared her reaction to 

a pregnant woman she saw smoking at a gas station. Her response, even though she too is 

a smoker, was one of disdain for the woman's lack of concern about her unborn baby's 

well-being. She also described how smoking during pregnancy is not considered the social 

norm. Several participants reacted strongly when they observed other pregnant women 

smoking. 

"the baby health, I wanted him to be health[y], and I didn't know, you know, how, so it's 
a new life, it has to be healthy, and um, I just, I don't want to kill him with the cigarettes 
at all, and um, you can't smoke around the baby, you can't, you can't, and if you know 
you 're pregnant, one time I saw the girl in gas station she was smoking and she was 
probably seven or eight months, um pregnant, and um, the one reaction was like drop it, 
what are you doing to your baby, and it doesn 't matter how many of them you have, you 
can't smoke or drink, it's a new life... 
I was like thinking, to go and just, I don't know, take the cigarette out, and shake her 

and do you understand what you 're doing ? That's what it is, and it wasn't just me, there 
were people around who was there that time, they were surprised and they was looking at 
her, because it's not normal, and she was with her husband, they want, they want to buy 
some beer, so there's nothing to say, that's it, you can't change people lives, but they 
don't realize they have another life in, inside them, and they don't want, even think about 
it, not right at all, not right." Cathy (7-205-8-218,223-235) 

Participants described how being pregnant provided a good incentive to stop smoking. 
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"I had a good incentive I was pregnant I didn't want to harm my [baby's name], so um, 
so I di, I di, you know, I just did it, just had to. Um, and I quit" Dianne (5-125-128) 

Fran had experienced several pregnancy losses prior to pregnancy with her second child. 

These losses enhanced her desire to have a healthy baby. 

"I wanted her...I wanted her so bad so it's either cigarettes or my baby so as soon as I 
found out I was pregnant I stopped, no questions, no nothing, no (inaudible) I was more 
concentrating on my pregnancy, my baby, you know, the health." Fran (10-290-294) 
"Actually because I wanted her so bad, I just... it was easy for me to just stop, because 
you know, 1 knew the risk in you know smoking while being pregnant and the health of my 
baby was more important than you know what I wanted." Fran (10- 299-303) 

Heather was a teen with her first pregnancy. She was aware that cigarette smoking could 

damage her fetus, however she did not have accurate information on the effects of 

smoking during pregnancy. Nonetheless her concern about the outcome of her pregnancy 

motivated her to quit. 

"So I didn't know a lot about the effects of cigarettes on babies so I was very, very 
scared of birth defects, um handicapped. I was really scared that my kid was going to 
come out (laugh) I was really scared my kid was going to come out... .1 was like I better 
quit, you know, like right now because I didn't know what the effects were on my own 
body let alone what it was going to do with him." Heather (4-112-119) 

Another participant on the other hand was aware of specific problems that smoking during 

pregnancy is associated with. 

"wm well I heard that smoking causes colic and I heard that it causes or it's an aid in 
SIDS um they do have asthma and I was just scared of all those things. So I quit and I 
don't know just the thought of the baby being in there and smoking with me just kinda 
creeped me out." Gerri (3-81-87) 

Women stopped smoking during pregnancy primarily their unborn baby, not for 

their own benefit. Stopping smoking fw the baby sets the stage for going back to smoking 
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when protecting the unborn baby is no longer an imperative. Several participants described 

that the unborn baby provided the chief motivating force to stop smoking for pregnancy. 

"it it was because it wasn 'tfor my own health and my own benefit, it was for the baby's 
benefit is why I quit." Amy (34-991-992) 

"it was easy I think because it it wasn't about me, you know. Like everyone says oh it's 
bad it's bad for you, yeah, I know, I know. And, I guess I don't care. Or, if I did care, 
I'd quit." Amy (33-666-34-968-970) 

"That was my main...motivation... was my baby". Dianne (9-244,248) 

"I was more concentrating on my pregnancy, my baby..." Fran (10-293-294) 

Participants saw stopping for the baby as being unselfish. 

"Yeah, because obviously when you 'repregnant your, you got to um, not, like I said it's 
being unselfish." Barbie (60-1703-1705) 

"...you do all these things for, for cause you have this baby growing in you and stuff... " 
Barbie (60-1709-1710) 

Another woman shared how the responsibility for caring for her unborn baby motivated 

her to stop smoking. 

"I'm responsible for somebody else's health now. I don't think that it was I don't feel 
like I quit smoking. I felt like my son quit smoking, you know what I mean ? " Heather (6-
154-157) 
In discussing Fran's plans in regards to smoking in the future, Fran shared how permanent 

cessation would have to take place in the context of desire to quit for self and not for 

another reason such as pregnancy. In her mind stopping for pregnancy was temporary 

because it was not done for self 

"/ don't want to quit and start back again and 1 don't want it to be a reason that okay 
that God I hope it's not being pregnant again (laugh) Two's enough, thank you God for 
two but that's enough. I don't want that to be a reason you know for me to stop again 
because I know probably I'll start back, but I wanted to just stop on my own. Terms. 
(child speaking) And I just want to stop on my own terms when I feel like okay, it's time 
to stop." Fran (27-824-28-832) 
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To summarize, in the first subcategory Stopping For the Baby: Protecting the 

Unborn Baby From Harm women stopped smoking during pregnancy to avoid exposing 

their unborn babies to the harmful effects of cigarette smoking. Participants viewed 

stopping as the right thing to do-an imperative. The motivation to stop was driven by 

concern not for their well-being, but for the welfare of their unborn child. This action was 

viewed by participants as being unselfish and necessary. Stopping for the baby versus for 

self created a context in which Going Back: Regaining Solace, Sanity and Self occurred. 

The Experience of Stopping 

Women in this study stopped smoking during pregnancy motivated by the welfare 

of their baby. Some stopped abruptly and others continued to smoke for a while before 

quitting. 

"....so as soon as I found out I was pregnant I stopped, no questions, no nothing " 
So, I just stopped that day I found out I was pregnant.." Fran (10-291-292,11-312-313) 

"I got pregnant and I had, I will won't ever forget I had two packs of full cigarettes. 
One, like had two cigarettes out of it, one pack had two cigarettes out of it. And, I took 
the pregnancy test and saw it was positive and just crumbled up the one box that was 
open and gave the other box to my girlfriend who smoked. And just quit then." Dianne 
(4-95-102) 

Several women finished off the cigarettes that they had before stopping. Barbie explains 

that she was uncertain about the effects of smoking during early pregnancy. 

"I had been smoking 1 was pregnant for like two months now, you know 
what I mean, so 11 didn 't think it would hurt the baby. I knew, you know, that they find 
out more about, but, at the time eleven, my son is eleven, you didn't know at what point 
you could hurt the the baby. You thought that in the beginning of the, it was still okay. 
It's when the baby was ... obviously now they they don't know exactly at what point a 
pregnancy it's going to effect. So the older I got, the more mature I got, the more I 
realized... So with the first time I did finish that pack....." Barbie (16-434-453) 
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Some reported that stopping smoking for subsequent pregnancies was more difficult than 

stopping for the first. In some cases stopping in later pregnancies was gradual. 

"I don't know, I think the first time I was pregnant even though I'm the first child, first 
child syndrome, you worry about every little thing and then the second time you 're like 
I've done this before and I'm sure it's okay and. I wasn 't as stressed, and I'm like 
pregnant and everything wasn't brand new..." Amy (20-559-565) 

"I just thought oh I'll finish them off. I knew I was going to quit, so I just had a few 
morel guess than that..." Amy (20-584-586) 

When Gerri was pregnant with her first baby she stopped smoking by gradually tapering 

down the amount that she smoked. She found stopping smoking for pregnancy very 

difficult. 

"It was not right after I found out but a little while after I found out... 
I tapered off..." Gerri (2-60-61,4-93) 
"It was very hard... so I, I, I just tapered it off like I wouldn't smoke a whole cigarette 
I would just smoke a couple when the cravings got really bad then I would, I would, I 
would give in to it.." Gerri (4-106, 4-122-5-126) 

To summarize, most participants in this study stopped smoking when they found 

out that they were pregnant. Often they were able to quit abruptly. Others stopped 

smoking gradually by cutting back on the amount that they smoked. 

Facilitating and Hindering Factors 

The majority of participants found stopping smoking during pregnancy relatively 

easy. Many factors that facilitated stopping for pregnancy were identified. For some 

participants stopping smoking for pregnancy was difficult. Several women were aware 

that they should stop for the benefit of their fetus but found stopping and remaining 

abstinent a challenge. Factors that facilitated stopping will be discussed first. Avoiding 
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places where cigarette smoking was allowed or lack of contact with others who were 

smoking made not smoking during pregnancy easier. 

"When we 'd go out, we, you know, we wouldn 't go to places where there was smoke " 
Dianne (11-308-310). 

"And then my other girlfriend who smoked moved away not too long after I found out I 
was pregnant and so I wasn't around people who smoked." Dianne (11-294-297) 

"And, when I went to work it helped that I use to work nights when I was smoking, for , 
then when I got pregnant, I worked days. So the same people I hung out with I was 
smoking, I didn't hang, I didn't get to hang out with in the day time." Barbie 59-1653-
1658) 

Several participants reported that they did not have withdrawal symptoms when they quit 

smoking for pregnancy, for them this eased the experience of stopping. 

"It was easy, in, in the fact that I didn 'tfeel like I was having nicotine fits. Or anything 
like that." Amy (9-249-251) 

"that's the funny thing when you quit you don't have withdrawals or like people who quit 
drugs or anything like that." Barbie (27-767-770) 

Having complications during pregnancy or having problems in previous pregnancies 

heightened participant's concern about preventing harm to the unborn baby and promoted 

stopping for pregnancy. Dianne describes her feelings when she was diagnosed with 

placenta previa. 

..the biggest things was I, was, they told me I had a marginal previa." Dianne (9-256-
257) 

So I start reading about marginal previas of course, and, and one of the things I read is 
that if you smoke you have a higher chance of having a previa. And that just killed me 
because I was smoking up until the time I found out I was pregnant. Which, you know, I 
was pregnant for a few weeks and I was still smoking. And when I didn't know it, so that 
really hit my heart that I may have caused this and you know what if something happens 
and when I started spotting then it just really I was really, you know, what did I do ? Why 
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did- was I why was I smoking ? And so, you know, it was real good motivation for me not 
to smoke. And after awhile it just kind of left my mind. I never really thought about 
it..." Dianne (10-261-276) 

Others described how experiencing complications in previous pregnancies, or having 

previous children with complications facilitated stopping during pregnancy. 

"I wanted a baby because um after my first one we umm, we got pregnant again in 
between and I miscarried. I had a fallopian tube pregnancy, tubal pregnancy and I had 
to have surgery for that and all that stuff and it just made me all "I want a baby " yeah, 
so me and my husband tried to have a baby after we miscarried and for like 6 month and 
we couldn 't had a baby so we gave up. We said you know, if it happens, it happens, and 
it happened, (laugh")Fran (10-277-286) 
" I wanted her...I wanted her so bad so it's either cigarettes or my baby so as soon as I 
found out I was pregnant I stopped, no questions, no nothing, no " Fran (10-290-292) 

"And I...and I quit, I didn 't want to have, mainly the reason is I didn 't want to have the 
medical problems that she had [her older daughter], even though I didn't smoke with 
her" Janet (18-533-536) 

One participant expressed how she responded when she found out she was pregnant with 

her son following a previous miscarriage. 

"Cause I didn't want to, you know I'd already lost a baby. It was seven years later, but.." 
Amy (9-234-236) 

It was like I didn't want to harm, harm the baby at all so I just had one because I was in 
shock that I was pregnant, and then, and then that was it... I just threw them away." 
Amy (9-240-243) 

Another participant described how having gestational diabetes resulted in fear about the 

outcome of her pregnancy. She did not want to add to the risk by smoking. 

"... Cause I already had. I had to take insulin when I was pregnant with the last couple 
of children. Never again...I had blood sugar really high." Barbie (68-1955-1957,1958-
1960, 69-1962) 
"So I was scared. That was very scary. Why, why would I want to um, smoke on top of 
that? Cause I was like, um, already you know not in good shape. So I, but, they assured 
that the baby would be fine. In fact, way back when they didn't let diabetics get 
pregnant." Barbie (69-1968-1973) 
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Women reported that the taste of cigarettes changed during pregnancy or that cigarettes 

made them feel ill. Some women experienced morning sickness, the nausea and vomiting 

that often occurs during the first trimester of pregnancy. This physical aversion to smoking 

facilitated suspending smoking behavior during pregnancy. 

"not really because it didn 't taste good so you know, um...it didn't, it wasn 't hard for me 
to stop that time because it was, you know, funny tasting" Fran (5-129-131) 

Participants described how cigarettes made them sick during pregnancy. 

"I think for me, I had um a really rough pregnancy and even though smoking, the 
thought of smoking made me sick or even looking at people who smoked." Barbie (1-14-
17) 

" Um when I got pregnant I still wanted to smoke but it made me sick, it made me feel 
sick, it made me feel nauseous, but then I would still crave it so that I would only smoke a 
little bit or half or a couple puffs and then put it out because a whole cigarette made me 
sick to my stomach" Gerri (2-44-51) 

Participants described that smoking became so aversive during pregnancy that they could 

not watch or be around other people who smoked without feeling sick. 

"I'd look outside with the smoking area and I'd sit inside the cafeteria and look out the 
window and see people smoking and it would make me sick." Amy (21-597-600) 
Just watching other people smoke would make me nauseous." Amy (21-604-605) 
It was like Oh uh. That was how bad it was. I was just like ooh, no cigarettes for me 

and if somebody smelled like it, it would make me sick so in a way my body makes it 
easier for me to quit." Amy (21-609-613) 

"...but it made me real sick to my stomach...! never had morning sickness but smoking 
made me feel sick. It upset my stomach real bad so I...I quit smoking due to health 
reasons and because it didn't sit well with me I guess, I ehh, I couldn 't even stand to be 
around people who smoked" Janet (2-86-87,91-92,3-96-100) 

Morning sickness also resulted in eliminating the desire to smoke during pregnancy. 
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"Morning sickness. So, I, that pretty much took a lot of my time. Especially with my first 
pregnan[cy] ...with [her baby's name]. I was very, very, very sick. And um..." Amy (10-
281-284) 

.. I mean just the smell of cigarettes would make me nauseous, and the thought of smoking 
would make me nauseous... " Amy (10-288-295) 

"...but the taste, and...and then when I had morning sickness, like before I know for a fact 
that I was pregnant, when I had morning sickness I was smoking a cigarette and I inhaled 
it and I was just like, (gagging)! was gagging, I was like oh this is just...this is bad so I 
put it out..." Isabel (3-86-91) 

Several participants reported that being consumed by thinking about the new baby and the 

pregnancy made stopping for pregnancy easier. 

. .just the whole, I mean it was exciting, you know, the fact that I never had a baby, and 
you know like 1 was constantly, you know, consumed with, you know, how my life's going 
to change, and what am 1 going to do, and what 1 need to buy, and. .."Amy (12-327-331) 
"how my body was changing. How I felt, you know, terrible. I hate being pregnant so 
I'm like an a\^ul pregnant person. Just everything about being pregnant I think I was 
just, you know, was reading, you know reading magazines on it and books on it, and you 
know, looking up everything there was to know about what how many days pregnant I 
was and what the baby looked like..." Amy (12-335-343) 
"... and you know all that stuff. 1 was just like all consumed with the baby and I didn 't I 
didn 't really have any hard times with it. You know as far as like I wasn 't constantly 
thinking like oh I really wish I could smoke right now..." Amy (12-347-351) 

''you didn't even think about the physical of the quitting smoking. There's so many other 
things going on in your..mind about who is the baby going to look like, or is it going to 
be a smooth pregnancy, cause this was the beginning of the pregnancy...with the first 
one, uh, the delivery, the whole stress of being pregnant is from the beginning. So you 
didn't even, I didn't even think about the smoking. I just knew, I'm supposed to not 
smoke" Barbie (28-798-800,804-807,-811, 29-812-814) 

"For me it was really easy. 1 mean, you have something new in your life, you have so 
many things going on, you never feel before and (laughing at baby, baby cooing) that's it 
and um I have nothing to think about than cigarettes, cause everything was new it was 
very interesting experience. An uh, didn't want, no, no I can kill the baby with the 
cigarettes at all." Cathy (22-651-659) 
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Women described that media messages influenced them to stop smoking for pregnancy 

and remain abstinent. Images that women saw on either television, or in advertisements 

elsewhere, made a lasting and meaningful impression on several participants. 

"You know cause you know, you see ads everywhere women, smoking, being pregnant 
and the husband smoking blah, blah, blah, that there's three of you smoking in this room 
and then you know so it's a a guilt feeling. Part of it was I just feel really guilty. And 
then even if nobody was around, I was home alone, and nobody would ever know I 
smoked, I'd still feel the guilt". Barbie (29-818-826) 

"I saw some movie on TV or I don't know what was it, um they was showing baby inside 
um then the woman started smoking the baby inside was how baby act and it was I don't 
know how they, they made those movies, but the baby wasn't happy at all. Kind of 
impressed me." Cathy (23-681-685) 

".. .you know and then you just switch in my head, where I see that picture that you see on 
TV where the uterus turns blue and you know that kept going through my mind... " 
Dianne (6-157-161) 

Interpersonal influences in the form of encouragement or pressure from others to 

stop smoking during pregnancy assisted with cessation during pregnancy. Several 

participants described how their spouses' desire that they stop facilitated their decision to 

do so. 

"...it wasn't hard for me to stop that time because it was, you know...and my husband 
wanted me to stop and I wanted to stop too..." Fran (5-130-135) 

"..my son's dad wanted me to quit smoking too, so that was...that was part of it...he 
asked me to and he encouraged me and he didn't smoke around me until, after my 
cigarette cravings went away..." Isabel (2-57-58-3-62-64) 

Other women described how partners would react quite negatively to smoking during 

pregnancy. 

"When I'm pregnant. He, he'd kill me. He would literally be, oh, irate, if I was to 
smoke." Amy (62-1803-1805) 
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Amy described that even when she was experiencing a stressful situation during pregnancy 

her husband would not allow her to smoke. 

"I wanted one so bad. And he he can contest to that, cause I like a just a big wreck on 
the day that we met and I was just like all I want to do is smoke a cigarette, and have a 
big old stijf drink right now, because I was just so mess messed up, and, but I didn't. 
Which is amazing, like, it's really amazing that I didn't. I thought for sure he'd be like 
okay honey just you know have, have one..." Amy (24-696-702) 
"Just have one, because I was like a basket case. But no, he wouldn't, he wouldn't let 
me. And I didn't, and I got through it somehow.'' Amy (25-705-707, 711-714) 

Some women reported being supported to stop smoking during pregnancy in positive 

ways. For example Barbie's partner also quit smoking while she was pregnant. 

"He[her boyfriend] quit too by the way...Let me tell you, he quit while I was 
pregnant.... The whole time. ..I, or if he did smoke I didn't see it. He was always.." 
Barbie (2-47,51,56,60-61) 
"Right I never saw him smoke so that was, that helped, it didn't, it helped me not get sick 
but I mean I didn't want to smoke " Barbie (3-65-67) 

Likewise, Cathy's roommate stopped smoking while Cathy was pregnant. Lack of 

exposure to smoking enhanced her ability to remain abstinent throughout pregnancy. 

"she dropped [cigarette smoking] when I was pregnant she was pretty good too she 
dropped so the same thing probably with her, um when she, if she has the company to 
smoke with, the same if I didn't go, she didn't go, so its kind of probably, if nobody 
smoking around than nobody going to smoke...so" Cathy (6-181-7-187) 

Participants described how their husband or partner supported their abstinence during 

pregnancy with encouragement. 

"I was married the second time so I had a lot of moral support" Heather (6-168-169) 
"He was very supportive...." Heather (13-390) 
"Um, he would, he would just you know like lots of flowers. He'd bring home a flower 
every once in a while. You 're doing so good, and he knows it's hard, he's been smoking 
for awhile too so he knows it's really difficult... "Heather (13-394-398) 
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" Well he 'd [her fiance] just talk to me, you know it only lasts for nine months and the 
morning sickness isn 't going to stay forever and...um you 'II be okay, you know, just relax 
and breathe and take a walk or go take a nap and he 'd talk to me and help me 
with...encourage me..." (Isabel 27-818-823-28-827) 

Several participants reported that stopping cigarette smoking for pregnancy was 

difficult. Being faced with situations that typically triggered smoking was problematic for 

some women. Amy described that she missed the "habit" of smoking while she was 

pregnant. 

"Um, it was hard habit wise, like for me, I talk on the phone I smoke a cigarette. I drive, 
you know, back when I would drive and smoke, you know, habits. You know I'd have hot 
tea in the morning and I would smoke a cigarette. So that habit was kind of like there 
was something missing". Amy (9-255-261) 

Others found stopping was difficult because of cravings or symptoms of nicotine 

withdrawal. 

"Awful. It was really hard. It was... Um, I, my hands would sweat. My fingers started 
turning yellow, um, 11 would shake, I couldn't sleep. Um, I would get headaches. Well 
plus, you know, I was pregnant. I was however far along pregnant, a few weeks. Um, my 
mood was really bad." Dianne (4-106-115) 

"No it was hard....It was very hard... Just the cravings and then (inaudible) 
I believe physical and mental like the thought of smoking something to do you know it 
seems like (inaudible) you think it relieves the stress or different things so I, I, I just 
tapered it off " Gerri (4-102-123) 

"Just the craving for me, I can't really put a finger on why I have to do it I just feel like 
I have to (laughing)." Gerri (12-359-362) 

Stressful situations were factors that challenged participant's ability to remain abstinent 

during pregnancy, 

"I went through a lot of stress. Uh I actually was pregnant with twins and lost one right 
away. And that was kind of like a shocker and I was having a lot of complications after 
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that. I don't know if that was because of the other, there was two separate sacks, and you 
know was two separate." Amy (23-667-24-677) 
And um I was like a lot of stressed for that. And then I found my father who I've never 
ever met before in my entire life while I was pregnant. And boy, that I wanted a 
cigarette. I wanted one so bad. And he he can contest to that, cause I like a just a big 
wreck on the day that we met and I was just like all I want to do is smoke a cigarette, and 
have a big old stiff drink right now, because I was just so mess messed up, and, but I 
didn't. Which is amazing." Amy (24-685-782) 

Four participants disclosed that although they stopped smoking for pregnancy they each 

had a lapse during pregnancy when smoking triggers became too intense. After lapsing 

women reported feeling bad or guilty and returned to abstinence. 

