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1. Background
The 5th Annual Report of the National Perinatal and Maternal Mortality Review Committee identified that the Counties Manukau District Health Board had higher perinatal mortality rates than the rest of New Zealand, particularly amongst Maaori and Pacific women. The DHB commissioned a review that highlighted the urgent need to address smoking in pregnancy over and above what is already being done. 

In South Auckland, there are specific smoking cessation services for Maaori and Pacific communities, and for pregnant women. The DHB contracted pregnancy cessation service was receiving an average of 30-40 referrals per month during its contract. Some of the challenges encountered are engaging with women early enough in the pregnancy and maintaining contact with women once they have been referred. 
As research has indicated that providing incentives to women to stop smoking may work better than other interventions, this project would aim to determine whether the use of incentives increases service uptake, and/or quit rates when compared with standard service provision 

Manurewa is a suburb known to have the highest proportion of residents identifying as Maaori of CMDHB suburbs (28%) and a high proportion identifying as Pacific (26%), a lack of primary birthing facilities and a lower proportion of women receive care from a dedicated Independent Midwife. Manurewa has a population of approximately 92000 residents, a significant proportion being young people, 44% are under the age of 25. It is classed as a low socioeconomic area with a high number of residents with no formal qualifications and a high unemployment rate. Health wise, it has a high premature mortality rate. The area has a high rate of chronic disease and an overall smoking prevalence of 28% (significantly higher amongst Maaori).  Manurewa is the suburb with the most live births across Counties Manukau (1843 in 2010, 70% being Maaori and Pacific), the highest for young women under 20 years and also has the highest amount of hospital admissions during the child’s first year. 

Overview of related research 
Internationally there have been several studies that successfully demonstrate the use of incentives to motivate behaviour change for women that are otherwise unmotivated to stop, or who are finding it to hard to stop smoking during pregnancy: 

Cahill and Perera’s 2011 Cochrane Review identified one study of 878 smokers (the largest number at the time) which resulted in a significant long term abstinence rate (6 months) using incentives. This study involved referring people to Smokefree support services and high value cash rewards (up to US$750). Other studies identified in the same review did not result in long term abstinence in the general population. The authors suggest that rewards for participation (and not just quitting) are effective, which could therefore lead to an increase in the number of successful quitters, due to more people using evidence-based support. 

During pregnancy it is the short term abstinence that is paramount and therefore concerns about the long term, while still being important, are less of an immediate priority. 

Aveyard and Bauld (2011) commented on the Cochrane Review and emphasised the need for more studies to find out whether incentives are effective. They also argued that financial incentives may be the only intervention that works in pregnancy as successful interventions used in the general population tend to not be as efficacious in pregnancy. Abstinence can be increased over threefold by using financial incentives. They further argue that “if incentives have a place in smoking cessation, it is perhaps this group who might be seen as the most deserving”. 

Earlier in 2009, Lumley’s Cochrane Review on smoking cessation interventions in pregnancy concluded after assessing 72 trials that “the most effective intervention appeared to be providing incentives, which helped around 24% of women to quit smoking during pregnancy. The smoking cessation interventions reduced the number of babies with low birthweight and preterm babies”. 

Marteau (2012) explored the mechanism of the intervention effectiveness and has suggested it is linked with uptake of the cessation support. Two groups of women were interviewed, women in the incentivised group reported greater service engagement and benefited from the monitoring, motivation and feedback, the group in the non incentivised group reported less use of services and more problems associated with accessing nicotine replacement. 