"But I smoked the whole the whole cigarette I smoked, I mean, it was weird because I felt 
bad, but I felt good cause I needed something needed to release something. And yoga 
wasn 't working, and going for a walk wasn't working, and I was just really upset. I was 
really mad. 
I was really conflicted, yeah, but I just had to stop, you know." Dianne (6-161-172) 

"when the cravings got really bad then I would, I would, I would give in to it" Gerri (5-

125-126) 

"I did have like a, I think it was um probably my ninth month, or right before my ninth 
month I went out with some my girlfriends, I had a hit off of somebody else's cigarette. 
Um, but I didn't have, like a whole cigarette. And, then my friend who doesn't smoke she 
was sitting there going cough, cough, like you know, like my baby was ...I'm like, oh it 
just didn't help any. Yeah, I felt, I felt guilty and I was thinking, oh what damage have I 
done" Amy (13-375-14-405) 

"Once in awhile while I was quitting [during pregnancy] if I'd get real upset, and I 
remember one time a friend of mine, I was extreme, I don't remember why I was upset...I 
was like four months pregnant and my friend says, he says, you just need to sit down and 
calm down and smoke a cigarette...and he gave me a cigarette and I lit it and took about 
three drags and I was like NO, I don't want that stupid thing... and I put it out and I, no, 
no, I just need to ...breathe and calm down... " Isabel (4-106-112-116-118-5-122-123) 

Participants reported that many factors facilitated stopping cigarette smoking and 

remaining abstinent during pregnancy including: lack of exposure to smoking, having 
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complications of pregnancy, having morning sickness or being physically averse to 

smoking, being distracted by pregnancy, media messages and interpersonal influences. For 

some participants stopping smoking was difficult. Factors that hindered stopping smoking 

during pregnancy included stressfLil situations, physical withdrawal symptoms and 

cravings, habit, and socializing with friends who smoked. 

In summary, in Stage Two Imperative to Protect: Stopping Smoking During 

Pregnancy For the Baby, participants suspended smoking behavior during pregnancy to 

protect the fetus from harm. In the subcategory. Stopping For the Babv: Protecting the 

Unborn Babv From Harm, women were motivated to stop primarily for the unborn baby's 

benefit, not their own. Many participants were able to stop smoking immediately after 

finding out that they were pregnant, however several participants stopped gradually. The 

timing and quality of stopping was described in the subcategory The Experience of 

Stopping. Women reported that stopping for pregnancy was facilitated by multiple 

factors such as lack of exposure to other smokers or environments that allowed smoking, 

complications of the current or past pregnancy, feeling ill, being distracted by thoughts 

about the new baby and pregnancy, media messages that targeted pregnant women, and 

interpersonal influences. Several participants described that stopping smoking for 

pregnancy was difficuh. Factors that hindered stopping included physical withdrawal 

symptoms and cravings, stress, and habit. Factors that made stopping for pregnancy easier 

or more difficult were described in the subcategory Facilitating and Hindering Factors. For 

most participants in this study, smoking triggers were usually over ridden by the 

motivation to protect the baby during pregnancy. Thus women were immune to situations 
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that would have normally "triggered" them to smoke. However, four women reported that 

they had brief lapses to cigarette smoking during pregnancy when smoking triggers 

temporarily became too intense and they were unable to resist smoking. Most indicated 

that they quickly returned to abstinence because they felt bad or guilty. 

Stage Three: Life in Flux; Experiencing Stress in the Postpartum Transition 

Stage three of the process of Going Back: Regaining Solace, Sanity and Self 'is 

Life in Flux: Experiencing Stress in the Postpartum Transition. In stage three the woman 

who has stopped smoking during pregnancy, motivated primarily by protecting the fetus 

from harm, delivers her baby. In the postpartum period women are faced with events, 

situations, physical complications and discomforts as well as psychological states that are 

perceived as being a source of stress, or emotional distress. This stage Life in Flux: 

Experiencing Stress in the Postpartum Transition provides a context in which women 

return to smoking after delivery. Postpartum is a time of change and upheaval that serves 

as a source of stressors. These stressors result in the smoking trigger "stress" that women 

identify as commonly preceding smoking behavior experienced before pregnancy. The five 

conditions in Stage Three are Physical Discomforts, Complications, and Changes. Baby 

Related Factors. Role Challenges and Role Strain. Emotional Distress. Stress, and 

Depression, and Interpersonal Factors. The conditions of Stage Three are listed in Figure 

4. 
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Figure 4. Stage Three Life in Flux: Experiencing the Stress in the Postpartum 
Transition 

Life in Flux: Experiencing Stress in the Postpartum Transition 

Physical Discomforts, Complications and Changes 
Pain, obstetrical complications and changes such as breast engorgement 
and weight gained during pregnancy led to stress and distress. 

Baby Related Factors 
Having a baby with comphcations led to worry and stress. 
Difficult Baby Behavior such as incessant crying, and breastfeeding 
problems 

Role Challenges and Role Strain 
Women struggled with mastering infant care skills. 
Multiple role demands were overwhelming and caused role strain. 
Women reported feeling exhausted from lack of sleep and the demands of 
taking care of the baby. 
Reality changed after the birth of the baby. The focus was on 
caring for the baby around the clock. 

Emotional Distress, Stress, and Depression 
Women felt depressed, and were troubled by symptoms of depression such 
as labile emotions, and having bad thoughts about the baby. 
Unrealized Expectations: 
During the postpartum period women reflected on various aspects such as 
The birth process, and their life course and were disappointed if things did 

not or were not going as hoped and planned. 
Interpersonal Factors 

Lack of support from family led to experiencing disappointment and stress, 
as did conflict with family members. 

Physical Discomforts, Complications and Changes 

Women reported experiencing physical problems, discomforts, and changes 

following delivery. These changes resulted in women feeling emotionally distressed or 

stressed. In many cases physical changes were identified as contributing to the context 
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that led to women's return to smoking. One participant who went back to smoking five 

days after delivering her first baby described her physical status after delivery. 

"... / had a really, really bad episiotomy. Um, I had an epidural that had gotten messed 
up, so I was having spinal headaches. I was engorged because I wasn't breast feeding. I 
was just like miserable...um, after having the baby." Amy (15-424-429) 

Another participant underwent an unexpected cesarean section and was surprised by the 

discomfort she endured post-operatively. Additionally, she experienced delayed wound 

healing. 

"Because I've had kids before, no big deal, but I didn 't expect that much pain and so I 
was like thinking to myself I can not, it's just the stress of it all..." Barbie (4-112-115) 
"It doesn 't heal. My doctor says that it's not closing because there's stuff that still wants 
to come out, and that's nature saying. So just the whole stress of it all, I'm like uhhhhhh. 
I could not wait [to smoke]." Barbie (7-174-178) 

"The C section was an emergency C section and all I remember thinking is, God, I wish 
I had a cigarette. After, after the procedure, after all the drugs wore off I kept thinking 
man, I can just see this go, you know, I can see the way this is going to go, but for the 
first three weeks after I had her, I had a lot of help, so it didn't really cross my mind. 
I said how long before I'm going to be completely healed, oh you 're not, it's going to be 
a long time." Janet (13-396-398,402-407-14425-428) 

Dianne struggled to breastfeed her baby but developed sore, cracked nipples and mastitis. 

Physically she was miserable and emotionally she felt overwhelmed and alone. 

"I was sick. And I could, I could hardly get up, you know. I had the shakes and the 
chills and that lasted for like a week. And then it came back again, and it was so much 
for me that, I didn't care, even being sick, I was sitting out there smoking because I just 
felt, I felt really alone." Dianne (21-593-601) 
"... It was like two o 'clock in the morning I had, I couldn't do it. I couldn't take it any 
more. My nipples were bleeding and cracked...and this one was a red as red could be. 
So I had mastitis, I had a fever of like 103. I was had the chills, I would have the 
shakes.... "Dianne (17-479-483,487-489) 
"I had not pumped. And, um, I tried to pump after that, when it was at two o 'clock in the 
morning, I couldn't get anything out of my breasts. I couldn't relax. They were clogged, 
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you know. And I couldn't get anything out... I'm really sick and I just had, I just felt 
awful all around, everything, emotionally, physically... " Dianne (18-504-509,512-513) 

Several participants reported that they were concerned about the weight that they gained 

during pregnancy and this was a factor that contributed to their return to smoking 

postpartum. 

"...when I got pregnant and after I had the babies oh, goodness I gained so much weight 
you know and this was my way too after 1 had my first daughter of losing weight because 
it [smoking] suppresses my appetite and I was always active too and not having enough 
time to stop and get something to eat you know so smoke a cigarette..." Fran (36-1087-
1092) 

Some women considered smoking as strategy to lose weight especially since they were 

unable to exercise due to their physical condition or other constraints such as caring for 

the baby. 

"I was like thinking about it what if I will start smoking, maybe I will lose some weight, 
cause 1 was pretty big, so I think it maybe help but I can't do exercises at that time at all 
I had a c-section-it just happened, so like I was thinking that maybe I will lose some 
weight..." Cathy (12-344-350) 

"... that's the main reason too kind of I think that I started back smoking this time too was 
because of, I was a lot heavier after I had this baby because I was more depressed and I 
was eating a lot more and like you know I said she was depending on me to eat so for 6 
and a half months I was just...I couldn't do anything." Fran (37-1136-38-1142) 

"Yeah I that is one of the reasons I that I continue to smoke is so I don't eat so much 
when, so I lose some weight after I had the baby (laughing)." Gerri (30-921-925) 

In summary, participants described that physical complications, discomforts and 

changes contributed to their return to smoking post delivery. Several women indicated 

that they felt stressed or emotionally distressed by physical problems. For some 

participants weight gained during pregnancy was a factor leading to returning to cigarette 

smoking during the postpartum period. 
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Baby Related Factors 

Several baby related issues resulted in participants experiencing emotional distress 

or stress that contributed to women resuming smoking postpartum. For some, 

compUcations that affected the baby were identified as causing stress that led to smoking. 

Other participants described their baby's behavior as upsetting. One participant recounts 

her experience after her first child was born. She was worried and emotionally upset about 

her baby's condition. 

"..so I started [smoking] right away because he was jaundiced and he was hyperbilirubin 
so he went and they realized that didn't work so they had to give him a blood transfusion. 
And I remember when I heard, I was sitting in in the stairs and I was crying crying cause 
it's my first baby and blah, blah, blah, I didn't have insurance because it's a long story.. 
I didn't think about hospital bill all. I was just thinking about my brand new baby first 
child.." Barbie (19-512-522) 
"There was a lot of stress...in my life because of his, I mean, he was in the ICU for two 
weeks, or something like that. He had a blood transfusion when they didn't know much 
about AIDS..." Barbie (19-531-538) 

"Um, I started smoking after she was bom, she has a lot of medical problems... And then 
my son at that time was 3 Vi, he was almost 4, so taking her...I had cardiologist visit after 
cardiologist visit with her on top of doctors visits for her legs and her hips and um, just, 
then on top of that the regular appointments for my son..." Janet (12-341-342-346-351) 

Another participant described how she felt guilty and responsible for problems that her 

baby experienced. 

"when she was born she had her hip, her hip wasn 't in the socket...so we had to take her 
for x-rays and I thought I did something wrong. I'm not a good mother because 
something is wrong with her and then she had jaundice and she had you know, just.. .just 
different things (inaudible) wrong. She had umm, pneumonia later on and she had you 
lots of baby issues and problems so in like did I do something wrong to you know, when I 
was pregnant with her because you know, to make her sick like this, but then again cuz 
she was always small, she's really thin and she wouldn't eat as much." Fran (7-199-213) 
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Several participants described their new baby's behavior as upsetting and stressful. Cathy 

described how her baby's reaction to changing a diaper led her to wonder how she was 

going to manage as a new mother. 

"My first time [changing the baby's diaper] and he was confused like...and he was 
screaming like crazy and I was very sleepy and I was like "my God" how I can make it? " 
Cathy (28-845-851) 

Several women struggled to deal with infants who cried incessantly and who were difficult 

to quiet and care for. Often these mothers felt helpless and ineffectual. 

"I think this is stress, and I felt like I couldn't deal with just staying here since she was 
colicky,...was colicky..." Amy (48-1364-1365) 

"...So, that was very stressful. And, and then I thought what is wrong with this kid? 
Why won't she stop crying ? And, um, I think I probably smoked more with after.. .just 
because stress levels were, you know, I was just, there's nothing I could do except go out 
in the garage and have a cigarette. And, then I couldn't hear, and you know she was in 
her crib whatever crying and there was nothing else I could do, I would go out and 1 
would have a cigarette..." Amy (49-1374-1384) 

Feeling frustrated by fLitile attempts to get her baby to stop crying led another participant 

to return to smoking post delivery. 

"then one day she cried a lot. 1 mean she cried a lot. She hard, she wouldn 't sleep for 
more than ten fifteen minutes at a time. Um, I just, she cried for ah it was probably 
between five and six hours. I couldn't, holding her wouldn't make her stop crying, 
swinging wouldn't make her stop crying, trying to give her a bottle wouldn't make her 
stop crying. Nothing would make her stop crying. So, Ipu put her in the car and I went 
to the store and I bought a pack of cigarettes and I put her in her crib, and I shut the 
door. It was like three o 'clock, cause my husband got home at three thirty. And I went 
outside and I started smoking. And he's pulls up and he like did this double take cause 
he saw me smoking and he was shocked. And he pull, opens the car door and now he can 
hear her screaming. And he says "your daughters crying." And I said "I know she's 
been crying since earl, late this aft, late this morning. I can't get her to stop." And, and 
um, so I just stayed out there and just started smoking and then that was it. It didn't take 
more than two cigarettes before a few hours later I wanted another cigarette and and I 
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just continued smoking from there. And then the mastitis went away and then I got it 
again and it just, everything just seemed like there was uh just so much stujffelt like it 
was going on you know." Dianne (19-545-20-574) 

Dianne described her frustration with her baby after attempting to breastfeed. 

"my baby would not nurse.. She, would scream her head ojf. I couldn't, I could not get 
her to latch on worth the life of me. Every time I tried to bring her even close towards 
the breast she would arch her back, scream her head off, and it was really frustrating." 
Dianne (16-453-461) 

In summary several participants experienced stress and emotional upset related to 

baby related factors. Some identified feeling stress or emotional distress resulting from 

complications that affected their baby. Other participants identified that baby behavior 

that was difficult (e.g. inconsolable crying, breastfeeding problems) resulted in feelings of 

frustration, and ineffectiveness. Stress and emotional upheaval associated with baby 

related factors infiuenced resumption of smoking for some participants. 

Role Challenges and Role Strain 

Participants identified that assuming the maternal role was challenging and at times 

overwhelming. Likewise, juggling multiple roles of mother, employee, and wife resulted 

in feelings of stress. Cathy described her experience as a new mother and the consequent 

unrelenting fatigue she faced as she assumed her new fiill time job. She described feeling 

as though her life was no longer her own as she was consumed by providing care for the 

baby. She described these changes; her new reality as difficult, disappointing and stressfiil. 

These feelings resulted in Cathy contemplating the return to smoking. 

"...when you are alone the like first couple of weeks, first month, it was hard, second 
month ah, little bit easier, but still hard so hard... " Cathy (13-391-394) 
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"What was hard? Everything!! You, you, don't have your life at all, so, you 're waking 
up, you don't sleep well um and then it's fine to take care of the baby but it's like a 
snowball getting tired, and tired, more and more and more, and you and don't have day 
off." Cathy (13-398-14-405) 
"The first thing I think much has changed and it kind of hard to put yourself together, it 
was hard for me, I don't know, I was kind of disappointing, it the same world, but still a 
different world, for me it was hard, and um, ...uh, when it's hard, and it's stressful, you 
think ok maybe a cigarette break will help" Cathy (12-336-13-342) 

As one participant reflected on her post delivery experience she admitted that not 

accepting help and not getting adequate rest may have led to returning to smoking. 

"/'m trying to do everything by myself and it's actually been a mistake I know that, 
maybe if I just drop everything give my baby to my friends for a couple of hours and go 
to sleep maybe, I never start smoking, maybe I don't know, but I wouldn't, I need to be in 
control. I decided 1 have to take care of everything. I don't know how they do that. It 
was kind of crazy" Cathy (15-419-429) 

Dianne found that she needed to ask for help when she was ill with mastitis. Feeling ill 

and frustrated due to difficulty breastfeeding her baby, Dianne made the decision to 

discontinue nursing. She was overwhelmed by her physical discomfort and the demands 

and frustrations of caring for her new baby. The decision to stop breastfeeding haunted 

her. 

"I called her and I say you have to come take care of my daughter. I can, I just can't do 
it, I'm really sick and I just had, I just felt awful all around, everything, emotionally, 
physically. So, I went and saw the midwife and I had mastitis. And, um, at that point I, 
that, at two o 'clock in the morning that night before I decided I'm not going to nurse. It 
wasn't worth my energy and I couldn't, I couldn 't take care of her. I couldn't, I it was 
either my sanity or taking care of my daughter. And fighting with her. I can't explain 
how much of a battle it was to get her to feed. It wasn't worth it, you know. And, so that 
was, that just tore me up too. So, I had the whole labor thing, getting an epidural going 
through my head. This still wouldn't leave my brain. It was like obsessive. It started 
getting obsessive going through my mind like two hundred times a day. Then, now, I'm 
not nursing her anymore. Okay, now that's going through my head." Dianne (18-509-
195-32) 
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Having to manage multiple roles was a burden to participants. Amy described the chaos 

and resultant stress she experienced during her last pregnancy and delivery. 

"I was just very stressed out with... Yeah, yeah too many, too many kids and, too much, 
you know. Too, too much going on and moving. And every time I've gotten pregnant we 
move, and 'We had to sell a house, buy a house, and it felt like um a lot, we got married 
you know with that one, sold two, well no, sold the house, moved like three times with him 
moving in with me, and then we moved out here, and sold the house, bought the house, 
and got married, all within you know a space of time. And then.. I got pregnant and then 
we sold the house and, bought this house, and so it's a lot of stress. Job changes with 
this one, and then finding my dad, and uh. Um, but yeah I think this is stress, and I felt 
like I couldn't deal with just staying here since she was colicky... " Amy (47-1337-48-
1352-1365) 

"We had people in and out constantly, the house was an extremely stressful house. There 
was too much going on um, she was a cesarean section, she was bom breech, just a lot, a 
lot of things going on at that time um, and it was just a lot of stress to handle and 
that's...that's why women go back to smoking, there's a lot of stress, especially if you 
have a lot of kids or at that time we had neighbors with kids and we had the brother who 
wasn't working, who was just being a bum and ah, my family in and out and it was just 
and then his family, part of his family didn't get along and we had to deal with who was 
going to be invited to birthday parties and who was going to do this and I finally just 
said, that's enough you know. You...I'll smoke outside..." Janet (12-353-370) 

Participants described strain related to being a new mother in addition to assuming work 

or school responsibilities. Several participants indicated that the stress of having to take on 

multiple roles was a major reason for resuming smoking. 

"I started smoking when I started going to work, that's stressful, I don't know why I 
started again actually, but the main thing I do it for [smoking]... stress, stress, you have 
to take care of everything at the same time, and you don't know how at all... " Cathy (12-
364-369) 

"he wouldn 't take the baby so that I can be at school by myself and get something 
done...l was basically a single mom with, I mean he was there a little bit, but at that 
point for him he was more into his cars and his driving.. .1 didn't care, I.. J could handle 
taking care of the baby by myself and I did and but it was hard, there was a lot of stress 
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involved and I think that had a lot to do with it [going back to smoking], the stress and 
him..." Isabel (18-527-537) 

"1 didn 't start smoking till like a month or two after he was born.. .His dad was working 
but there wasn 't enough income so I had to go get a full time job, plus take care of him 
um, it just became a lot of stress" Janet (5-125-128) 

For Fran smoking was her only escape from the multiple roles and responsibilities she 

managed. 

"When 1 come home [from work] I just smoke it up. (laugh) 
Cuz I have to come home, and then get the kids ready for bed you know, make the baby's 
bottle, set them up for the night" Fran (20-592-599) 
"This is the only thing I do[cigarette smoking] I don't go out, I don't drink, all I do is go 
to work, come home, take care of my kids, I don't do anything so it's like I'm a working 
housewife type thing you know and this is my only get away. You know I don't want to go 
out unless I go out with him and then it's like, okay, find a baby sitter and then you know 
so we don't go anywhere. We just watch kids and work." Fran (21-628-635) 

To summarize, participants identified that taking on the maternal role in addition to 

their other established roles was stressful. Assuming the maternal role presented unique 

challenges such as mastering infant care skills. Caring for the new baby led to fatigue and 

frustration for some. Stress that resulted from experiencing role challenges and strain 

influenced several participants to return to smoking in the post delivery period. 

Emotional Distress, Stress, and Depression 

Participants related that emotional distress, labile emotions and feeling depressed 

contributed to their return to smoking postpartum. Additionally, stress was identified 

repeatedly as leading to going back to smoking. Stress occurred in response to a variety of 

stressors that are discussed in this category Life in Flux: Experiencing Stress in the 

Postpartum Transition. Stress was also identified as a smoking trigger for women when 

they are not pregnant. 
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Experiencing labile emotions in the postpartum period was difficult, as was the 

feeling of being out of control. 

" You don't have a point to cry, but you 're crying. You don't have to plan you 're just like 
wah, but sometimes your laugh It was hard...it's just really hard to control a little... 
...in a couple wee weeks I was crying like crazy. And then, another time soon, wha, I 
wasn't" Cathy (27-805-809, 815-817) 

Dianne recognized that she may have been experiencing postpartum depression when she 

began having negative thoughts about her baby. 

"I was getting to the point where I was half starting, I felt like I was going into 
depression cause I was starting to have a lot of bad thoughts...about her [her baby] " 
Dianne (17-491-494-18-498) 

Another participant described feeling depressed after her baby was born, 

"I didn't want him[her husbarui] to be upset with me because I was upset enough. You 
know I was basically coming out of my depression." Fran (13-381-384) 
"My depression (inaudible) 1 missed home, I missed my mom and then being away from 
her for so long and then not being able to do anything to take my mind off of everything, 
I thinking it's just you know, like I couldn't get up and do stuff that needed to be done. 1 
felt like 1 need to do this and 1 need to that and 1 couldn't do it." Fran (13-388-394) 

When Fran reflected on the course of her life after her children were born she found she 

was dissatisfied. Her life was not going as she planned and this made her feel "depressed" 

and "stressed out" 

"...mainly for me it was the first one was more like stressed out, 1 was more stressed out, 
more wanting something you know that wasn't there " Fran (22-668-670) 
"why I'm feeling so upset about whatever reason and that was just was my...my thing. 
You know like ...and my second time it was more depressed, it was more two kids, 23 
years old (laugh) it was more like, well I was 22 when I had her, so you know 2 kids, 22 
and what's next? You know, I wanted to go to school, I wanted to finish school do 
something different, you know, get married after I was done with school, have babies 
after you know I got everything together" Fran (22-675-23-684) 
"...so the stress and depression just made me want something different for me. " Fran 
(24-711-713) 
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Another participant was discontented with herself when her hopes and plans for her birth 

experience were not realized. Additionally she planned on breastfeeding but was not 

successful in her attempts to do so. She was haunted by thoughts of these 

disappointments. 

"I was disappointed because I got the epidural and I didn't end up at the birth center.." 
Dianne (14-396-397) 
So, I had the whole labor thing, getting an epidural going through my head. This still 
wouldn't leave my brain. It was like obsessive. It started getting obsessive going through 
my mind like two hundred times a day. Then, now, I'm not nursing her anymore. Okay, 
now that's going through my head. I a ton, midwives are telling me I should just try to 
pump through it and you know her mouth will grow. Cause she had a little itty bitty 
mouth. Her mouth will grow, she 'II be able to latch on and all this stujf. I couldn't, I 
couldn 't take it. You know? Dianne (18-524-525-19-529-538) 

One participant identified stress and feeling like the circumstances were beyond her 

control as being a major factor that preceded her return to smoking. Heather had her first 

baby when she was a teen and was overwhelmed by the situation and unprepared for her 

new role. 

"Probably just the stress level just, just not being in control of the situation, really, really 
puts you back into smoking." Heather(18-534-536) 
Cuz when I was younger with my jirst one, my oldest one, the situation was lam 17 what 
do I do? I don't know how to be a mom, I don't know you know, I don't have a job, I 
don't have anything you know and it was just a out of control situation, and with my 
youngest it was just now I don't have a house you know" Heather (18-540-545) 

Some women experienced major stressors that resulted in emotional upset and the 

eventual return to smoking. 

"...when we came home [from the hospital after the baby was bom] there was a note on 
our door that said you need to be out in a week. ..So we had no home, I had a brand new 
baby and the older boy and we just got married um three months before so it was like we 
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didn 't know what to do, I was okay for that first week, you know and then the second week 
I was getting a little shaky about it and then by you know the time we had to move out I 
was just nuts... so I started smoking again. So you know it was just like, it always seems 
like something comes, something big kind of happens to help start it along again." 
Heather (10-304-11-319) 

Women experienced labile emotions, depression and stress during the post delivery 

period. In many cases women were responding to a negative event or a situation. Some 

participants found that they were faced with feelings of disappointment in the postpartum 

period when their hopes and plans were unrealized. Several participants reported feeling 

as if their lives were out of control and this was a source of distress. 

Interpersonal Factors 

Women reported that interpersonal dynamics contributed to the context in which 

they returned to smoking. Several women identified that they were in conflicted 

relationships with the father of the baby. 

"...at that time me and my husband were always arguing, always living with my mom, 
you know, just back and forth type stuff, and...and it was just stressful, even when I was 
pregnant I was (inaudible) back and forth and it just you know, separating and 
everything else so... 
It pushed me a little harder to give me a cigarette to calm my nerves." Fran (9-247-257) 

"Yeah, I was. Yeah I do, It was I was having um problems with the father. I would be 
stressed out about that." Gerri (28-847-854) 

"He [the father of her first child] irritates me to this day he irritates me, ..I mean I 
won't take him back for the world...it was hard" Isabel (18-537-540,544) 

One participant was in an abusive relationship that eventually led to divorce. She reported 

that this relationship and the subsequent divorce and custody negotiations were a source 

of stress. 
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"You know because that's my life before he was really, really abusive. 
I mean physically and mental. I mean I have the police report, I, I, we finally got 
divorced. It took so long. Because, although he was abusive with me, he wasn't with the 
kids... That's what we were fighting about. Just custody. Though I got custody. But 
anyway, that was part of my stress was just... Being in that situation. Crying all the time, 
like, but I'm Catholic or, or was raised you don't ever leave your husband. You marry 
and that's it, your life so I said okay even though he's a bad person, he was just evil. 11 
had a lot of stress. I mean, all the way up until I moved out of that house. That's where 
we were living." Barbie (35-998-37-1048) 

Lack of support from others was identified as problematic for participants. Women felt 

that they lacked support from people who were knowledgeable about infant care or 

understood what they were going through. 

"...books doesn't help, and people around, at least people around me they didn't know 
how because nobody has babies yet, so my, my parents are far away They back in to 
Russia, Russia, so um try to call doesn't help, because you just call and have to be good, 
good mood.." Cathy (13-373-382) 

"I just didn't have the support that I wanted. That my husband didn't really understand 
what I was going through. Um, my mom has this whole when she had her children she 
didn't have any support. She was in another state. Her family was in another state. 
Well you don't know, you know you don't you don't miss what you don't have, you know 
kind of thing." Dianne (21-577-584) 

"And then when he went back to work and then and I had to deal with the brother and the 
two kids, the newborn with this brace that they were trying to figure out you know, 
doctors appointments, and...and what not. It was just real hard because the brother did 
not help out and I had just come out of major surgery, he didn't want to help, even three 
weeks afterwards which, you know it takes a year for the muscles to completely heal." 
Janet (14-411-421) 

Feeling lonely and losing a key part of her support system contributed in part to Dianne's 

return to smoking post delivery. 

"Yeah, yes, it was, it was tough. So, I just felt really alone. And between November and 
January, from the time I had her, seven friends moved away. My girlfriends at home. 
We all hung out with each other. And they all moved. For some, I don't know, God 
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maybe he was trying to make my husband and I get closer, which it worked if that's what 
his intents were. But, it was hard you know. 1 was use to hanging out with my girlfriends 
and talking with them on the phone everyday and going dancing with them and um, so it 
was really it was tough. And so I started smoking.." Dianne (23-643-655) 

Situations involving interpersonal dynamics and relationships were identified as 

factors that added to the context of Life in Flux: Experiencing Stress in the Postpartum 

Transition. Conflict with spouses, or the father of the baby were problematic for 

participants. Women cited lack of support and understanding from their spouse, family 

and friends as being a source of difficulty. 

In conclusion in Stage Three, Life in Flux: Experiencing Stress in the Postpartum 

Transition, women who stopped smoking during pregnancy for the benefit of their unborn 

baby, delivered. After delivery women experienced a variety of events and circumstances 

that were perceived as being stressful or a cause of emotional distress. These conditions 

were represented by the subcategories Physical Discomforts. Complications and Changes. 

Baby Related Factors, such as complications or difficult baby behavior, Role Challenges 

and Role Strain. Interpersonal Factors such as conflicts or lack of support. Emotional 

Distress. Stress and Depression. Conceptually, what is important is that women perceived 

that a situation was a stressor, or in other words worrying or traumatic. Stress, the 

psychological tension resulting from being exposed to a stressor, for many participants 

preceded smoking. Postpartum is a time of transition as women adapt to physical and 

psychosocial changes, and in many cases these changes were perceived as being stressful. 

Thus, this stage Life in Flux: Experiencing Stress in the Postpartum Transition described 

a context in which women go back to smoking after delivery. It is important to point out 
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that many women returned to smoking under conditions in the postpartum that were 

stressful, however several participants returned to smoking in response to other smoking 

triggers such as being around other smokers. This will be discussed in the following 

section. 

Stage Four: Going Back: Regaining Solace, Sanity and Self 

The fourth stage in this process is Going Back: Regaining Solace, Sanity and Self. 

In this stage women return to smoking during the postpartum period. Women go back to 

smoking as an ingrained, previously established behavior that was suspended to protect 

the fetus from harm and ensure a healthy pregnancy. Smoking is part of who they are and 

how they typically deal with their daily lives. When they go back, they return to a habit, a 

behavior that is usual for them when they were not pregnant. Under conditions of stress or 

emotional distress smoking represented a tried and true tactic to deal with such situations. 

In many cases as described in the previous category Life in Flux: Experiencing Stress in 

the Postpartum Transition, women returned to smoking in response to stressors that 

emerge in the context of the postpartum. Some participants were faced with different 

smoking triggers such as being exposed to others who were smoking or easy access to 

cigarettes. Upon returning to smoking women regained a sense of calmness, relief, and 

sanity; the ability to focus and cope with the chaos of their lives. They also regained the 

essence of themselves as a non-pregnant being and experience a return to usual self and 

life. In some cases women delayed the return to smoking, for instance, if they were 

breastfeeding. Women expressed concern that they would harm their infants by exposing 
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them to chemicals in cigarettes and often extended protection to their infants by delaying 

the resumption of smoking. 

There are two conceptual elements of the stage Going Back: Regaining Solace, 

Sanity and Self, the characteristics of the experience of going back, and Going Back as a 

strategy to regain calmness, time for self, focus and sanity, and to reclaim one's usual life 

and being. Figure 5 provides sub-categories of the first component, Going Back, that 

describe characteristics of women's experiences of returning to smoking and include 

Smoking After Delivery: Expectations. Starting Back. Easilv Slipping Back, and Delaying 

the Return. The second component of this stage is Regaining Solace, Sanity and Self. 

Break, and Returning Self 

Regaining Sanitv. Smoking is a Legitimate 
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Figure 5. Stage Four: Going Back 

Going Back 

Smoking After Delivery: Expectations 
Expecting Abstinence -Initially Resisting Smoking 
Some women resisted going back to smoking. 
Abstinence was initially expected for some. 
Anticipating Smoking 
Returning to smoking was planned, something to look forward to 

Starting Back 
Women return to smoking after delivery in response to smoking triggers 

Easily Slipping Back 
Smoking the initial cigarette led to an easily return to 
regular smoking. 

Delaying the Return 
Women delayed return to smoking to extend protection to breastfeeding 
Infants. 

Smoking After Delivery: Expectations 

Some participants expected to remain abstinent after delivery and even told others 

that they planned to do so. Several women resisted going back and found their first 

cigarette in the postpartum period after prolonged abstinence aversive. Participants 

described expectations that they would be able to maintain abstinence. 

"but I was really going to try to stay quit that time. And, um, it was, cause especially 
with him um, different father, and...it was a different situation so he was like, you know, 
you need to stay quit, I don't understand why you keep it, blah, blah, blah, so I'm like, 
I'm, you know, I'm not going to go back." Amy (26-736-750) 

"But when I was first pregnant I was bragging to my mom and whole my whole family 
thing I'm never smoking again so this is so cool I can do it." Barbie (24-658-661) 

One participant bragged to a friend who smoked that she was going to remain abstinent. 

However, the friend (a smoker who recently had a baby and relapsed) countered that she 

would indeed return to smoking. 
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"Actually with her, I did it again, I bragged that I was going um quit. Cause she was 
already had her baby and I was pregnant and came to visit her. She's started smoking 
again, I'm like, hah you 're smoking, I'm not going to start. You know, she's like yes you 
will. I'm like no I'm not." Barbie (34-658-661) 

One participant described how she did not have cigarettes after delivery because she did 

not plan to return to smoking. She believed that since she would not be spending time 

with friends who smoked that she would not return to smoking. 

"I didn't have cigarettes cause I didn't plan on smoking this time, I just didn't think 
about it" Gerri(15-437-440) 
"I didn't plan on keeping on smoking because I was kind of secluded to myself it was just 
me here and my kids and I, I wasn 't going to be around all my old friends and 
everything.." Gerri (21-621-627) 

After returning to smoking after a long period of abstinence during pregnancy some 

participants indicated that they found cigarettes distasteflil. They questioned their return 

to smoking, realized negative aspects of smoking, and in some cases initially resisted 

starting back again. 

"And then when I did, I had the couple cigarettes, um, I felt like this is really disgusting. 
You know, why, why am I doing this, it tastes bad, everything about it was like, ooh, I 
don't, I don't want to go back to this. And I told him that night, I said I'm not going, 
don't worry, I'm not going to go back" Amy (27-753-759) 

"... .he says come on, smoke a cigarette, you 'II feel better. So I'm thinking I don't want 
to..." Barbie (19-524-526) 

Even though some participants indicated that they felt that they disliked smoking when 

they returned to it, they also found that it was helpful. 

"after I tried the cigarette, I didn't like it, like oh gosh, I really don't like it, but smoke 
helpful, and I didn't smoke maybe for a couple more weeks..." Cathy (15-437-440) 
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Many participants looked forward to returning to smoking after their baby was 

delivered. They knew that they were going to go back to smoking and anticipated the 

time that they would do so. Stopping during pregnancy was considered temporary. 

..so when I wasn 't pregnant any more the baby was bom I was just thinking to myself 
when am I going to start smoking ? I was knew, I knew I was going to start but I decided 
okay when should I start? Should I start when she's a month old? Or two months old? 
And then, it just sort of happened..." Barbie (1-24-2-34) 

Stress experienced during pregnancy resulted in women looking forward to the time that 

they could return to regular smoking. 

"I think for me, I had um a really rough pregnancy and even though smoking, the 
thought of smoking made me sick or even looking at people who smoked. But it, like 
mentally I can't wait to smoke. You know what I mean ? ...so when I wasn'tpregnant any 
more the baby was bom I was just thinking to myself when am I going to start smoking ? " 
Barbie (1-14-26) 

".. .1 couldn't wait. I was, I think cause I was so stressed out for the whole time and that I 
just couldn't wait to smoke. And, then yeah, I'm smoking every day. Don't plan on 
quitting'' Amy (29-829-833) 

Some participants expressed ambivalence about returning to smoking. This participant did 

not want to return to smoking after delivery, but she also looked forward to it. She 

described how she felt as though she had no option but to start back to smoking again 

because she was dependent on cigarettes. 

"I just knew that as soon as I had my kid was I going to smoke another cigarette 
because I was waiting and I wanted to. (laughter)" Gerri (6-172-175) 
"I didn't want to but I almost felt like I would have no choice that I would have to go 
back to smoking. Cause it is so addictive. It's a so I don't know I just felt like I had to 
I can't really explain why." Gerri (6-184-192) 

Some women admitted that they planned on returning to smoking after their baby was 

born. 



178 

"I was planning starting back smoking " Fran (17-516) 

"..because I know I was going to go back I kept them (laugh) so um I did have a 
couple left from before..." Heather (15-438-439) 

One participant explained that even though she thought she may try to remain abstinent 

she told people that she planned on returning to smoking soon after delivery. She felt 

that preparing others for her return would provide her with protection from being 

hassled about not quitting permanently. 

"I thought this time I'm going to say, look as soon as this baby is born, I'm lighting 
up. I mean as soon as they cut the cord, I'm lighting up. And, so that way if that 
happened, you know, I and I even in the back of my head I thought well maybe I'll try 
to quit, you know, but I'm going to let everyone know that I'm just going to go right 
back to it. So if I do, I have got that safety net, so they 're like oh well she said she was 
going to go back, and, so I did" Amy (29-819-829) 

In summary women identified that they had expectations of either returning to 

smoking or remaining abstinent. Even though some participants hoped that they could 

maintain abstinence and resisted going back to smoking, all women who participated in 

this study returned to cigarette smoking post delivery. Many women expressed that they 

looked forward to returning to smoking and one indicated that she felt she had no option 

but to return to smoking because she was addicted to cigarettes. 

Starting Back 

All nine participants in this study returned to cigarette smoking after delivery. As 

discussed previously the postpartum period and associated physical and psychosocial 

challenges created a context within which women returned to smoking. Additionally, 

women who were no longer motivated by the fetus to remain abstinent were exposed to 
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other smoking triggers such as being around other smokers, and easy access to cigarettes. 

Women were sometimes faced with multiple triggers such as stress and being around 

others who smoke. Several participants described how spending time with other smokers 

and obtaining cigarettes from people who smoked led to their return to smoking. 

"It was two, it was two weeks and then my friend came over and she was coming and she 
was a smoker friend of mine...so I said bring me a pack of cigarettes. And so she did, 
and then he[her spouse] didn't speak to her for a year. It was a year he didn't speak to 
her. But she brought me cigarettes, and that's all I know... I went out the next day and 
there were cigarettes there and I thought oh and the more I smoked the less disgusting it 
got. And I thought oh yeah, I did like this." Amy (25-724-727,26-730-734,27-762-766) 

"So I started smoking again cuz his dad smoked, and my mom smoked and everybody 
around me smoked so it's just kind of like, you know, well let me have one of those and 
relax and then just continued on." Janet (5-132-136) 

"It's available, everybody in my family smokes, my fiance smokes, it's available so it's 
kind of like, out of sight, out of mind, it's not out of sight out of mind so it's just kind of 
like okay, I'm going to pick one of those up and that's how you get back starting. And 
it's just kind of a releaser one day and then and it's just, you take it right back." Janet 
(31-950-32-958) 

The return to smoking for some was easy; almost a reflex. It was spontaneous and done 

without much thought. 

"I didn't even think about it. I just kind of ahh, yeah that's nice...Yeah, it was more of 
an automatic thing. Okay this is going to be the rest of my life I guess. 
No I don't think I planned on it, it just kind of happened. It's not something you really 
plan it's just something like it's [a cigarette] there one day and Oh, ok." Janet (30-898-
899,903-905,910-913) 

"Should I start when she's a month old? Or two months old? And then, it just 
sort of happened. I, I bummed a cigarette from somebody, and that's pretty much all it 

took. It was my boyfriend." Barbie (1-30-2-43) 

"So we left the hospital and ah we don't smoke in the car either, or in the house and we 
got there and he hadn't had a cigarette in a long time because he had been in the 
hospital getting things ready...and he says I'm going to go stand here and smoke a 
cigarette before we go in and it's another one of those things, I said okay, you know, I'll 
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stand there talking to him and that's cool ...and he was about done he had about that 
much [a small amount of his cigarette] left and he said okay, well I'm going to get her 
out of the car now, here hold this and it was just there and it was easy and... I just took a 
couple of drags of it and "ahhh" whatever... " Isabel (36-1082-1097) 

One participant described how she accompanied others who were smoking on a break at 

work. Before pregnancy smoking during breaks was a usual event for this participant. 

Even though she did not plan on returning to smoking post delivery she reflexively joined 

the others. 

" Umm, well I went back to work when he was two days old and I went back to work and 
the people I work with smoked. So I would sit out there and when you take a break you 
you smoke (laugh) it's a smoke break (laughing) so I, I went out there and everybody was 
smoking but I didn't have cigarettes cause I didn't plan on smoking this time, I just didn't 
think about it, so I just asked for a cigarette and smoked." Gerri (14-429-432-15-433-
441) 
"It was just me seeing them light up and old habit, I just felt like sit down and smoke 
with them." Gerri (18-531-533) 

Women found that often just seeing or being around others who smoked was a trigger. 

This participant described that multiple factors, stress and being around other smokers, 

resulted in her desire to return to smoking. 

"I breast fed for 3 months and after the 3 months I started back. Stress and everything 
just seeing my husband smoking too because he's a smoker too and just made me..." I 
want a cigarette", (laugh)" Fran (4-117-124) 

Barbie described how her husband, who was a smoker, encouraged her to smoke after her 

baby was born. Her baby experienced serious complications and she was worried about 

his status. Concern about the baby's condition and her husband's urging resulted in Barbie 

returning to smoking. 
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"I was just thinking about my brand new baby first child and then my husband, he 
smoked the whole time I was pregnant, he never quit. And so, um, he says come on, 
smoke a cigarette, you 'II feel better. So I'm thinking I don't want to, and then, as soon 
as I did, I remember, feeling a little comfort better. You know so I um, what do you call 
it, so it was, that was it that was it..." Barbie (19-521-529) 

Even though many participants stated that they did not initially want to return to 

smoking, all of them did. This participant described how her addiction to cigarette 

smoking led her to believe that she had no option but to return to smoking after delivery. 

"I was still in the hospital I started smoking almost immediately when I left that day. 
I just knew that as soon as I had my kid I was going to smoke another cigarette because I 

was waiting and I wanted to. (laughter) Probably...! I didn't want to but I almost felt like 
I would have no choice that I would have to go back to smoking. Cause it is so addictive. 
It's a so I don't know I just felt like I had. to I can't really explain why." Gerri (6-167-7-
192) 

For others, smoking was a way to deal with the stress that stemmed from their life 

circumstances. Even though this participant acknowledges that she experienced much 

stress she found her return to smoking after nine months of abstinence perplexing. 

"...I had him, at like 7:30 at night, and and I went outside and smoked a cigarette. 
After 1 was okay and all refreshed 1 don't know why I did that and that was the biggest 
mistake that I ever made in my whole life (inaudible) so it. I, I don't know, oh he's just 
okay he's fine and everything's okay for him and I went outside and that just reduced my 
stress by smoking... I was a teen mom, I was only 17 and my parents didn't know till two 
weeks before 1 had him and then....I would have, it's just (inaudible) none of my friends 
knew, I moved so I was pregnant right before I moved to a new town so... I had a lot of 
stress but I don't know how I stopped for you know 9 months and then that day, right 
after I had him I went right back on to " Heather (7-185-186,190-195,199-201, 211-
213,8-215-218) 

"Ah, no, not in the hospital, about a week later, about a week later. Her step dad smokes 
too so it's and like, and I had a lot of, my....my children were with their dad, my oldest 
two (inaudible) with their father due to an ex-boyfriend who decided that he was going to 
leave a mark on her face so CPS had my kids for a little while, they were placed with 
their dad. A lot of this played into... pretty much, you know, stress was the main factor, 
it was a huge factor in going back to smoking." Janet (22-638-647,24-733-735) 
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Some participants returned to smoking under conditions that they described as being 

overwhelming. One participant describes how discomforts related to delivery and stress 

related to her Mother's acute illness created an extremely traumatic situation that led her 

to return to smoking. 

"My mother had come to visit me and uh cause I was out of town, living out of state. 
And she came to visit me, and she got sick. And she was in the emergency room. I had a 
really, really bad episiotomy. Um, I had an epidural that had gotten messed up, so I was 
having spinal headaches. I was engorged because I wasn't breast feeding. I was just like 
miserable...um, after having the baby. And, that night my sister was flying in to be with 
my mom in the emergency room, and I mean it was just like trauma. And, 11, on the way 
to pick up my sister at the airport I stopped and I was like screw this I'm getting a 
cigarette. So I bought a pack, and that, that was it." Amy (15-421-439) 

Several conditions led women to return to smoking in the postpartum period. As 

described in the category Life in Flux: Experiences of Postpartum Transitioning, many 

participants returned to smoking in response to stressors that were associated with 

postpartum period such as baby related issues and physical discomforts or changes. 

Additionally, participants reported returning to smoking under several other conditions as 

well, such as being around people who were smoking, being encouraged to smoke by 

others or having easy access to cigarettes. For some women multiple factors influence 

them to resume smoking such as stress and being encouraged to smoke or being exposed 

to others who were smoking. 
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Easily Slipping Back 

Participants reported that in most instances smoking one cigarette led to going 

back to being a regular smoker. Some described feeling as though they had never stopped 

smoking in the first place. 

"it's been like that once you have that one cigarette it 's...Um hmm. Like, like I never 
even quit." Barbie (20-555-556,564) 

One participant described that she thought she would be able to smoke one cigarette and 

then return to abstinence after the birth of her first baby. She admits that was not possible. 

After returning to smoking after her first son, she anticipated going back again after 

subsequent deliveries. 

"..[with] these two I knew I was going go smoke. It would come, like would like I never 
quit. You know? But with my son, I had no idea. At the time, I thought I could just 
smoke one here and I'll go back to not smoking, but it was it...was not that way." Barbie 
(23-638-643,644) 

Women found that after smoking one cigarette they missed smoking and wanted another 

one. These women easily returned to being a smoker. Some returned to regular smoking 

gradually 

"It didn 't take more than two cigarettes before a few hours later I wanted another 
cigarette and I just continued smoking from there... " Dianne (20-567-570) 

"But the one leads to the next and so on so, it's yeah I think it's just the one. It just 
takes time for me I can't go from just one to being an avid smoker the next day." 
Gerri (22-659-663) 

"Yeah, it was like whoo, the head rush and I was like "Oh yes, I miss this ". (laugh) I just 
want another one and so I knew, I knew that was going to happen like after I had my first 
one it would be like a week or two later that I had my second one but I wanted that 
second one, I was looking forward to it. Okay I know I want one but not today, okay 
maybe tomorrow and then tomorrow came and then a week passed and I was like "Okay, 
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/ want another one now" you know so it was like I knew that it was going to trigger 
something where I wanted it back." Fran (30-919-31-929) 

In conclusion, after delivery women found that once they started to smoke 

again they easily returned to being a smoker. Many returned to smoking as if they 

had never stopped. Some found that they missed smoking and having one cigarette 

led them to desire more. Some women reported that the return to regular smoking 

occurred gradually. 

Delaying the Return 

Many participants returned to smoking within the first few days to the first few 

weeks after delivery. However, the majority of women who chose to breastfeed tended to 

delay resuming this behavior. In the grounded theory Going Back: Regaining Solace, 

Sanity and Self, breastfeeding was found to be an intervening condition, one that deferred 

smoking. Women who breastfed were concerned that they could expose their babies to 

harmfiil chemicals fi'om cigarettes that would be passed fi'om themselves to their infants 

via their breast-milk. Many women abstained from smoking until they decided to no longer 

breastfeed. 

../ breastfed. And so, and 11 wasn't ..going to be a, she wasn't going to be breast 
fed the whole first year of her life. I just knew I was going to do the a colostrums. ..the 
very beginning of it. So and that was it. And I, I just didn't know but I decided 
yeah I was going to start smoking again, I just didn't know, one month, two months, but I 
decided one month. So that's when I stopped breast feeding.'" Barbie (40-1176-41-1177-
1191) 

Even though this participant considered returning to smoking to help her deal with stress 

she was motivated to remain abstinent because she was breastfeeding. 
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"...when it's hard, and it's stressful, you think ok maybe a cigarette break will help, but 
I was feeding, breastfeeding, and I didn't..." Cathy (12-341-343) 

Dianne described that she was aware that she should not smoke and breastfeed. This 

knowledge provided her with the incentive to delay returning to smoking. 

"when the baby was bom, uh I wanted to nurse her. And so I, you know, they had read 
stuff and my midwives had told me, "you know you shouldn't smoke and nurse" and so I 
wanted to nurse her and so I had real good motivation not to to smoke. Plus I really at 
that point I didn't have any desire, I had no appetite I had no no energy to even go 
outside to go to smoke." Dianne (12-325-333) 

Fran delayed returning to smoking while her baby was breastfeeding to avoid harming her. 

After her baby weaned herself, Fran felt a sense of freedom and returned to smoking. 

"Well, she was stubborn, so she you know, she just stopped on her own to breastfeed and 
she didn't want it anymore, she wanted a bottle. So I started her on the bottle and I said, 
woohoo, a little bit of freedom, (laugh) So I was like, yeah, give me a cigarette (laugh)" 
Fran(6-158-160,164-166) 
"I thought you know it would harm her still. You know she's breastfeeding and 
everything goes through my system it would go to her." Fran (7-186-188) 
"So I didn't want anything to happen to her she already had enough problems when she 
was a baby so I didn't want to add to it". Fran (7-192-194) 

Another participant described delaying her return to smoking because of concerns that 

smoking while breastfeeding could have negative effects on her baby. 

"...so 1 didn't smoke for like a couple weeks afterwards " 
"Right, cuz I wanted to breastfeed and they said they 'II smell it on your clothes 
And I had the same fears as with my son, that I was worried about deformities but this 
time I was worried about the heart, teeth, the breathing...the breathing problems " 
Heather (9-267-273,10-277-280) 

"I started smoking that day and I decided to not breastfeed while I was smoking my 
cigarette because I thought that this is going to be this it was just going to go straight to 
her and we have, we had formula in the house anyways, so cuz it didn't I quit breast 
feeding with my oldest so 1 was prepared for the second just in case my breast milk, and 
it was just something just like in my stomach this was going to affect I don't know why 
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but they tell me that it's better for her for me to breastfeed anyways." Heather (30-907-
916) 

One participant reported being unsure of the benefits of breastfeeding while smoking. She 

worried that smoking would cancel out the benefits of breastfeeding so she stopped 

nursing. 

"But I wasn't sure which one was worse, not breastfeeding or smoking and breast 
feeding... 
Because its like putting a toxin into her and I wasn't sure if that just like X'd out the good 
stuff " Heather (31-929-930,934-935) 

A participant who breastfed and expected that her second baby would be weaned by the 

time she was three months old, would smoke an occasional cigarette. She worried that 

smoking may negatively effect her baby. After her baby was no longer breastfeeding she 

looked forward to increasing the amount that she smoked. 

"1 thought you know at 3 months she was going to be done from breastfeeding and you 
know I would smoke an occasional cigarette and then finally you know when she got done 
1 was like "Woohoo, I'm going to buy my own pack" .(laugh). I'm just going to go for the 
whole pack in one day..." Fran (17-502-507) 
"When I was breastfeeding and smoking I felt really bad it's like okay, please God don't 
let anything happen to my baby you know?" Fran (38-1164-1167) 

To summarize, women who breastfed reported that concern about exposing their 

baby to potentially dangerous chemicals in cigarettes led them to delay their return to 

smoking. Women were motivated to prolong abstinence from cigarette smoking to avoid 

causing harm to their infant. Two participants did return to smoking during the time that 

they breastfed, however both smoked only occasionally or lightly and perceived that this 

lessened the risk to their infants. In a sense, women were extending the protection 

provided to their babies during pregnancy. 
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Figure 6. Stage Four: Regaining Solace, Sanity and Self 

Regaining Solace, Sanity and Self 

Relief, Comfort, and Relaxation 
Smoking resulted in relaxation, calm, relief of stress 

Regaining Sanity 
Smoking allowed for time to think, problem solve, and a sense of sanity 

Smoking: A Legitimate Break 
Smoking provided a break and time away from the children. Was especially 
helpful when dealing with difficult baby behavior and household chaos. 

Returning Self 
Smoking is a return to usual pre-pregnancy behavior, routine and being. 

Relief, Comfort, Relaxation 

Participants experienced beneficial consequences when they returned to smoking. 

For many, smoking resulted in feelings of relaxation and allowed women to get away 

temporarily from the demands of their lives. Smoking was a strategy that provided relief 

from stress. 

"It just made me feel relaxed. My heart raced, because I was smoking but for some odd 
reason it made me feel more relaxed, I just felt like I could just turn every thing off. And 
I just would go outside and I would shut the door and I couldn't hear anything and I just 
could relax. I just felt like I could relax." Dianne (34-951-957) 

"...just give me a cigarette and I'll be okay (laugh). So it's my little relief, my 
relaxation" Fran (9-265-267) 

"It's like...to me it's like okay like a breath of fresh air, it's like give me my cigarette you 
know...It's like whew...just a... A relief... a comfort you know." Fran (35-1055-1061) 

"It's just a very, for some reason it just feels calming. A cigarette is kind of like, umfor 
one minute you can be really high strung, and then all of a sudden, it's like giving you 
time to calm down. It's not necessarily that it does anything in particular, it just makes 
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you feel like you have a few minutes to calm down." Janet (35-1064-1065,1072-1076-
36-1077-1078) 

One participant was urged to smoke by her husband who was also a smoker. He offered 

her the prospect of relief from her emotional distress. 

"...And so, um, he says come on, smoke a cigarette, you'll feel better. So I'm thinking I 
don't want to, and then, as soon as I did, I remember, feeling a little comfort better." 
Barbie (19-524-527) 
"my husband was like offering me I'm like come on you 'II feel better cause I think he 
didn't like to see me you know bawling and crying " Barbie (20-551-554) 

Women described smoking as a way to relax when experiencing stress. Smoking 

represented a tactic for inducing a sense of calm under stressful circumstances. 

"So I when I get stressed out or something and I go sit outside and I smoke I feel more 
relaxed." Gerri (13-376-379) 

"...uh it just feels kind of like I take a breath and just calm down....with the cigarette." 
Gerri (14-405-406) 

"...when you sit down and you 're stressed out and you smoke a cigarette it was like 
complete calmness it was just like (deep sigh). It's like when you really stressed out and 
you take a deep breath and you just feel that, that total relaxation, that's what a cigarette 
is for me..." Heather (8-227-232) 

"She's I'm going to get what I want now... And she 'II continue with this attitude for 30-40 
minutes, it will go on, she's been spoiled by her dad, and at some point you just.. .you 
just want to pick the child you know what, but instead you count to 10 and you smoke a 
cigarette and it helps relieve some of the tension because it... it gives you time to sit down 
and relax... " Janet (8-238-245) 

To summarize, women found that the return to smoking provided benefits such as 

relief from stress, and a sense of calm. For some, smoking was a tactic to help them deal 

with stressful or emotionally distressing situations that they experienced in the postpartum 

period. 
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Regaining Sanity 

Women reported that smoking helped them regain sanity during chaotic times that 

they faced following childbirth and in the course of caring for their families. 

"...Ifeel that I need to do this...to have my sanity..." Barbie (26-749-753) 

"So, that was my, my moment of sanity [going out to smoke a cigarette]. 
That I would do. I couldn 't hear her cry and acted like it was fine, you know, I'm not 
going to lose my mind." Amy (49-1394-1400) 

One participant who experienced labile emotions believed that smoking may help stabilize 

her emotional state. 

"maybe my mind [is] going to go straight, when I'm going to get a cigarette" Cathy (12-
352-354) 

Smoking allowed participants time to calmly and rationally think about their lives and 

make plans for the future. 

"..it was just my little time to think about stuff and you know basically examine it and 
what's going to happen next and what's going to be this and what's going to change you 
know and how am I going to do this and just basically those are my best thoughts is when 
I would sit out there smoking (laugh). I'd be like, okay, well this is what has to happen 
next you know." Fran (24-716-722) 

"...it [smoking]gives you the time to think and not and not think about think about 
everything that you can kind of think about and bring it all together, that's how I feel 
when I smoke..I think it calms you but there is, I don't know what it is there that calms 
you but I think it calms you enough so then when you 're sitting there and you 're calm 
you can start to actually put things together." Heather (32-975-33-987) 

One woman acknowledged her ambivalent feelings about smoking. She knew that 

smoking was bad for her children, however, she felt that smoking allowed her to be calm 

and sane when caring for her children. 
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"..but it helps it you know it calms me it's bad for my kids, makes me sane for my kids, 
you know it's just a tug of war, smoking.." Heather (34-1031-1033) 

Participants reported that resuming cigarette smoking helped them regain and 

maintain their sanity. Women described that caring for their new babies and their other 

children was demanding, and smoking helped them meet those demands calmly and 

rationally. Smoking also provided women with time to focus and think. Women found 

smoking helpful when they needed to appraise their circumstances and make plans for the 

future. 

Smoking: A Legitimate Break 

For many participants smoking represented a break; a time to get away from their 

children and the demands of being a mother. This time away was temporary but helped 

them deal with the challenges that they faced during the postpartum period. One 

participant described how smoking legitimized her ten minute break in her garage, away 

from her crying baby. 

"I don't know if it would work as well as you weren't smoking, but, definitely. I get 
enough cause I'm sitting in my garage as the baby was crying going out there, and just 
sitting therefor ten minutes and coming back in. Can't imagine doing that [unless she 
was smoking] " Amy (52-1471-1476) 

When women felt helpless in dealing with difficult baby behavior they felt that a cigarette 

break was a strategy they could use to deal with their stress and frustration. Taking a 

cigarette break bolstered their ability to continue to manage very difficult situations. 

"Why won't she stop crying ? And, um, I think I probably smoked more with 
after[baby 's name] just because stress levels were, you know, I was just, there's nothing I 
could do except go out in the garage and have a cigarette. And, then I couldn't hear. 
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and you know she was in her crib whatever crying and there was nothing else I could do, 
I would go out and I would have a cigarette, and then I'd be able to come back in deal 
with it. Instead of like wanting to throw her up against the wall." Amy (49-1376-1386) 

Smoking allowed women an escape from their children, and gave them time for 

themselves. 

"..Cause, I smoking was like a way from being with the kids and my other two and this 
one and just everything, and, it was my little time alone. I mean, what, and then I started 
to think when I started smoking what did I do when I wasn 't smoking, you know? What 
did I do to escape that ? " Barbie (7-178-187) 

"...I don't want them [her children] around me because that's my break away from 
them..." Barbie (48-1379-1380) 

"But it gives me time to sit down and take a break. Which you don't get to do to in this 
house with three kids running around. There is no break, your day is filled with getting 
up at 6 o 'clock in the morning, getting one ready for school, getting them fed, getting 
them all dressed, taking one of them to school, coming back, you know, getting cartoons 
and the house cleaned up on, and then got to feed the other two lunch and then with a 
new born, she's just learning how to eat, and you and you got that mess to clean..." 
Janet (25-745- 746,750- 760) 

For some, smoking provided their only alone time. 

..but this is my only, like I said my only free time for me but I feel like, okay, go away, 
go away kids, this is mommy's time. I'm outside smoking a cigarette and you know this is 
my time and they know, they know." Fran (17-518-18-523) 

"I think that's what it is. I know when I sit here smoking a cigarette it, I feel like I have a 
few minutes to myself" Janet 36-1082-1084). 

Participants described how when family life became chaotic smoking allowed for a time 

out for everyone including themselves. This "time out" resulted in a stabilizing effect for 

everyone. 

"..you 've got a million things going on and you 're just, your just feel like yelling you 
need to stop go outside and smoke and then you come back and it's like a deep breath 
and it just 
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like counting to 10. Or else that's what cigarettes is to us like start counting to 10. It 
just helps to calm me. Okay, I've already told you, need to do this and we 're okay 
(laugh) we just need to be away from each other and out of sight physically and then it 
helps calm us down." Heather (35-1045-1054) 

"...it[smoking] does, it allows for a break, the baby's playing or baby's sleeping or step 
out of my house, I can not be in there, I can take a break and I don't have to look at 
anything inside or deal with anything inside for ten minutes...or however long and I don't 
have to worry about it. And then go back and deal with it, it's a break." 

To summarize, a third benefit of returning to smoking after delivery was that 

smoking provided a break from the demands of motherhood. Participants reported that 

smoking provided them with time to be alone. Women described that cigarette breaks 

helped them deal with frustrating situations and provided a sense of stabilization. 

Returning Self 

Participants indicated that returning to smoking after delivery resulted in them 

feeling like themselves once again. Some women reported that they saw smoking as part 

of their identity and this aspect of self was temporarily put on hold while they were 

pregnant. One participant describes this return to self as comforting. 

"...once I smoked I was just like, ah. You know, I'm, I'm me again or something. It was 
like a part of me was gone. It was like well I'm back to my self again finally. 
And, that it was a stress reliever so. It's me again. I feel like it's part of me. The fact 
that I smoke, it's, it's part of who I am. And, so when 11 went back, I was like, I just felt 
like it was just almost like going home or, you know, like a very comforting feeling, like 
It was that comforting, but. This is who I am. I smoke. "Amy (15-440-443,447,16-461-
470) 

"I think it's [being a smoker] just in your being... so I think it's just the being I mean, 
people know you as...people know me shooting pool, smoking a cigarette...or walking 
down the street smoking a cigarette or something...this is me... " Isabel (56-1705, 1718-
1721-57-1725-1726,1730) 
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"It's... it's... it's a wonderful experience to be pregnant but it's also to be back to your 
old self, you don't have the extra added weight, you don't have the extra added um 
cravings to eat weird things, or you just want to be back to regular so yeah, smoking 
probably ah comes with that it's something you did as a habit before you were pregnant 
you stopped to give your children healthy, you know and...in your stomach a chance. I 
guess and now you 've just kind of picked up your old habits, you 're wearing your old 
clothes, why not smoke cigarettes. I guess it's kind of like you want to be able to fit into 
everything and that's just part of who you were and your life was before that." Janet (45-
1366-1379, 46-1383-1386) 

Barbie also reported that she felt as if part of her "normal" non-pregnant self returned 

when she resumed smoking post delivery. She described that smoking was a way that she 

rewarded herself after delivery. This data excerpt illustrated Barbie's motivation to 

suspend smoking for the baby's benefit, and the meaning she ascribed to cigarette 

smoking, 

"I was just feeling like oh yeah, part of my self is coming back 'cause when I was 
pregnant, it was like, you were being very unselfish. You I was just doing everything the 
right thing for this baby. You know. So when smoked, I think my feeling was finally I'm 
doing something for me. It was a re, felt like a reward. I think that's, to me smoking is 
like some kind of reward " Barbie (45-1280-1285,1289-1291-1295-1296) 

To summarize some participants described that resuming cigarette smoking 

postpartum resulted in feeling as though they were returning to themselves. These women 

reported that cigarette smoking was part of their persona. The return to smoking was a 

return to their usual being. 

In summary Stage Four Going Back: Regaining Solace, Sanity and Self was 

presented in this section. Nine participants described situations in which they returned to 

smoking post delivery. Stage Two Imperative to Protect: Stopping Smoking During 

Pregnancy For the Baby, and Stage Three Life in Flux Experiencing Stress in the 
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Postpartum Transition described a context within which women stopped smoking almost 

exclusively for the welfare of the fetus and then experienced various post delivery related 

stressors. Many participants returned to smoking under stressful conditions that were 

related to childbearing or childrearing experiences. Women had differing expectations 

regarding smoking after delivery that were addressed in the subcategory Smoking after 

Delivery: Expectations. Some participants hoped to remain abstinent while others looked 

forward to resuming smoking. All women in this study went back to smoking after 

delivery. Women's experiences of returning to smoking in the post delivery period were 

described in the subcategory Starting Back. Women returned to smoking under several 

conditions including being exposed to smoking by others, easy access to cigarettes, being 

addicted, and in stressful situations. In some cases multiple triggers resulted in women 

going back. Once women smoked their first cigarette post delivery they found they easily 

returned to smoking again. This is addressed in the subcategory Easily Slipping Back. 

While most participants returned to smoking within the first few days to weeks after 

delivery, women who breastfed delayed going back to extend protection to their infant. 

This intervening condition is described in the subcategory Delaving the Return. Returning 

to smoking was sometimes used as a strategy to deal with stressful situations. For most 

women smoking resulted in positive consequences that were sought after. In the category 

Regaining Solace, Sanity and SelfXhe benefits of returning to smoking are addressed. The 

subcategory Relief Comfort and Relaxation described the sense of calm and relaxation 

that women reported that they derived from smoking. For some participants, smoking 

provided a sense of sanity, as well as time to reflect on their lives and problem solve. This 
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positive consequence is described in the subcategory Regaining Sanitv. Another benefit of 

resuming smoking was that it represented a break from the chaos and challenges that 

sometimes accompanied motherhood. It allowed participants some free time alone, this is 

described in the subcategory Smoking: A Legitimate Break . Finally, in the subcategory 

Returning Self, participants reported how they felt that smoking allowed them to return to 

their usual pre-pregnancy being. 

Stage Five: Considering the Negative Consequences 

In Stage Five, Considering the Negative Consequences women described the 

potential and actual consequences of resuming smoking to themselves, and their children. 

Women identified the emotional consequences of feeling bad and guilty after returning to 

smoking. However, some felt that they needed to smoke to deal with their lives. Many 

women expressed concern about role modeling smoking behavior to their children as well 

as worry about the negative effects of second hand smoke exposure. In figure 7 

subcategories of the stage Considering the Negative Consequences are provided including 

Feeling Bad About Smoking Again. Considering Negative Consequences: To Women 

Themselves. Acknowledging the Danger: Exposing Children to Smoking, and 

Interpersonal Consequences. 
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Figure 7. Stage Five: Considering the Negative Consequences 

Considering the Negative Consequences 

Feeling Bad About Smoking Again 
Women acknowledge feeling bad, and guilty about returning to smoking 
Women report feeling conflicted about smoking. Smoking provides 

positive benefits, however women recognize the dangers of smoking 
Considering Negative Consequences: To Women Themselves 

Women identify potential health consequences of continued smoking 
Actual negative aspects of smoking were identified, such as health, 

environmental, and cosmetic effects of smoking 
Acknowledging the Danger: Exposing Children to Smoking 

Concerns about exposing children to second hand smoke 
Providing a Bad Example: Role Modeling 
Women acknowledged that they were providing their children with 
a bad example by smoking 

Interpersonal Consequences 
When women returned to smoking there were negative interpersonal 
consequences. 

Feeling Bad about Smoking Again 

After returning to smoking again participants felt bad or even guilty. Some 

participants indicated that they felt conflicted about going back. Women felt bad for 

various reasons such as knowing that they were exposing their children to cigarette smoke 

and feeling like returning to smoking was wrong. 

"And so I started smoking, and it just.. .Ifelt bad. Ifelt really bad because I still wanted 
to nurse her, you know. I still had these thoughts of wanting to nurse her and I'm like 
well now I'm smoking and and oh and... going to pick her up after I smoked cause I was 
home by myself. You know trying trying to time it so when she 'd go to sleep, so I'd smoke 
a cigarette, so I didn 't reek like smoke when she got up. But she would only sleep for ten 
or fifteen minutes, so I just finished the cigarette and she would be up and um, Ifelt 
really bad. Ifelt really bad and it, but it didn't it didn't stop me." Dianne (23-661-668-
24-669-673) 

"I think because you know it's bad for you and you shouldn 't be doing it and your are 
and you 're like oh man, I'm doing something bad" Isabel (58-1766-1768) 
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"I didn 't really feel guilty for going back but urn, I felt bad because I didn't want my, 
my health and my children's health to be in jeopardy." Gerri (32-964-967) 

One participant reported that she felt that returning to smoking was wrong and this 

influenced her to no longer derive pleasure from smoking. 

"Oh, I'm doing wrong thing! I'm doing wrong thing! And um, actually I didn't finish 
the cigarette... but still I don't like it, I feel like I'm doing the wrong thing, and I don't 
enjoy it." Cathy (16-491-492,17-496-497) 

Another woman reported that she occasionally feh guilty about smoking and it influenced 

how she felt about herself as a mother. 

"I mean there's times when I think I'm a bad mom because I do smoke. I have that guilt 
feeling, every now and then." Barbie (62-1774-1776) 

Some participants admitted that smoking was a negative behavior and a poor choice, but it 

was their choice to make. 

"So 1 lit it and I knew that it was going be a bad thing that I did but I did it so it's my 
fault, my choice, my decision, you know and it was a bad one but you know." Fran (30-
912-915) 

Women expressed ambivalence about their return to smoking. They felt that smoking was 

a mistake however they believed that they needed to smoke to deal with their lives. 

"I know if I smoke this cigarette I'm going to want another one, I don't know if that's a 
good decision right now but I also thought about, ok well I'm depressed, I don't you 
know...I need something to just relieve me for a minute " Fran (30-900-904) 

"I didn't want to start smoking again, I didn't want, I didn't really want to... but it was 
to be with my friends who all smoked or not be with my friends and not smoke...and at 
that point my friends were extremely important to me because my sister had 
moved... and I didn't have her to talk to anymore, I just had a baby..." Isabel (14-
404,408-409,417-418,422-15-430-433) 
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In summary, women faced negative consequences when they returned to smoking 

including feeling bad and guilty. Some felt badly because they were exposing their 

children to cigarette smoke. Even though some women indicated that they felt that 

smoking was wrong they expressed that they needed to smoke for relief 

Considering Negative Consequences: To Women Themselves 

Participants expressed awareness of actual and potential health consequences of 

cigarette smoking that could result from continuing this behavior. Many women stated 

that smoking predisposed them to developing cancer, heart disease and lung problems 

such as emphysema. 

"I think it could cause lung cancer, cancer, and um, my doctor said that my lungs sound 
fine. But, and it can cause throat cancer all that stuff." Amy (36-1014-1017) 

Women expressed additional concerns that cigarette smoking would have cosmetic 

effects and detract from their appearance by accelerating the aging process. 

"Cancer, lung disease, and I don't want to look sixty when I'm thirty those types of 
things". Gerri (23-694-696) 

"Oh, I'm, I'm going to look older. I see that too, I look at patients, parents and stuff you 
can tell which ones smoke. Looking older and cancer... I have relatives on my mother's 
side that died of cancer, lung cancer. On my father's side they had. lung cancer. Um, we 
have heart disease on both sides of my family" Dianne (38-1068-1074) 

Several participants feU that smoking had already caused some negative physical changes. 

"Oh gosh, everything, my health, my vision. I noticed my vision. I don't know about my 
memory but that's been going (laugh) and I'm not that old that's been going out the 
window. Um, I noticed my skin, my skins changed a lot. My hair has changed a lot, um 
mostly physical effects, things that people can see. You know if they saw me now they 'd 
be like wow. I also can tell it's not as smooth and I know some of that comes with age 
but I can tell that some of that comes with the smoking too. That can't be good for you. I 
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mean why no matter what anyone tells you it can't be good for you " Heather (22-651-
662). 

While most participants reported that they knew that they could develop life threatening 

illnesses as the result of being a smoker, one shared that she doubted that she would be 

personally affected by smoking related problems. She believed that she would quit 

smoking before it had any lasting or detrimental effects. 

"How it will affect me, I guess I really don't think that I'm going to have cancer from it, 
I don't know why, um, but I don't that, I think I'll quit before then. And I think that I'm 
healthy right now, and I know how your body feels after you quit... " Amy (36-1017-1022) 

Participants indicated that they worried that they would become ill or worse yet die from a 

smoking related disorder before they raised their children. Individuals who had a family 

history of cancer or another smoking related illness were especially cognizant of their own 

susceptibility. 

"...me having something terminal like terminal illness related to the can...to smoking 
and you know if I'm not here then you know I'm worried about my babies and I know 
they will be like Mommy, where's mommy, so that's one thing I'm like always worried 
about because you know like I said cancer does run in our family and that's scary." Fran 
(29-867-873) 

"I feel it's not helpful for my health at all, and now I realize I have to be more healthy 
because he has to grow up, and I have to help him to grow up and everything, if I am 
getting sick it's not going to help at all. So I need to be healthy..." Cathy (465-470,474) 

In some cases participant's family members reminded them how dangerous smoking was 

and that family history predisposed them to being negatively affected by smoking. 

"I'm going to end, end up dead before my daughter has children before she can grow 
and just the same with like my husband whose now without his father at such a young 
age. So he left behirul a six year old daughter and a sixteen year old son and so that. I 
worry, I think about that and that's what my mom always tells me "you know... don't be 
so stupid, it's not like you don't know you 're a nurse, you you know that it's going to kill 
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you and you 're going you know we have heart disease in the family we have cancer in 
our family and you 're just setting yourself up. What do you think that you 're invincible 
or something ? " Dianne (38-1081-1095) 

Participants also identified actual negative effects and aspects of smoking such as the 

smell, taste, staining of teeth, and smoking related discomforts [e.g. throat irritation]. 

Some reported that they became winded with activity. 

"Tastes bad, it's like my, my throat feels, I don't know, feels different and I'm trying to 
walkout it's not enough air [she becomes winded]..." Cathy (15-459-461) 

"Like she, you know um, she's young, I won't be able to catch up with her, I'll be winded. 
You know, whatever, I think that, uh that's what I'm afraid of." Barbie (55-1565-1569) 

"Because it stinks, it's nasty, makes your teeth brown, it makes you look old just all kinds 
of reasons." Gerri (10-307-11-310) 

"I get into my other friends' cars and they, they kind of smell and I'm thinking that's how 
mine used to smell. It's it's kind of gross..." Amy (56-1617-1620) 

One participant pointed out that the high cost of cigarettes is a factor that discouraged 

smoking. 

"I have a feeling, a a reason why a lot of people don't want to smoke, quit smoking is 
because it's just so expensive." Barbie (50-1440-1442) 

In conclusion women identified potential and actual negative consequences of cigarette 

smoking to their own health and appearance. Participants expressed concern that 

succumbing to smoking related diseases may prevent them from seeing their children grow 

up. In addition other negative aspects of cigarette smoking were acknowledged such as 

the smell of environmental tobacco smoke and high cost. 
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Acknowledging the Danger: Exposing Children to Smoking 

Participants reported that they were troubled that their children would be affected 

negatively by their continued cigarette smoking. Many worried that they were role 

modeling smoking behavior and that their children would also become smokers. Likewise 

women were concerned that second hand smoke exposure would cause illness among their 

children. The majority of women expressed worry that since they smoked they were 

conveying the message to their children that smoking was acceptable. 

"That is what I was just worried about like um, um, obviously my children they grow 
older they, you know, the more they get older I realize how much they 're so much like me. 
And if they 're like me they are going to have the same weaknesses I do, and if they see 
me smoking, it's going to be like so easy for them to think it's okay. So that's one of my 
fears." Barbie (63-1795-1799) 

"... because I don't want my kids to grow up and think it's okay to smoke and you know 
because I don't want that for them and I understand where my mom is coming from for 
me and my sister and I definitely do not want that for them so I want to quit, just not right 
now. They 're too young to understand so I'm going to give it a few more years, (laugh)" 
Fran (24-736-25-742) 

"I don't want them to smoke. I mean it's a bad habit to even start but I know when they 
get older they see mom and dad doing it, even if I stopped they still see Daddy doing it 
and they, I know, will want to experiment and try a cigarette and that's how I started you 
know." Fran (29-873-878) 

"It will probably affect my children because usually most parents that smoke, their kids 
end up smoking. So in the long run (inaudible) that affects me you know if they do pick 
up smoking... " 
Heather (23-677-680) 

"I think that it [her continued smoking] will make them smokers and I do not want that" 
Gerri (24-715-717) 

Several participants doubted or downplayed the affect that their smoking would have on 

their children in the future. 



202 

"...my husband believes, that, because I smoke, my kids are grow up to smoke. And, I 
don't believe that. Because, if that was the case, why do I smoke? When nobody in my 
family smokes." Amy (58-1658-1566) 
"So I don't buy into the theory that because your parents smoked the kids are 
automatically going to grow up smoking." Amy (59-1692-1694) 

Even though women carried out tactics to protect their children from second hand smoke, 

such as smoking outdoors, they admitted that they still worried that they were exposing 

their children to cigarette smoke residue in their clothes or hair. 

"I'm worried that uh, even though I don't smoke around them, I just still feel like they 're 
getting second hand smoke because it's in my clothes when I come in the house." Barbie 
(63-1809-1812) 

.. Cuz I don't want her to be around that, it's a lot it's that second hand smoke and I go 
outside so it won't be in their air you know." Fran (26-776-777) 

Most women were aware of the negative effects of environmental tobacco smoke on 

infants and children and were motivated to prevent exposing them to smoke. 

"I don't want to the second hand smoke to effect them." Gerri (24-718-719) 

"Asthma it causes so many allergies that their allergic to it later on or pretty much the 
same effect that it has on me, you know..." Heather (23-681-683) 

In summary women indicated that they were concerned that their children would be 

adversely affected by their continued smoking. Of major concern was the awareness that 

their own smoking behavior could result in their children becoming fliture smokers. 

Participants also worried that second hand smoke exposure could negatively affect their 

children's health. 
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Interpersonal Consequences 

Women who returned to smoking after pregnancy often faced anger, disapproval 

and ftxistration from family members who did not approve of their smoking. These 

interpersonal consequences resulted in participants feeling terrible. 

..it was such a disaster when I said I'm going to quit with [her baby] and then I didn't 
quit, everyone was giving me such a hard time, especially him, he didn't speak to me, and 
it was av[ful." Amy (28-804-808) 

"AMful. Uh avrful, she you know, cause she's like "pleeaase " she's like begging me, 
and you know I feel bad, I feel so. But why don't you just stop ? My sister, one of my 
sisters, not my youngest one, but the middle one, she's the same way. She's kind of mean 
about, you know, I mean it's just her personality that's just the way she is. She's just 
kind of harsh, you know. She just throws it right in my face. "You 're, you what you 
don't care, you don't love your daughter, and you, you don't want to be there to see her 
and..." Yeah, I feel really I feel bad." Dianne (40-1131-1143) 

When women were faced with pressure and disapproval from others they found 

themselves justifying their return to smoking. 

"Yes, he doesn 't like. ..to this day he throws that in my face, you stopped for a year and a 
half and you start back smoking he's like, how stupid is that? (laugh) And I tell him this 
is my only stress relief for me you know. You...like he smokes you know and it's a habit 
for him now, like he smokes it's a habit, he can't stop but for me it's like a relief, you 
know." Fran (21-618-624) 
"But he thinks it's stupid that I started back so... .and I think so too sometimes but you 
know." Fran (21-639-641) 

"My sister asked me "why did you start smoking again ? " And I brought her close to me 
and put her here. ..Brought her mouth, brought her ear to my mouth and just started to 
cry, like crying like wah, like a baby cry in her ear for, I did it for like twenty seconds or 
something. And she's like okay, okay..." Dianne (26-739-741,749-753) 

Family members and loved ones were not the only people who remarked on the 

participant's return to smoking. Here Barbie describes the flak she received from co

workers when she resumed smoking post delivery. 
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"I work, you know I work at up with a lot of people, they don't make fun or anything, but 
they [say] how could you start smoking ? You did such a good job, you quit blah, blah, 
blah, like. And I really don't know how to try to tell them, I'm like I don't know it just 
happened. You know? And they say they make fun of me you quit for so long." Barbie 
(24-663-670) 

One woman initially hid her return to smoking from her spouse because she was 

breastfeeding, and knew that her return would induce an angry reaction. 

"...I see my husband smoking and I was like, I want a cigarette so I would steal a couple 
and his brother smoked too so I would, "give me a cigarette, give me a cigarette ", and I 
would go into the bathroom and hide, put on the fan, lock the door and then smoke a 
cigarette. Because I didn't want him to know, I didn't want my husband to know I was 
smoking because I was still breastfeeding too and I didn't want him to be really mad 
because the baby, she was daddy's girl." Fran (12-366-370-13-374-377) 

Another participant described how her mother would discourage her from smoking and 

negotiated deals with her so she would decrease the amount of cigarettes she smoked per 

day. 

"...every time we'd go to the base to go purchase formula she'd talk with me about me 
smoking. You know, "just quit smoking, you don't have to buy me another gift, you don't 
have to do anything for the rest of my life." And so, I've made a deal with her that I 
would try to smoke five, just five cigarettes in the day." Dianne (25-701-707) 

Several women who had older children described how their children would pressure them 

to quit smoking. Children were influenced to provide their mothers with anti-smoking 

messages by television advertisements and programs as well as anti-smoking information 

that they received at school. 

"...thank goodness for television, my son really rips on me every time I smoke. 
So I think that might be why I've also gone down to the half a pack because he 'd say, 
that's not cool mom and you know....he's had a lot of influence on me too and televisions 
helped him out and schools helped him out he says you 're going to die [if you smoke]." 
Heather (20-593-595) 



205 

"Because they 're[her children] old enough now they tell me mom smoking's bad for you, 
blah, blah, blah and I get that a lot. From the, my two kids, you know... " Barbie (49-

1401-1404) 

"He[her six year old son] tells me all the time, you shouldn't be smoking, you need to 
quit smoking and... Commercials, TV please don't smoke yeah, TV." Isabel (46-1385-
1396) 

Women who returned to smoking following delivery were confronted with anger, 

disapproval and pressure to permanently quit by loved ones. Some participants found 

when they were faced with pressure from others, that they justified their smoking 

behavior. Women with older children reported that they were well versed in the negative 

health affects of smoking thanks to anti-smoking information that they saw on television 

or that they received at school. Older children exerted pressure on participants to quit 

smoking. 

To summarize women reported that they experienced various negative 

consequences after going back to smoking in the postpartum period. These consequences 

are presented in Stage Five Considering the Negative Consequences. After resuming 

smoking many women felt that they were making a poor choice, or were doing the wrong 

thing. They felt bad that they were exposing their children and themselves to the negative 

effects of cigarette smoking. These negative emotional consequences are described in the 

subcategory Feeling Bad About Smoking Again. The majority of participants felt that 

they were susceptible to eventually developing diseases that are associated with cigarette 

smoking such as cancer, heart disease and emphysema. Additionally women indicated that 

they believed that smoking would have cosmetic effects and make them look older. 

Several participants shared that they are already experiencing physical changes related to 
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smoking such as feeling winded with exertion. Some worried that they would die 

prematurely from a smoking related illness and not be able to raise their children to 

adulthood. These potential and actual negative consequences of returning to smoking to 

women themselves are addressed in the subcategory Considering Negative Consequences: 

To Women Themselves. In the subcategory Acknowledging the Danger: Exposing 

Children to Smoking, concerns about the perils of exposing children to cigarette smoking 

are described. Participants worried that they were providing a bad example to their 

children, and most believed that their children could also become smokers as the result of 

the example they were presently setting. A second concern was that their children would 

develop health problems resulting from exposure to environmental tobacco smoke 

exposure. Following their return to smoking women were sometimes confronted with 

negative reactions from their loved ones. They faced anger, disapproval and pressure to 

quit from others. These interpersonal dynamics are described in the subcategory 

Interpersonal Consequences. 

Stage Six: Extending Protection 

The final stage in the process Going Back: Regaining Solace, Sanity and Self 'i^ 

Extending Protection. Upon returning to smoking women realized that smoking could 

have negative effects on their new baby, other children and themselves. Extending 

Protection is defined as strategies women use to protect their new babies and their other 

children from the dangers of cigarette smoking. Some participants described their 

attempts to protect themselves from the negative effects of smoking by using strategies 

such as controlling the amount they smoked or smoking "light" cigarettes. There are two 
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subcategories of Extending Protection, Protecting and Shielding, and Controlling and 

Regulating (Figure 8). 

Figure 8. Stage Six: Extending Protection 

Extending Protection 

Protecting and Shielding 
Strategies to protect their children from being 
exposed to environmental tobacco smoke. 
Tactics used to prevent children from seeing them smoke 
Smoke Free Zones 
Some areas are off limits to smoking such as the house 
and the car. 
Women identify smoking areas-places where they can 
smoke 

Controlling and Regulating 
Strategies women use to protect themselves from the 
dangers of smoking, limiting the amount they smoke, 
smoking "light" cigarettes. 

Protecting and Shielding 

Most participants were knowledgeable about the deleterious affects that cigarette 

smoking could have on their own, and on their children's health. The majority of women 

instituted tactics to minimize their children's exposure to smoking. Participants 

established smoke free zones. These were areas where smoking was not allowed or where 

the ventilation was adequate and women felt that they could smoke and the children were 

not being directly exposed to cigarette smoke. 

"I don't smoke in the house or in the cars." Amy (30-856-857) 

"I don't smoke in the car with my kids. That's another big no no. Um, I don't smoke in 
the house. It's kind of my little um, uh what do you call it, my little uh, I don't know what 
I'm looking for. You know, it's kind of my little, my little, uh, like a little, like, there my 
patio. That's my little area. No kids around. Nobody. There's me, and my telephone 
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and whatever and smoking. So, this is not a a smoking house or... Um, even in the garage 
or car." Barbie (31-878-891) 

"I'm in the garage occasionally, and you know [her child is] out there, and, I I'm like 
actually really paranoid about it, so I have a a ceiling, a fan blowing the smoke out, I 
have the garage door open, with smoke being blown out. So if she's anywhere out there, 
she's kind of like in the smoke free zone." Amy (37-1046-1052) 

"...we don't smoke in the vehicle, we still don't smoke in the car or the house.." Heather 
(12-368-369) 
"It stays [cigarette smoke] ...no matter what. You can throw your clothes in the washing 
machine, you can't throw your couch or your car (laugh) in the washing machine and 
they...and we do drive a lot, so they [her children] would be around that a lot in the car 
and no matter what, how much you have your windows rolled down no matter how much 
Fabreeze you spray still in the car and you know it's still going to affect them in a way. I 
figure if I'm going to damage myself which is horrible, I don't want to do that to my 
kids....We try to, we don't ever smoke...ever, ever in the house." Heather (18-509-518-
19-522-523) 

Some women worried about role modeling smoking behavior to their children so they 

would smoke in areas that were off limits to their children or were out of sight. 

"...with this third time around when I said to [a person's name], I'm going to start 
smoking, but I'm never going to let my kids see me at all. Period. You know, 11 was 
going to be a, I was going to hide it from them." Barbie (48-1389-1390-49-1391-1392, 
1396-1397) 

"It's not, I'm not a closet smoker either, it's Just I don't want certain, I don't want to be 
smoking around children. Especially his age...where they're eleven, then he could like, 
may want to twelve or thirteen, you know what I mean ? Barbie(48-1351-1353,1357-1359) 
II just tell my kids and they know when I'm outside, when I'm outside I'm smoking, I 
don't even want them to be around it." Barbie (49-1368-1370) 

One participant would smoke only after putting her baby in his crib for the night. She was 

hesitant to pick her child up after she had been smoking because he would be exposed to 

the smoke. She also considered permanently quitting in the future preventing her son from 

being aware that she smoked cigarettes. 
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"and usually I'm trying to put him in the bed and go get the cigarette after all, because I 
really didn't want him to smell it or, I, I don't know, I can't actually pick him up if I'm... 
smoking right now and he wanted me to pick him up doesn't help..." Cathy (4-114-124) 
"Uh, I don't know, he's the sweetest thing in the world, smells like milk,... you know for 
months now, I really don't want him to smell, and probably later I'm, going to drop it 
all, I'm not going to smoke because I don't want him to see, or smell, or to know I am 
smoking..." Cathy (5-125-128) 

Women engaged in other tactics to avoid exposing their baby to cigarette smoke such as 

changing their clothes after smoking and washing their hands. 

"I don't smoke around her. She never inhales cigarette smoke. Um, I change my shirt 
when I go to pick her up. I wash my hand." Dianne (42-1194-1197) 

"But now it's like I wash my hands after I smoke and then go play with the baby you 
know it's like you know..." Fran (39-1171-1173) 

"Uh when I hold the baby I will change my shirt I'll wash my hands or something..." 
Gerri (24-729-730,734) 

In summary, participants carried out various strategies to prevent exposing their children 

to the dangers of second hand smoke such as not smoking around them, and designating 

areas such as the house and car as smoke free zones. Likewise, women would change their 

clothing and wash their hands after smoking to decrease smoke exposure to their infants. 

Some participants worried about role modeling smoking behavior to their children and 

would attempt to avoid smoking where their children could watch them. 

Controlling and Regulating 

Several women described ways that they controlled and regulated how many 

cigarettes that they smoked. Many of these women were trying to decrease the amount 

they smoked, and for some this was part of their plan to eventually quit smoking. Dianne 

described how her spouse regulated her smoking. 
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"My husband, what he did, he makes me roll my own cigarettes. And so, he, the both of 
us decided that we would just roll a certain amount of cigarettes for the day. So that I 
couldn't smoke... So, roll a few for the day and just make...." Dianne (24-678-685,689) 
"It works. You know, I just ...Controlling the amount so I don't smoke twenty cigarettes 
in one day." Dianne (25-692-693) 

Another participant had considered asking her partner to help her limit the amount she 

smoked. 

"I thought about having my fiance leave me...leaving me a cigarette allowance, like only 
smoke like five cigarettes for two days or something and make, I have to make those last, 
and then cuz I'd be smoking less and less and less and then after a couple weeks take it 
down to four cigarettes for two days or whatever..." Isabel (32-970-976). 

One participant talked about how she felt that she was able to control cigarette smoking. 

She was a light smoker, only smoking one or two cigarettes a day. 

"I can control my smoking, I'm not too crazy to smoke. Wake up and get the first thing I 
light a cigarette, no I can control the smoking. Usually I always, I was smoking it's at 
night and it was one to two cigarettes at night. That's it." Cathy (2-36-41) 

Several women indicated that they smoked "light' cigarettes to control the amount that 

they smoked. 

"Especially my cigarettes cause I have to I get the ultra lights super duper deluxe ultra 
and they look like tooth picks..." Barbie (50-1446-1448) 

Others would cut back on the amount they smoked by smoking the cigarette only partially. 

"actually I didn't finish the cigarette, that's what I'm doing now, I don't finish it at all, 
so it's maybe a half a cigarette it's pretty skinny, it's a Capri ultra light very skinny 
cigarette, but still I don't like it, I feel like I'm doing the wrong thing, and I don't enjoy 
it. It's not going to happen that's for sure, actually, once he understands I'm smoking, I 
don't want him to see it at all..." Cathy (16-492-17-500) 
"...cuz I won't smoke a whole cigarette and I try to explain to him [herfather] that's 
good but I'll put it out and I'll go get it later... So instead of smoking two, I'm smoking 
one but later at that time... "Heather (36-1091-1098) 
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.. .1 only smoke 'A at a time and I don't light a new one every time I put one out ¥2 way, 
I don't light a new one next time, I keep 'A of one. ..and I go and finish it so I 
don't...don't go and smoke that ..that much a day and I always think that okay I'm going 
to quit, I need to quit, I'm going to quit tomorrow..." Isabel (30-906-919) 

Several women reported controlling the amount that they smoked, and some saw 

gradually cutting back as a strategy leading to permanent cessation. Several women 

decreased the amount that they smoked by smoking cigarettes only partially or smoking 

light cigarettes. 

In conclusion. Stage Five of the process Going Back: Regaining Solace, Sanity 

and Self was Extending Protection. Participants realized negative consequences of 

smoking to their children and instituted strategies to protect their children from these 

adverse effects. These tactics were addressed in the subcategory Protecting and Shielding. 

Strategies used to protect their children from smoke exposure included designating areas 

where smoking was off limits, and not smoking around the children. The second 

subcategory. Controlling and Regulating described tactics that several women engaged in 

to limit or control the amount that they smoked such as only smoking partial cigarettes, or 

rolling only a certain number of cigarettes per day. Extending protection represented 

women's efforts to protect their children and themselves from negative effects of cigarette 

smoking potentially resulting from their going back to smoking post delivery. 

Research Questions 

This section will explain how the grounded theory that was inductively derived 

from data analysis addresses each specific research question for this study. 
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1. What environmental factors do women who quit smoking during pregnancy perceive as 

influencing their decision to resume smoking during the postpartum period? 

Women identified several environmental factors that contributed to their return to 

smoking post delivery. In Stage Three Life in Flux: Experiencing Stress in the 

Postpartum Transition women described stressfUl events and situations external to 

themselves that influenced them to return to smoking post delivery such as experiencing 

the illness of a family member or being evicted from an apartment. The second 

environmental factor that was identified by women as influencing their return to smoking 

was easy access to cigarettes in the post delivery period. When cigarettes were available 

in their environment, women reported that going back to smoking was easy. Several 

participants indicated that they returned to smoking because cigarettes that belonged to 

other people in the household or that the participant's saved from before stopping for 

pregnancy were accessible and presented a temptation. The third environmental factor 

that women identified as leading to their return to cigarette smoking post delivery was 

being around other people who were smoking. Participants described how seeing others 

smoke, and smelling cigarette smoke, led them to want to return to smoking. In many 

cases women accessed their first postpartum cigarette from other smokers in their 

environment. 

2. What interpersonal factors do women who quit smoking during pregnancy perceive as 

influencing their decision to resume smoking during the postpartum period? 

Participants perceived that various interpersonal factors influenced their return to 

cigarette smoking post delivery. In the stage Life in Flux: Experiencing Stress in the 
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Postpartum Transition several women reported that they lacked support from their 

spouse, friends and other family members during the tumultuous early postpartum period. 

This lack of support from others contributed to the context in which they returned to 

smoking. Some women described other interpersonal factors that preceded their return to 

smoking postpartum such as conflicted relationships with their spouse or partner. 

Additionally in situations where women had an infant that was difficult to care for, 

because of colic for instance, their relationships with their babies were often strained and a 

source of frustration and stress that led them to return to smoking. Some women 

indicated that they had been enabled to return to smoking when other smokers provided 

them with cigarettes. In one instance a participant's spouse encouraged her to smoke 

when she was experiencing emotional distress resulting from concern about her ill 

newborn. 

3. What intrapersonal factors do women who quit smoking during pregnancy perceive as 

influencing their decision to resume smoking during the postpartum period? 

Many intrapersonal factors contributing to the return to smoking were identified in 

this grounded theory. First as described in Stage One Being a Smoker women had a 

history of smoking. Smoking was an established behavior that had been initiated years, in 

some cases, before the participant became pregnant. Each woman had beliefs about why 

she smoked (e.g. habit, addiction). Before pregnancy women customarily smoked in 

response to various situations that were labeled smoking triggers, such as being around 

other smokers, exposure to stressors or following a meal. 
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When women discovered that they were pregnant they stopped smoking to protect 

their fetus from harm. This is described in Stage Two Imperative to Protect: Stopping 

Smoking During Pregnancy For the Baby. Stopping smoking for pregnancy is an example 

of a task of maternal development called ensuring Safe Passage. Stopping primarily to 

protect the baby contributed to the context in which women returned to smoking post 

delivery when protecting the fetus from direct exposure to cigarette smoke was no longer 

an imperative. Stage Three Life in Flux: Experiencing Stress in the Postpartum 

Transition represented the time following delivery during which women experienced 

physical and psychosocial changes that often resulted in stress. Stress, the psychological 

tension women experienced when faced with a situation perceived as being worrying or 

traumatic, was identified as a major factor that led women to return to smoking post 

delivery. Participants identified the following post delivery stressors: (a) physical 

discomfort and complications related to delivery, (b) labile emotions, emotional distress, 

and depression, and (c) challenges of taking on the maternal role and role strain from 

managing multiple roles. Additionally, several participants were troubled by weight gained 

during pregnancy and indicated this was a factor that contributed to their returning to 

smoking. 

Women had various expectations regarding smoking after delivery. Some 

anticipated returning to smoking after being abstinent for a prolonged period of time 

during pregnancy especially if they perceived their lives and pregnancies as being stressfial. 

Breastfeeding women often delayed their return to smoking in order to prevent exposing 

their infant to the harmful chemicals in cigarettes that would be passed to their baby 
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through breast milk. Women used cigarettes as a strategy under stressfiil circumstances to 

deal with their lives. Additionally women were aware, from their previous experiences 

with smoking, of the benefits that they derived from smoking. In Stage Four Going Back: 

Regaining Solace, Sanity and women return to smoking to regain feelings of comfort 

and sanity that they knew cigarette smoking provided. Participants also returned to 

smoking because it is a deeply embedded part of their lives and their being. For some, 

smoking was so much of who they were and so ingrained in the pattern of their daily lives, 

that returning to smoking was a reflex when they were exposed to usual smoking triggers. 

Several participants indicated that they were addicted to cigarettes. One woman felt that 

after delivery she had no other recourse but to smoke because of her addiction to nicotine. 

In summary women identified environmental, interpersonal and intrapersonal factors that 

they perceived influenced their return to smoking postpartum. Importantly, often multiple 

factors contributed to women going back to smoking after delivery. 

Summary of Chapter Four 

Results for this grounded theory study were presented in this chapter. The core 

concept Going Back: Regaining Solace, Sanity and Self was a six stage process. 

Characteristics of participants were presented in the first section of this chapter. The 

second section summarized the results of this grounded theory study. The third section of 

this chapter addressed how the specific research questions for this study were addressed 

by the grounded theory that was inductively derived through data analysis. 

Stage One Being a Smoker had five subcategories representing the personal 

historical context of participants as smokers: Becoming a Smoker. Amount Smoked. 
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Reasons to Smoke. Identifying With the Smoker Persona, and Smoking Triggers. In 

Stage Two Imperative to Protect: Stopping Smoking During Pregnancy For the Baby, 

women who were smokers became pregnant and suspended smoking behavior because 

they were motivated to protect their fetus from harm. The subcategories of Stage Two 

were Stopping for the Baby: Protecting the Unborn Babv From Harm. The Experience of 

Stopping, and Facilitating and Hindering Factors. After women delivered their babies they 

experienced physical and psychosocial concerns described in Stage Three Life in Flux: 

Experiencing Stress in the Postpartum Transition. This stage was the context in which 

women returned to smoking after delivery. There were five conditions in Stage Three: 

Physical Discomforts. Complications and Changes. Babv Related Factors. Role Challenges 

and Role Strain. Emotional Distress. Stress and Depression, and Interpersonal Factors. 

The fourth stage of the process was Going Back: Regaining Solace, Sanity and Self. In 

this stage women return to smoking in the context of the postpartum period. They 

resumed a behavior that was previously entrenched. Under stressful conditions women 

used going back to smoking as a strategy to deal with the upheaval in their lives. Others 

returned to smoking in response to conditions in which they were exposed to smoking 

triggers that would customarily lead them to smoke before pregnancy such as being 

around other smokers. There were four subcategories of Going Back: Smoking After 

Delivery: Expectations. Starting Back. Easilv Slipping Back, and Delaving the Return. 

Resuming smoking resulted in women experiencing positive consequences that were also 

described in the fourth stage. The four subcategories of Regaining Solace, Sanity and Self 

are; Relief. Comfort, and Relaxation. Regaining Sanity. Smoking: A Legitimate Break. 
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and Returning Self. After women returned to smoking they acknowledged negative 

consequences. Stage Five Considering the Negative Consequences consisted of four 

subcategories: Feeling Bad About Smoking Again. Considering Negative Consequences: 

To Women Themselves. Acknowledging the Danger: Exposing Children to Smoking, and 

Interpersonal Consequences. The final stage of the process was Extending Protection, in 

which women carried out tactics to protect their children and themselves fi"om the 

negative effects of smoking. The two strategies that women used were described in the 

subcategories Protecting and Shielding, and Controlling and Regulating. In the next 

chapter a discussion and recommendations of the study will be presented. Implications of 

this study for nursing research, theory and practice will also be addressed. 
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CHAPTER FIVE 

DISCUSSION AND RECOMMENDATIONS 

This chapter begins with a summary of study results and discussion about how 

findings may be interpreted with extant literature. Next limitations and strengths of the 

study are presented, followed by sections focusing on implications for nursing theory, and 

practice will be addressed. Recommendations for further research as well as a summary 

conclude Chapter Five. 

Summary of Study Results 

This report has presented a grounded theory describing the process of going back 

to smoking after women stopped smoking during pregnancy to protect their unborn baby 

fi-om harm. The core category Going Back: Regaining Solace, Sanity and Self 'is a six 

stage process. Stage One Being a Smoker described women's personal historical context 

of becoming and being a smoker. These factors provided a context fi"om which the process 

Going Back: Regaining Solace, Sanity and Se//evolved. In Stage Two, Imperative to 

Protect: Stopping Smoking During Pregnancy For the Baby, women were motivated by 

their concern for their unborn baby's welfare to stop smoking during pregnancy. 

Following delivery women experienced physical and psychosocial changes that often 

resulted in emotional distress or stress. Stage Three l^ife in Flux: Experiencing Stress in 

the Postpartum Transition described a context in which women returned to smoking. 

Several smoking triggers influenced women's return to smoking during the post delivery 

period including stress, emotional distress, interpersonal influences, and environmental 

influences, including easy access to cigarettes and exposure to other smokers. Likewise, 
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these conditions were smoking triggers for women before and during pregnancy. When 

confronted with smoking triggers during pregnancy women's commitment to protect their 

fetus usually prevailed. After delivery when it was no longer necessary to abstain from 

smoking to protect the unborn baby from harm women returned to smoking. In Stage 

Four Going Back: Regaining Solace, Sanity, and Self the. experience of returning to 

smoking is described. Women returned to their pre-pregnant being and routine. For some, 

smoking was a strategy carried out to deal with the stress of daily life and regain a sense 

of stability. In this stage the benefits of smoking to women are described. In Stage Five 

Considering the Negative Consequences women described potential and actual 

unfavorable consequences of their return to smoking for their children and themselves. 

Extending Protection, the final stage of the process Going Back: Regaining Solace, Sanity 

and Self, described strategies women used to protect their children and themselves from 

the harmful effects of cigarette smoking. 

Integration with the Literature 

The review of literature at the beginning of the grounded theory study was usefial 

to determine the extent of the problem and the state of the science in respect to 

postpartum smoking relapse. The initial review of literature was conducted several years 

prior to data collection and analysis. However, the literature review has been updated 

throughout the course of this study. A social ecological perspective guided the review of 

literature, it was organized according to the following categories; (a) environmental 

influences, (b) interpersonal influences, and (c) intrapersonal influences, and reflected the 
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research questions. This section will be presented in the same order to note congruence or 

divergence of study results from the extant literature. 

Environmental Factors 

Environmental factors were found to contribute to suspending smoking behavior 

during pregnancy and returning to smoking post delivery (Bottorfif et al., 2000; Dolan-

Mullen et al, 1997; Edwards & Sims-Jones, 1998; Lendahls et al., 2000; Woodby et al., 

1999). In 1994 Arizona voters passed Proposition 200 which launched a campaign by the 

Arizona Department of Health and Human Services that focused anti-smoking messages at 

youth and pregnant women (Siegel, 2002). This study provided insight into the effect that 

this media campaign has had on pregnant women in Arizona. Participants in this study 

described how media messages seen on television or in advertisements elsewhere 

influenced them to stop smoking or maintain abstinence during pregnancy. Findings of 

this study are consistent with those of a Swedish study in which women reported that anti-

smoking information influenced their decision to stop smoking during pregnancy 

(Lendahls et al., 2000). Interestingly some women described smoking as being wrong, 

bad, and not as socially acceptable as it used to be. Many women in this study described 

reacting strongly to other pregnant women that they observed smoking and one even 

expressed that smoking during pregnancy was not normal. Perhaps these data reflect the 

impact of changing social mores surrounding cigarette smoking. 

Easy access to cigarettes in the immediate environment has influenced relapse 

among smokers in general (Cook et al., 1995). In this theory Going Back: Regaining 

Solace, Sanity, and Self, availability of cigarettes in the environment was identified as a 
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condition leading to smoking among women during the postpartum period. When 

cigarettes were available in the enviroimient returning to smoking was described as being 

"easy". Exposure to environmental tobacco smoke (ETS) and smoking by others, 

including the women's spouse or partner, has been associated with continued smoking 

during pregnancy (Woodby et al., 1999). This is consistent with findings of this study in 

which women indicated that lack of exposure to smoking or smokers facilitated their 

ability to stop smoking and maintain abstinence during pregnancy. Evidence from previous 

studies indicated that women who stopped smoking during pregnancy were more likely to 

relapse postpartum when they were exposed to environmental tobacco smoke for more 

than one hour daily or lived with a partner who smoked (Dolan-Mullen et al., 1997). 

Likewise, both Edwards and Sims (1998) and BottorflF et al. (2000) found that women 

reported that they resumed smoking in an environment that was conducive to smoking 

such as a nightclub or restaurant. Environmental exposure to smoking influenced return 

to smoking in this study. Women reported that seeing and smelling cigarette smoke led 

them to desire a cigarette. During exposure to smoking they desired feeling the way that 

they knew, from previous experience, the cigarette would make them feel. Additionally, 

women often returned to smoking in environments where they would routinely smoke 

when they were not pregnant. Returning to smoking in such environments was commonly 

described as habit. If cigarettes were easily available to them in a setting where they 

typically smoked they were likely to return to smoking. Findings of this study expand 

understanding of how environmental exposure leads to going back to smoking in the post 

delivery period. 
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Interpersonal Factors 

Evidence indicates that initiation of cigarette smoking by women is influenced by 

interpersonal factors, including smoking among peers and family members (French & 

Perry, 1994; US DHHS, 2001). These data support the significance of peer influences on 

becoming and being a smoker. The majority of women in this study began smoking in 

their preteen or teen years and all but one participant reported being influenced to start 

smoking by friends or family members that were similar in age. Conflicting findings exist 

regarding the effect of support for quitting during pregnancy on cessation and abstinence. 

Woodby et al., (1999) found that support for quitting was not predictive of cessation 

during pregnancy. In contrast, McBride et al. (1998) found that women who quit early in 

pregnancy (10-12 weeks gestation) reported greater positive support from non-smoking 

partners compared to women who continued to smoke. In this study, women reported 

various degrees and types of support from others, especially their spouse or partner, 

facilitated cessation and maintenance of abstinence during pregnancy including: (a) 

pressure to stop, (b) requesting that the participant quit, (c) encouragement, (d) quitting 

smoking along with the pregnant woman, or (e) avoiding smoking around the participant. 

Low instrumental support (advice, information) fi-om others during pregnancy was 

associated with continued smoking during pregnancy among women in a Swedish study 

(Denjan-Karlsson et al., 1996). In this study lack of social support did not emerge as a 

factor that impeded stopping smoking for pregnancy. Rather, lack of support by the 

woman's spouse, family or friends during the post delivery period contributed to returning 

to smoking. Women in this study described that feeling alone, not having enough help with 
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the baby, and lacking understanding and informative assistance from others contributed to 

going back to smoking post delivery. 

Living with or being married to a spouse or partner who smoked has been found to 

be linked with postpartum smoking relapse in previous studies (McBride& Pirie, 1990; 

Severson et al., 1995). Additionally, socializing with other smokers has been associated 

with return to smoking during the postpartum period (McBride & Pirie). Edwards and 

Sims- Jones (1998) found that resuming smoking postpartum was expected of women by 

friends and family members. Women reported being influenced to return to smoking by 

others (Edwards & Sim-Jones). In most previously conducted studies interpersonal 

dynamics contributing to postpartum smoking have not been reported in detail. This study 

differentiated between environmental exposure (e.g. living with a partner who smokes) 

and interpersonal dynamics that influenced smoking behavior during the post delivery 

period. Women reported that their partners, family members and friends influenced their 

return to smoking in a variety of ways. Several women indicated that they were in 

conflicted relationships with their partners. These relationships were a source of stress or 

emotional distress. Difficult relationships and the associated stress, contributed to the 

context in which women returned to smoking. Similarly, several women described that 

they had frustrating relationships with their babies because of fussy behavior. They felt 

ineffective as mothers and overwhelmed. These dynamics resulted in their return to 

smoking as a way to cope with stress or frustration. Many women in this study reported 

that they accessed their first post delivery cigarette from their spouse, friends or co

workers who were (in some cases) smoking at the time. By providing women with 
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cigarettes, others enabled them to return to smoking. In the majority of cases women did 

not feel that others encouraged them to smoke, others simply provided them with the 

means to return to smoking. They indicated that smoking behavior was solely their 

decision at this point of their lives. Only one woman reported that her spouse (who was 

also a smoker) encouraged her to smoke under emotionally distressing circumstances. 

Women in this study reported that returning to smoking post delivery sometimes 

resulted in negative interpersonal consequences. Some faced disapproval and anger from 

family members who did not want to see them return to smoking. Women responded to 

this in various ways such as justifying their smoking behavior, trying to explain themselves 

and negotiating with others. 

Intrapersonal Factors 

Many intrapersonal factors were identified in the review of literature as being 

linked to smoking behavior among childbearing women. Knowledge and beliefs about the 

health risks of smoking during pregnancy were linked to cessation in several studies 

(Lendahls et al., 2002; O'Campo et al., 1992). Lendahls et al, and Edwards and Sims-

Jones (1998) found that women were motivated to quit smoking during pregnancy by 

concern over the unborn baby's welfare. Walsh (1997) reported that the majority of 

women believed that smoking during pregnancy was harmful to the fetus and felt that their 

baby would be healthier if they quit during pregnancy. All women in this current study 

described stopping smoking during pregnancy. For them stopping smoking was an 

imperative to protect the unborn baby from harm. Women reported concerns that smoking 

during pregnancy could lead to low birth weight, perinatal death, sudden infant death 
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syndrome (SIDS), asthma and other respiratory problems. Women in this study who 

experienced complications of pregnancy felt that their desire to protect their unborn baby 

from the danger of cigarettes was heightened. Most women did not report that they quit 

smoking during pregnancy because of their own health. After delivery when concern 

about the unborn baby's welfare was no longer salient women returned to smoking. This 

is consistent with findings reported by Lendahls et al., (2002) where half of the 

participants who quit for pregnancy returned to smoking postpartum. Those who relapsed 

reported that potential negative health eflfects to themselves were not a current threat. At 

the time of the interviews most women in this current study identified that they were at 

greater risk for smoking related diseases as a result of returning to smoking, and many 

stated that they intended to stop smoking some time in the fiiture. Several expressed 

concern that they would not live to see their children grow up because they were 

susceptible to life threatening illnesses as the result of cigarette smoking. Only one 

participant however, currently had a plan to quit and was actively cutting down on the 

amount that she smoked. 

Few have addressed women's beliefs and knowledge about the effects of exposure 

to cigarette smoking on their infants and other children. Women in this study expressed 

concern that their own smoking behavior would influence their children to eventually 

become smokers. Additionally, most were concerned about exposing their children to the 

negative effects of second hand smoke. Women instituted strategies to protect their 

children fi-om smoke exposure such as establishing smoke free zones. This study expands 
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what is known about women's beliefs and knowledge in regards to exposure of cigarette 

smoking on their children. 

Previous research findings suggest that desire to lose weight gained during 

pregnancy influenced women to return to smoking after delivery (Carmichael & 

Ahluwalia, 2002; Edwards & Sims-Jones, 1998; Lendahls et al., 2002). Findings of 

previous studies are consistent with these data that indicated that several women in this 

study saw smoking as a way to lose weight gained during pregnancy (e.g. the nicotine 

diet). 

Evidence from prior studies suggests that dependence on nicotine may influence 

cessation during pregnancy and relapse to smoking post delivery (Bottorf et al., 2000; 

Maclaine & Macleod-Clark, 1991; Seeker-Walker et al., 1998; Severson et al., 1995). 

Most studies reviewed did not use valid instruments to measure nicotine addiction among 

pregnant women. The number of cigarettes women smoke per day was used as a proxy 

variable for nicotine dependence. Severson et al., (1995) found that pregnant women who 

smoked greater levels on a daily basis were less likely to quit smoking during pregnancy. 

Likewise, both Carmichael and Ahluwalia (2000) and Colman and Joyce (2003) found that 

women who smoked 11 or more cigarettes per day prior to pregnancy were more likely to 

resume smoking post delivery. Bottorf et al, (2000) found that women reported that their 

addiction to cigarettes led to post partum smoking relapse. In this theory of "going back" 

all women stopped smoking during pregnancy. Several women reported that withdrawal 

symptoms and cravings made stopping difficult. Unlike findings of earlier studies these 

data do not support dependence on nicotine as a major factor that influenced women to 
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return to smoking post delivery. Even though six of the nine women in this study reported 

that they smoked 11 or more cigarettes per day prior to their last pregnancy, only one 

participant indicated that her return to smoking was related to her addiction to cigarettes. 

Others indicated that smoking was an addiction; however, they did not attribute their 

return to smoking post delivery to dependence on cigarettes. 

Psychological factors such as stress and depressed mood have been found to be 

associated with smoking behavior among childbearing women (Carmichael & Ahluwalia, 

2000; Paarlberg et al., 1999). Paarlberg et al., found that women who were smokers 

throughout pregnancy had higher levels of depressive mood across all trimesters as 

compared to women who were not currently smoking. Even though depression has been 

associated with smoking among non-pregnant women (Glassman et al., 1990) and the 

prevalence of postpartum blues and depression is relatively high, no published studies 

reviewed for this study explored the relationship between postpartum smoking relapse and 

depression or depressed mood. Findings in this study suggest that depressed mood 

contributed to returning to smoking post delivery for several participants. This is an area 

that warrants further study. 

Stress has been linked to smoking during pregnancy, and to postpartum smoking 

relapse in multiple studies (Bottorf et al., 2000; Carmichael & Ahluwalia, 2000; Edwards 

& Sims-Jones, 1998, Paarlberg et al., 1999). These data support stress as an important 

factor influencing women's return to smoking during the post delivery period. Women 

reported many stressors related to the postpartum such as physical discomforts and 

complications, and challenges of adapting to the maternal role. Women also indicated that 
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stressfial life events occurred during pregnancy or concurrent with the postpartum period. 

Stress was described as a smoking trigger before, during and after pregnancy. 

Rubin (1984) identified Seeking Safe Passage as a developmental task of 

pregnancy. Seeking Safe Passage is defined as behaviors women engage in to protect the 

unborn baby and ensure a healthy pregnancy and birth. Previous research findings support 

that women do demonstrate activities of the developmental task of pregnancy, Seeking 

Safe Passage (Patterson, Freese, & Goldenberg, 1990). Evidence from multiple studies 

support that women quit smoking during pregnancy because they are concerned about the 

negative effects cigarette smoking will have on their unborn baby (Hutchison, Stevens, & 

Collins, 1996; Lendahls et al., 2000; O'Campo et al., 1992). One study reported that 

pregnancy related factors such as morning sickness contributed to cessation during 

pregnancy (Edwards & Sims-Jones, 1998). In this study of going back to smoking, 

women stopped smoking essentially to protect their unborn baby from harm. This 

supports findings of previous studies. Additionally, this study expands what is known 

about factors that facilitate and hinder stopping during pregnancy. 

Existing literature has established that the postpartum period represents a 

significant transition in a woman's life (Fishbein & Burggraflf, 1997). In previous studies 

women have identified many concerns and stressors related to physical and psychosocial 

changes associated with childbearing and the post delivery time (Fishbein & Burggraf, 

1997; Tulman & Fawcett, 1991). These data support previously established evidence and 

expand what is known about the link between postpartum smoking relapse and the post 

delivery challenges that women face. Stressors related to childbearing and the maternal 
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role influenced some women in this study to return to smoking. For many women in this 

study upheaval experienced during the postpartum was the context in which they returned 

to smoking. However, smoking was an established strategy for stress management, 

stressors may change but the strategy for stress management remains the same. 

The theory of going back supports what is known about the role of breastfeeding 

in delaying the return to postpartum smoking relapse. Women in this study who breastfed 

delayed going back to smoking post delivery because they were concerned that they 

would pass harmful components of cigarettes to their baby through their breast milk. Two 

women returned to smoking while breastfeeding however, they reported smoking lightly 

and ocassionally. For several women the return to smoking and the cessation of 

breastfeeding occurred simultaneously. These findings are consistent with those of 

Ratner, Johnson, and Bottorf (1999) who found that post delivery relapse to cigarettes 

smoking preceded or coincided with weaning the infant in 78.3% of women. 

Bottorflf et al., (2000) and Edwards and Sims-Jones (1998) have explored 

women's perceptions of their experiences of returning to smoking postpartum. Both 

studies greatly expanded what was known about the phenomenon of postpartum smoking 

relapse. The results of this study will be compared with those of Bottorflf et al. first, and 

the results of Edwards and Sims-Jones subsequently. In narrative research study of 

women's stories of smoking relapse (n=27), Bottorflf et al., (2000) discovered five story 

lines describing women's experiences of postpartum smoking relapse emerged from the 

data: (a) Controlling One's Smoking, (b) Being Vulnerable to Smoking, (c) Nostalgia for 
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One's Former Self, (d) Smoking for Relief, (e) Never Really Having Quit, and (f) the sub-

narrative, Good Mothers Don't Smoke. 

The theory of going back supports and adds to the findings of Bottorflf et al. 

Women reported that they controlled their smoking often as a tactic to decrease the 

amount that they smoked. This lessened their exposure to the potentially harmful effects 

of cigarettes. As in the Bottorflf et al. study some women in this study reported that they 

did not consider themselves "smokers' even though they did smoke. The smoker identity 

was associated with negative characteristics such as unattractive cosmetic eflfects of 

smoking (e.g. yellow teeth) and addiction. Women in this study described smoking as 

being an addiction but only one participant reported returning to smoking because of her 

dependence. Addiction did not emerge in this study as a major factor women believed 

influenced postpartum smoking relapse. These data indicated that women felt a sense of 

return to their pre- pregnant being as a consequence of returning to smoking. This is 

consistent with Bottorflf et al.'s findings that women yearn to regain their pre-pregnant self 

through resuming smoking. Additionally this theory established women's personal history 

of being a smoker and illustrated how the return to smoking for many was a return to a 

behavior that was deeply entrenched and considered an aspect of their persona. In this 

theory of going back women described smoking as being a strategy to deal with stress, 

depressed mood, frustration and emotional distress. They indicated that smoking resulted 

in benefits such as relaxation, relief from stress, allowed time for themselves, a break from 

their children and chaotic family life, and allowed for a moment of sanity. Women in this 

study described how smoking gave them time to reflect on their lives, think about issues of 



231 

daily life, and problem solve. These findings expand on those of Bottorflf et al., who found 

that women smoked for relief from stress and demands of being a new mother. Bottorf et 

al. found that women in their study reported that they never really quit smoking 

permanently because they quit for the benefit of their unborn baby. The theory of going 

back supports these findings. Women in the current study all reported that they stopped 

smoking during pregnancy to protect their unborn baby fi'om harm, not for their own 

benefit. Like the women in Bottorff et al.'s study they saw stopping as sacrificing for 

another and considered quitting necessary. 

Stopping smoking during pregnancy was seen by many as temporary. Although 

some women did not want to return to smoking after delivery, and resisted the return, not 

one described having a plan to avoid returning to smoking. Some women in this study 

indicated that they looked forward to resuming smoking following delivery. Bottorff et al. 

found that women viewed smoking as being incongruent with the maternal role. Data in 

this study support this finding. Women reported feeling bad and in some cases guilty 

about returning to smoking. An undercurrent of ambivalence regarding smoking was 

found in this current study. Similar to Bottorflf et al.'s findings, women in this study 

worried about role modeling smoking to their children, exposing the baby's to toxins in 

cigarette smoke via breast milk, and succumbing to a smoking related disease before they 

could raise their children. Most women knew that smoking was not good for themselves 

and their children but they felt they needed to smoke for various reasons, or they simply 

found smoking enjoyable. These data expand on Bottorflf et al.'s findings in that this 

theory described various tactics that women employed to extend protection from cigarette 
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smoke exposure beyond pregnancy in response to the recognition of risk to their children 

and themselves. 

Edwards and Sims-Jones (1998) in a qualitative study of smoking behavior among 

pregnant women (n=22) found three themes in their study of smoking and smoking relapse 

during pregnancy and postpartum: (a) Pregnancy as a Context for Stopping Smoking, (b) 

Returning to Smoking and (c) Social Pressures on Smoking. These findings are consistent 

with those of Edwards and Sims-Jones in that pregnancy provided the motivation and the 

context for stopping smoking. As discussed previously this led to return to smoking after 

delivery when protecting the unborn baby from harm was no longer necessary. Edwards 

and Sims-Jones found that women in their study often resumed smoking postpartum in 

stressfiil situations, such as when relationship problems occurred adapting to the maternal 

role. Cigarette smoking reportedly helped decrease stress, provided a break from 

parenting and represented a social connection with partners, family, and friends who 

smoked (Edwards & Sims-Jones, 1998). Findings in this current study are consistent 

with these previous research findings. Women reported many stressors contributed to their 

return to smoking and they found smoking to be helpful. Edwards and Sims-Jones 

reported that women stopped smoking during pregnancy and returned to smoking as the 

result of social pressures. Women in this study reported that interpersonal dynamics and 

relationships influenced them to stop smoking during pregnancy, and return to smoking 

following delivery in several ways. During pregnancy others encouraged and in some 

cases pressured women to stop smoking. Several women reported that others would 

avoid smoking around them, and two indicated that others quit smoking for the duration 
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of their pregnancy to support their abstinence during pregnancy. Following delivery 

women in this study reported various interpersonal influences that contributed to their 

return to smoking. First several women indicated that they lacked support from their 

spouses, family and friends during the post delivery period. Secondly, in some cases 

others enabled participant's return to smoking by providing them with cigarettes. Third, 

conflicted or strained relationships with loved ones resulted in emotional distress and 

stress, conditions that led to smoking. Also the presence of others smoking in the 

women's environment often resulted in women returning to smoking. Only one woman in 

this current study felt encouraged or pressured by another to return to smoking in the post 

delivery period. Additionally, women in this current study described that they faced 

interpersonal consequences such as disapproval when they returned to smoking post 

delivery. Findings of this study expand what is known about interpersonal dynamics that 

influence women to resume smoking post delivery. 

Summary 

This section presented the interpretation of the study results and the integration of 

findings with the existent literature. The literature review addressed environmental, 

interpersonal and intrapersonal factors that influenced smoking behavior among women 

during pregnancy and postpartum. This beginning theory of Going Back: Regaining 

Solace, Sanity and expands knowledge about the process of women's return to 

smoking postpartum after stopping smoking during pregnancy. It adds to what is known 

by identifying environmental, interpersonal and intrapersonal factors that influence 

women's smoking behavior throughout the childbearing process. In addition it describes 
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relationships between concepts and describes variations in conditions that influenced 

women's return to smoking. This theory provides further insight and understanding into 

the process of women's experience with returning to smoking post delivery. 

Congruence with the Theoretical Framework 

Symbolic interactionism was the theoretical perspective underlying this study 

(Blumer, 1969). A social ecological perspective was also used as an orienting framework 

to guide the review of literature and the research questions for this study (McLeroy, 

Bibeau, Steckler & Glanz, 1988). This section describes the congruence of the study 

findings with symbolic interactionism and the social ecological perspective. 

There are three basic principles of symbolic interactionism, according to Blumer 

(1969). First, an individual's behavior towards objects is directed by meanings that 

objects have for the person. Meaning is important and should be considered key in 

understanding human behavior (Blumer, 1969). Secondly, meaning emerges from an 

individual's interactions with others. According to Blumer (1969) meaning is not inherent 

in given objects or situations, nor is it the result of purely psychological processes. 

Instead, Blumer (1969) suggests through social engagement and reflective thought, 

meaning is assigned to objects and/or situations. Finally, as a person experiences events 

and interactions, meanings evolve as the result of an interpretive process (Blumer, 1969), 

Meaning is individual and subjective, assigned to objects based on how an individual 

interprets a given thing. Meaning which results from the interpretation of a given situation 

guides behavior (Blumer, 1969). 
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This study discovered that women returned to cigarette smoking based on the 

meaning that this behavior had for them. For many women smoking was considered a tried 

and true strategy to relieve feelings of stress and it resulted in many positive and sought 

after consequences. For others, smoking was described as part of who they were. 

Returning to smoking postpartum was a return to their pre-pregnant being and to their 

usual life. Some women viewed smoking as something that they did routinely while doing 

other activities such as taking a break or spending time with others who smoked. 

Additionally, all women in this study stopped smoking during pregnancy to prevent 

harming their unborn baby, and not for their own health. The meaning of stopping 

smoking for pregnancy was that of self sacrifice and doing the right thing for the baby. 

Pregnancy represents a time in women's life during which they are willing and able to 

change behaviors for their unborn child. The meaning of pregnancy thus, is that it is a 

time of selflessness opposed to being self focused. The significance that cigarette smoking 

had for women resulted from their personal experience with smoking in addition to that 

derived from being a smoker within a social context. Women described both their own 

beliefs about smoking as well as the beliefs that their spouses or partners, family members 

and friends had about cigarette smoking. Additionally women expressed an awareness of 

diminished social acceptance of smoking, especially during pregnancy, thus findings are 

congruent with symbolic interactionism. 

A social ecological perspective of health behavior was additionally used to guide 

the organization of the literature review and research questions for this study. There are 

four basic tenets of the social ecological paradigm that were important to this study 
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(Stokols, 1992). First, the heaUh of individuals is influenced by multiple environmental 

factors (physical, environmental, social, cultural, political) as well as various personal 

factors such as genetics, psychological characteristics, and behavior patterns (Stokols, 

1992). Research focused on human health should take into consideration the interaction of 

personal and environmental factors (Stokols, 1992). The second assumption of social 

ecology is that human environments are multidimensional in nature (Stokols, 1992). 

Environments may be examined and described in multiple ways including subjective 

(perceived) characteristics. The capacity of the environment to influence behavior should 

be considered in terms of the additive effects of a wide variety of contextual factors on an 

individual's well being (Stokols, 1996). The third principle of the social ecological 

perspective is that the health status of people within environments may be studied at 

multiple levels from individual to aggregates, using a broad range of methodologies 

(Stokols, 1992). A fourth assumption of this perspective is that the character of 

individual-environmental transactions is mutually influential (Stokols, 1992). The 

environment influences an individual's health and behaviors, and the individual influences 

the environment by his/her behaviors (Stokols, 1992). 

Findings of this study were consistent with the social ecological perspective. 

Women described environmental, interpersonal, and intrapersonal factors that influenced 

their becoming and being a smoker, stopping smoking during pregnancy, and their return 

to smoking following delivery. Contextual components of the theory of going back, such 

as women's personal history of being a smoker, stopping smoking during pregnancy solely 

for the well-being of the baby influenced by others as well as social norms, as well as the 
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transition experienced after delivery, were important factors that contributed to women's 

smoking behavior throughout the childbearing process. Often multiple interrelated factors 

were identified by women as leading to their return to smoking postpartum. These data 

support the mutuality of smoking behavior. Women's smoking behavior was influenced by 

environmental factors throughout the process described in the theory of going back. 

Additionally, cigarette smoking by these women influenced the environment and 

individuals in their environment such as their children and other family members. Findings 

of this study support use of symbolic interactionism coupled with a social ecological 

perspective as an orienting framework to explore women's perceptions and interpretations 

of environmental, interpersonal, and intrapersonal factors that influenced their return to 

smoking following delivery. 

Limitations 

This study has several limitations. Time constraints and initial problems accessing 

and recruiting participants resulted in a small sample size. Major categories were 

theoretically saturated however some subcategories were not. Further research is 

necessary to determine whether of not these subcategories are theoretically relevant. 

Findings of this study are only generalizable to women who fit study criteria and who were 

willing to participate. For example findings of this study may not be applicable to teen 

mothers or women who do not speak or understand English, a proxy variable for other 

cultural differences such as life-ways, values, and meanings. Likewise, women of many 

ethnicities were not represented in this sample, though rates of smoking among women are 

highest among ethnic minorities such as American Indians. Further research is needed to 
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explore smoking behavior across the childbearing process among teens, and women 

belonging to ethnic groups not represented in this study. 

Another limitation of this study is that findings are limited to women who were 

willing to be involved in this research and share their personal stories in a face to face 

interview. These women may be inherently different than women who chose not to 

participate. For instance these women may have different experiences and perceptions of 

their experiences. Perhaps, future studies could incorporate other methods of data 

collection such as journaling, questionnaires with open ended questions, or focus groups 

that may be more attractive to women who are not willing to participate in face to face 

interviews. 

Several women in this study did not technically meet study criteria because they 

had a "slip" to smoking during pregnancy. These lapses did not become apparent until 

interviews with these women were conducted, though they self identified as having "quit" 

during pregnancy. All women met study criteria during the screening process during 

which the investigator asked if women stopped smoking during pregnancy, remained quit 

and returned to smoking after delivery. The participants and their interviews were retained 

for data analysis for several reasons. First the experience of these women may provide 

health care providers with insight into how these women define smoking and being a 

smoker or a non-smoker. It became clear during the course of the study that 

investigator's definition of smoking or being a smoker was different than that held by the 

participants. Findings of this study suggest that slips during pregnancy may occur more 

often than currently known and this is an area that warrants further study. Second, women 
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described their lapses as brief, most reported only taking a few puffs of a cigarette and 

quickly returning to abstinence. All reported that they maintained abstinence until the post 

delivery period following the slip. These women did not perceive slips as a breach in 

abstinence. These findings provide important information about factors that induce women 

to slip and how women describe the experience of slipping. In the future, procedures for 

screening participants for studies of this nature should include asking specific questions 

regarding the occurrence of slips during pregnancy such as "did you smoke any cigarettes 

or part of a cigarette-even one puff, during any part of your pregnancy after you stopped 

smoking during pregnancy?" 

A final limitation of this study is that findings could be influenced by the biases of 

the researcher. Values, beliefs and biases of the researcher may potentially influence study 

processes including data collection and analysis. The investigator has 18 years of clinical 

experience caring for new mothers and their babies. Additionally, she worked in two 

studies in which she provided smoking cessation counseling, in one study to pregnant 

women. To diminish the likelihood of researcher bias the investigator established her 

biases at the onset of the study and has verified her findings with her dissertation advisor 

throughout the course of the study process. Additionally, the investigator "tested" 

emerging hypotheses about data with participants to validate concepts and relationships 

between concepts. 

Strengths 

Findings of this study expand what is known about environmental, interpersonal 

and intrapersonal factors that women perceive influenced their smoking behavior across 
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the childbearing process and lead to postpartum smoking relapse. This study provides a 

beginning grounded theory representing the process women experience when they stop 

smoking during pregnancy and return to smoking following delivery. Consideration of the 

context within which women live illustrates the multiplicity of factors that influence 

smoking behavior throughout the childbearing process. Additionally, a strength of this 

study is that it provides important insight into the meaning women ascribe to cigarette 

smoking. Many women feel that the benefits of cigarette smoking outweigh the potential 

negative effects. These findings have important implications for developing interventions 

and clinical practice. Findings of this study may guide fiirther research and contribute to 

the development of more effective postpartum smoking relapse prevention interventions. 

Finally, this sample included women who represented multiple ethnic/racial groups, 

educational levels, income levels, parity, marital status, and levels of smoking prior to the 

last pregnancy, increasing the generalizability of the findings. 

Implications 

This study has implications for nursing theory, practice, and research that will be 

addressed in this section. 

Implications for Nursing Theory 

This new theory Going Back: Regaining Solace, Sanity and presents a 

systematic explanation of the process women engage in when they stop smoking during 

pregnancy and return to smoking after delivery. This theory is tentative and evolving. 

Additional research is needed to further develop concepts discovered in this study, fiirther 

develop relationships between concepts, and test relationships found within the theory. 
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This theory is congruent with tenets of the Social Interactionism (Blumer,1969), the 

Social Ecological Model for Health Promotion (McLeroy, Bibeau, Steckler & Glanz, 

1988) as well as Reva Rubin's (1984) theory of maternal development. It takes into 

consideration the impact of the context and interrelated factors that influenced women to 

stop smoking for pregnancy to ensure Safe Passage, a task of maternal development 

proposed by Rubin (1984). Additionally multiple factors, environmental, interpersonal and 

intrapersonal, emerged in this theory as contributing to women's return to smoking in the 

postpartum period. 

Implications for Practice 

Findings of this study expand what nurses know about the process of postpartum 

smoking relapse. Increased understanding of the complexity of this process may facilitate 

the development of effective relapse prevention interventions and enhance the quality of 

nursing care provided to childbearing women who smoke. Results suggest that all 

women, regardless of pregnancy status, should be asked if they smoke at each visit to their 

healthcare provider. Nurses should be prepared to teach women who smoke about the 

health consequences of smoking and provide cessation advice and resources at every 

contact. Consistently providing all women who smoke with accurate information about the 

detrimental effects of smoking, and encouragement to quit may move women to 

contemplate cessation for their own reasons, rather than a temporary measure to protect 

their unborn baby during pregnancy. Findings of this study indicate that women are highly 

motivated to stop smoking during pregnancy to protect their unborn baby from harm. 

These findings support providing all pregnant women who smoke with accurate and 
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comprehensive information about the effects of cigarette smoking on the fetus and 

teaching all women the importance of stopping smoking during pregnancy to protect their 

baby's welfare. Findings of this study suggest that anti-smoking media messages and 

advertisements have had an impact of women's decisions to quit smoking during 

pregnancy. Nurses working in prenatal and pediatric settings should ensure that anti-

smoking materials are readily available and posters containing anti-smoking messages are 

visible in the clinic. Since media campaigns have been effective in changing social attitudes 

about smoking during pregnancy, perhaps similar campaigns could be developed and 

aimed at highlighting the dangers of parental exposure of infants and children to 

environmental tobacco smoke. On a macro level nurses could impact smoking in various 

environments by becoming involved in the development of public policy banning smoking 

in public places such as restaurants. 

These data indicate that health care providers should assess women's smoking 

status throughout the course of the pregnancy and following delivery. Often if women 

indicate that they have stopped smoking during pregnancy, their smoking status in no 

longer assessed throughout the duration of pregnancy. Given that several women in this 

study had slips during pregnancy, and all resumed smoking within the first few months 

post delivery, reassessment is crucial. When a women's smoking status is known health 

care providers can intervene accordingly. This theory of going back emphasizes that the 

factors associated with postpartum smoking relapse are many and are found in the context 

of women's lives. In order to develop effective interventions these factors must be 

addressed. 
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Environmental factors such as being exposed to other smokers and having access 

to cigarettes influenced women to return to smoking postpartum. Postpartum smoking 

relapse prevention interventions must teach women about high risk situations such as 

being exposed to others or having access to cigarettes that present opportunities for 

women to return to smoking. Interventions that teach women strategies and skills to deal 

with environmental factors should be developed. 

Interpersonal influences were found in this study to contribute to women's return 

to smoking post delivery. Interventions aimed at preventing postpartum relapse should be 

created in such a way that they involve the women's significant other or spouse, and other 

smokers in the household. All family members should be provided with information 

regarding the importance of smoking cessation and abstinence to the long term health of 

the entire family. Additionally, interventions should include teaching family members 

about the ineffectiveness of negative pressure and nagging about smoking, as several 

women in this study reported that it increased their desire to smoke instead of encouraging 

them to stop or decrease smoking. 

The influence of intrapersonal factors such as stress, emotional upset, and 

depression in leading to returning to cigarette smoking emerged in this theory. Smoking 

was seen by many as a strategy to relieve stress and regain stability. Interventions must 

include teaching women healthy ways that they can deal with their stress and emotional 

distress without cigarette smoking. Additionally, women reported that concern about 

weight gained during pregnancy contributed to their decision to return to smoking. 
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Interventions developed to prevent postpartum recidivism to smoking should incorporate 

teaching women weight management strategies such as exercise and dietary modifications. 

Finally women who quit smoking during pregnancy should be exposed to 

postpartum smoking relapse prevention interventions before they deliver. Women ought 

to be taught about the high prevalence of postpartum relapse as well as factors that lead to 

postpartum return to smoking while they are pregnant since many women in this study 

returned to smoking soon after delivery. Many women in this study indicated that they did 

not intend to return to smoking but did not have a plan to resist smoking after they 

delivered. Anticipatory guidance may encourage women to plan and institute strategies to 

avoid smoking after delivery. Nurses should focus on teaching women the realities of 

cigarette smoking to dispel inaccurate beliefs that women may have. For example, several 

women in this study believed that after delivery they would be able to smoke a few 

cigarettes and then return to abstinence. These women however, found that smoking one 

cigarette eventually led them back to regular smoking. 

Finally, this theory emphasizes how useful cigarette smoking is perceived to be by 

women in dealing with the demands of their daily lives as a new parent. Realistically many 

women will return to smoking after delivery. Nurses can focus on teaching these women 

about the dangers of environmental tobacco smoke exposure to their children and 

encourage women to diminish the risk of exposure cigarette smoking to their infants and 

other children by smoking outside, changing their clothes after smoking, and washing their 

hands before contact with their infants. Likewise, health care providers should encourage 

women to consider ways to decrease their own risk of developing smoking related 
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illnesses such as decreasing the amount they smoke and working towards permanent 

cessation. 

Implications for Research 

The grounded theory method was an appropriate method to explore and describe 

women's perceptions of environmental, interpersonal, and intrapersonal factors that 

influenced their return to smoking postpartum. This qualitative method allowed 

exploration of women's perceptions and interpretations of influences and contextual 

factors that influenced their smoking behavior across the childbearing process. The 

tentative theory developed in this study presents a systematic model with concepts and 

proposed relationships between concepts that need further development and testing. 

Future research about this phenomenon should include additional development and 

refinement of concepts identified in this grounded theory, and further exploration and 

testing of relationships between concepts. Postpartum relapse prevention interventions 

based on these findings and previous evidence need to be developed and tested. 

The investigator's experiences with participant recruitment for this study provided 

guidance for subject recruitment for further studies. Initially the investigator planned on 

recruiting participants from a multi-provider OB/Gyn clinic when women returned for 

their postpartum follow up appointment at six weeks post delivery. Unfortunately the 

return rate for these follow up visits was low at this particular clinic. Conducting a pilot 

study in this setting, or determining the return rate for postpartum follow up visits prior to 

conducting this study would have eliminated time spent at this clinic without successfully 

recruiting participants. 
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Word of mouth and snowballing sampling was instituted and successfiil. The 

investigator informed acquaintances, friends, and professional colleagues that participants 

were needed for the study and what the criteria for the study were. These individuals 

would tell people they knew who they believed met criteria for the study that participants 

were needed for a study exploring women's perceptions of factors influencing postpartum 

smoking relapse. Women interested in the study were then referred to the investigator. 

Additionally the investigator identified a nurse practitioner who practiced in a large multi-

provider pediatric clinic. This setting was a fruitfiil one for participant recruitment since 

new mothers brought their infants in repeatedly throughout the first year of life for check 

ups and immunizations. Additionally, the nurse practitioner who had an established 

relationship with the infant's mother assisted in recruitment by asking women if they were 

interested in the study and gaining their permission for the investigator to talk to them 

directly or by phone. An advertisement was placed in a family newspaper for two months. 

However it only yielded one call from a woman who did not meet study criteria. This 

method of participant recruitment was not successful. Perhaps advertising in a newspaper 

focused at adult readership and with a larger circulation would have resulted in a better 

response. Another lesson learned in this study is that methods for screening participants 

for future studies need to be developed so that they ascertain smoking behavior in a very 

specific way. 

Summary 

Findings of this study have implications for theory, practice and research. This 

new grounded theory Going Back: Regaining Solace, Sanity and Self adds to what is 
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known about postpartum smoking relapse and provides knowledge that will guide further 

theory development and testing, nursing interventions, and further research studies. 

Recommendations 

This study is a beginning step in the exploration of the process of women stopping 

smoking during pregnancy and returning to smoking post delivery. Since new, this theory 

will be further adapted and refined through ongoing research. Conducting this study led to 

the identification of the following questions for additional investigation: 

1. How do women who do not stop smoking during pregnancy differ from women 

who stop smoking during pregnancy? 

2. How do women who remain abstinent permanently after stopping smoking during 

pregnancy differ from women who return to smoking postpartum? What 

environmental, interpersonal, and intrapersonal factors do women perceive as 

influencing maintenance of abstinence? 

3. What is the rate of "slips", defined as temporary lapses to cigarette smoking, 

among women who report that they quit smoking during pregnancy? 

4. Is there a relationship between postpartum depressive mood and postpartum 

depression, and return to cigarette smoking postpartum? 

5. What environmental, interpersonal and intrapersonal influences do women 

belonging to other ethnic groups not represented in this study (e.g. American 

Indians) perceive as influencing their return to smoking post delivery? 

Furthermore, studies are needed to design and test new and more effective postpartum 

smoking relapse prevention interventions. Knowledge of postpartum relapse and relapse 
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prevention is limited compared to what is known about smoking behavior and smoking 

cessation during pregnancy. 

Summary 

In this chapter study findings were summarized and integrated with existent 

literature. Congruencies and dissimilarities with the extant literature were identified and 

discussed. The "fit" of study findings with the theoretical orientation used to guide the 

study was also explored. The limitations and strengths of the study were addressed. 

Implications for theory, practice and research were presented. Recommendations for 

further research concluded this chapter. This theory was developed to increase nurse's 

understanding of women's experiences of postpartum smoking relapse, to improve nursing 

care provided to childbearing women who smoke. 
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TVIE UNIVERSITY OF 

Human Subjects Protection Program ARIZONA 1350 N. Vine Avenue 
P.O. Box 245137 
Tucson, AZ 85724-5137 
(520) 626-6721 

TUCSON ARIZONA 

10 July 2001 

. • Melissa Goldsmith, RN, MSN 
College of Nursing, Rm 320 

, ' PO Box 210203 

• ° RE: HSC A01.117 WOMEN'S PERCEPTIONS OF FACTORS INFLUENCING 
' POSTPARTUM RELAPSE TO CIGARETTE SMOKING 

Dear Ms. Goldsmith: 

We received your above cited proposal. The procedures to be followed in this study pose no more 
than minimal risk to participating subjects. Regulations issued by the U.S. Department of Health and 
Human Services [45 CFR Part 46.110(b)] authorize approval of this type project through the 
expedited review procedures, with the condition(s) that subj ects' anonymity be maintained. Although 
full Committee review is not required, a brief summary of the project procedures is submitted to the 
Conunittee for their endorsement and/or comment, if any, after administrative approval is granted. 
This project is approved effective 10 July 2001 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the University of Arizona has a 
current assurance of compliance, number M-1233, which is on file with the Department of Health 
and Human Services and covers this activity. 

Approval is granted with the understanding that no further changes or additions will be made either 
to the procedures followed or to the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your College or Departmental 
Review Committee. Any research related physical or psychological harm to any subject must also 
be reported to each committee. 

A university policy requires diat all signed subject consent forms be kept in a permanent file in an 
area designated for that purpose by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require the information and the principal 
investigator is unavailable for some reason. 

Sincerely, 

G. Johns|zra, M.D. David G. Johnsra, M.D. 
Chairman 
Human Subjects Committee 

DGJ/tl 
cc: Departmental/College Review Committee 
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SUBJECT'S DISCLAIMER FORM 

Women's Perceptions of Factor's Influencing Postpartum Relapse to Cigarette Smoking 

You are being asked to voluntarily participate in a study exploring what factors women feel 
- influenced their decisions to return to cigarette smoi<ing following delivery of their baby after 

quitting and not smoking during pregnancy. By responding to questions in an interview, you will 
be giving your consent to participate in the study. The topic of the interview will be what things, 
you feel, led you to start smoking after your baby was born after you stopped smoking during 
pregnancy. 

The interview will take place in a location convenient for you and will last approximately one 
hour. With your permission, a tape recorder will be used. You may choose not to answer some 
or all of the questions. Your identity will not be revealed and your confidentiality will be 
maintained in all reports of this project. The audiotapes and transcripts will be locked in a 
cabinet in a secure place. 

Any questions you have will be answered and you may withdraw from the study at any time 
without causing bad feelings. There are no known risks involved in your participation. You will 
be given a $35.00 gift certificate for you participation. 

The overall aim of this study is to help nurses learn more about why women start smoking 
cigarettes after delivering their babies, after quitting and staying quit during pregnancy. 

f I 

- You can obtain further infomiation from Melissa Goldsmith, RN, MSN at 626-(6220). If you 
have questions concerning your rights as a research subject, you may call the Human Subjects 
Committee office at 626-6721. 

Thank you. 

Melissa Goldsmith. RN. MSN 
Investigator Date 

626-6220 
Telephone Number 

DOCUMENTS USED TO CONSENT 
DATE;2|ua(£a_ EXPIRATION; JUdcLZ 

APPROVED BY UNIVERSITY OF AZ IRB 
THIS STAMP MUST .APPEAR ON ALL 



APPENDIX C 

HUMAN SUBJECT CONSENT FORM 



APPROVED BY UNIVERSn^s^F AZ IRB 
THIS STAMP MUST .APPEAR ON ALL 
PQCUMENTS USED TO CONSENT SUBJECTS. 
OATE: o^/io/oSFypiRATinM-o'ViS/o <4 

Women's Perceptions of Factors Influencing Postpartum Relapse to Cigarette Smoking 

I AM BEING ASKED TO READ IHE FOLLOWING MATERIAL TO ENSURE THAT I AM 
INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL 
PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL INDICATE 
THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY CONSENT. FEDERAL 
REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTtCIPATTON 
IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS OF MY 
PARTICIPATION Am CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A 
FREE AND INFORMED MANNER. 

PURPOSE 
I am being invited to participate voluntarily in the above-titled research project. The purpose of 
this project is to explore what factors women feel influenced their decisions to return to cigarette 
smoking following deliveiy of their baby after quitting and not smoking during pregnancy. 

SELECTION CRITERIA 
I am being invited to participate because I am 18 years of age or older, delivered my baby within 
the past 12 months, and quit smoking during pregnancy and resumed smoking after my baby was 
bom. Additionally, I can speak and understand English. I am not currently participating in a 
smoking relapse prevention program. In the past year I have not been diagnosed or treated for 
schizophrenia, alcoholism, substance abuse, depression or an eating disorder. Approximately 10-
25 subjects will be enrolled in this study. 

PROCEDURE(S) 
If I agree to participate, I will be asked to consent to the following; participating in an audio-taped 
interview with the researcher that will last approximately one hour. During the interview the 
researcher will ask me what factors, I feel, led me to start smoking after my baby was bom after I 
stopped smoking during pregnancy. Additionally, the iresearcher may potentially contact me by 
telephone for a brief follow up uiterview lasting 15-30 minutes. 

RISKS 
No physical, psychological or sociological risks are anticipated. 

BENEFITS 
There are no known benefits to participating in this study. 

CONFIDENTIALITY 
I will be asked not to use names or identifying information during the interview. I will be asked 
to choose a pseudonym (fake name) to disguise, my identity during the interview. All reference to 
me will use the chosen pseudonym in place of my actual name. When audiotapes are transcribed 
any identifying information inadvertentiy included will be deleted by the transcriptionist. Only 
the researcher, Melissa Goldsmith, RNC, MSN, the chair of her dissertation committee, Elaine 
Jones, PhD, and the transcriptionist will have access to the audiotapes and the transcripts. Audio
tapes, transcripts and data generated in this study will be kept in a secure, locked place. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
Initial interviews will last approximately one hour. A follow up contact may last 30 minutes or 
less. No monetary costs to me are anticipated. I will receive a $35.00 gift certificate to use at 
either Tucson or Park Mall. 
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CONFIDENTIALITY 
I will be asked not to use names or identifying information during the interview. I will be 
asked to choose a pseudonym (fake name) to disguise my identity during the interview. 
All reference to me will use the chosen pseudonym in place of my actual name. When 
audiotapes are transcribed any identifying information inadvertently included will be 
deleted by the transcriptionist. Only the researcher, Melissa Goldsmith, RNC, MSN, the 
chair of her dissertation committee, Elaine Jones, PhD, and the transcriptionist will have 
access to the audiotapes and the transcripts. Audio-tapes, transcripts and data generated 
in this study will be kept in a secure, locked place. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
Initial interviews will last approximately one hour. A follow up contact may last 30 
minutes or less. No monetary costs to me are anticipated. I will receive a $35.00 gift 
certificate to use at either Tucson or Park Mall. 

CONTACTS 
I can obtain fLirther information from the principal investigator Melissa Goldsmith, RNC, 
MSN at (520) 626-6256 If I have questions concerning my rights as a research subject, I 
may call the Human Subjects Committee office at (520) 626-6721. 

AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HAVE BEEN ANSWERED. I MAY ASK QUESTIONS AT 
ANY TIME AND I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY 
TIME WITHOUT CAUSING BAD FEELINGS. MY PARTICIPATION IN THIS 
PROJECT MAY BE ENDED BY THE INVESTIGATOR FOR REASONS THAT 
WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING THE 
COURSE OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO 
CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT 
BECOMES AVAILABLE. THIS CONSENT FORM WILL BE FILED IN AN AREA 
DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS 
RESTRICTED TO THE PRINCIPAL INVESTIGATOR, MELISSA GOLDSMITH, 
RNC, MSN OR AUTHORIZED REPRESENTATIVE OF THE NURSING 
DEPARTMENT. I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING 
THIS FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO 
ME. 

Subject's Signature Date 
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INVESTIGATOR'S AFFIDAVIT 
I have carefully explained to the subject the nature of the above project. I hereby certify 
that to the best of my knowledge the person who is signing this consent form understands 
clearly the nature, demands, benefits, and risks involved in his/her participation and his/her 
signature is legally valid. A medical problem or language or educational barrier has not 
precluded this understanding. 

Signature of Investigator Date 
6/2003 
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Interview Questions 

Postpartum Smoking Relapse Study 

1. Think back to when you first started smoking. What influenced you to start? 

2. Tell me about smoking when you got pregnant. What led you to quit? 

3. How was quitting for you? 

4. What helped you quit? 

5. After the baby was born when did you start smoking again? 

6. Tell me about the first cigarette after the baby was born. What were the 
circumstances? Of the things you mentioned what were the most important things to you? 

7. How did you feel after you started to smoke again? 

8. Do you think that you will continue to smoke? 

9. How do you think smoking is or will affect you? Your children? 

10. How old are you? 

11. How many children do you have? 

12. What is your ethnic background? 

13. When did you have your baby? 

14. What type of work/job do you do? Are you back to work? 

15. What was the highest grade you completed in school? 

16. What is your marital status? 
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17. What is your family's income? 

1. $7,500 or less 

2. $7,501-15,000 

3. $15,001-$25,000 

4. 25,001-$35,000 

5. 35,001-$50,0000 

6. 50,001 or more 

7, Unsure or decline to state 

18. How many years did you smoke prior to becoming pregnant? 

19. In your lifetime, how many times did you try to quit smoking? 

20. Before becoming pregnant how many cigarettes did you smoke a day (on average)? 

21. On average how many cigarettes do you smoke a day now? 
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