Pilot schemes are being run across UK by various health authorities. Scotland’s “Give it up for baby” is a good example which has been deemed successful at using financial incentives to reward sustained positive behaviour among its target audience. Pregnant women from socially deprived areas are recruited through midwives, pharmacies and health visitors and are given grocery vouchers (equivalent to NZ $22) for every week they are Smokefree carbon monoxide verified. They are also provided with additional support of nicotine replacement and face to face support. In the first year of the program, 140 women had quit smoking at a 55% success rate and the cost per quitter equated to NZ$3400. This is compared to a total of 6 pregnant women who had contacted the service in the previous year with none remaining engaged with the service longer than 4 weeks. Their target of reducing smoking prevalence by 20% within 4 years equated to achieving 50 smokefree pregnancies per year. 
A review by Higgins et al 2012 concluded that incenuitves has “promise as an efficacious intervention for promoting smoking cessation amongst economically disadvantaged pregnant women” Birth outcomes including sonographically estimated fetal growth, mean birth weight, % of low birth weight deliveries and breastfeeding duration can be significantly improved. 
2. Project definition

2.1. Project purpose
This project’ s expected outcome is that there will be an increase in the number of Maori and Pacific women in Manurewa quitting smoking during pregnancy.

Results will inform the sector of an approach that has not been widely utilised within the New Zealand context. 

Project objectives

Increase the number of pregnant women in Manurewa quitting smoking in pregnancy

· By increasing the number of pregnant women setting a quit date 
· By increasing the number of whaanau members quitting alongside pregnant women in pregnancy

· By increasing the length of Smokefree time

· By increasing the number of pregnant women engaging with support services

· By increasing the number of referrering agencies
Provide more evidence to the pool of research that incentives support women to stop smoking (and in a practice-based NZ / Maaori and Pacific context) and provide key learnings to roll out wider implementation

Test the feasibility of using midwives to biochemically verify Smokefree status of enrollees
Below is a diagram to demonstrate the linkage into the CMH Smokefree 2025 project
[image: image2.emf]
Vision
 

Long-term goal

Intermediate goal

[image: image3.emf]Increased number of Maaori and Pacific pregnant women who smoke supported to quit by 

June 2014


     Short term goal
[image: image4.jpg]COUNTIES

MANUKAU

HE ALTAH




The project will employ a whaanau-centred approach, in recognition that it is critical to have a supportive environment to enable a pregnant woman to become Smokefree. Therefore, the whaanau of pregnant women will also be encouraged to enrol and receive the incentives to stop smoking themselves. Whaanau/group quitting will be paramount to the project’s success and will remain a key focus. 

Participants will be able to select an appropriate cessation practitioner from a range of services, ethnicities, genders and age, in order to maximise the treatment benefits. People from all backgrounds will be encouraged to engage with the hope that they feel confident that their treatment is delivered in a supportive and culturally appropriate way. This is also expected to assist with word of mouth recommendations to their peers and therefore to increase engagement both with the project, and with cessation support more generally throughout the district. In this sense, and as observed through experience delivering cessation services more generally, participants become their communities’ best Smokefree champions. 

Options will range from intensive home-based one on one counselling, to group sessions, clinic drop-ins and phone/text support. It is strongly recognised that there is not a ‘one size fits all’ approach within this context, and the service will be guided by the individual’s physical, spiritual, mental and emotional needs. 
There will also be a choice of equivalent value incentives to increase the appeal of the project. Participants will be given a range of choices, including movie passes, beauty packages, grocery and petrol vouchers. It will be clearly stipulated that vouchers are not redeemable in any circumstances for cash or tobacco. 
This project will seek to demonstrate whether using incentives can motivate women to engage with Smokefree services and stop smoking, which will contribute to reduced smoking prevalence in pregnancy in Manurewa. This project over the year will seek to streamline the incentive schedule and report on most preferred voucher type for wider implementation. 

For recruitment, the project will explore non healthcare means of engaging pregnant women and for those who haven’t engaged with an LMC, a referral will be made. Therefore it is hoped that this project will increase the number of women engaging with maternity services earlier, which is a priority for maternal health in Counties Manukau. 

Engaging whaanau is also expected to be a major benefit as the pregnant woman will be better supported to stop smoking and headways can be made to denormalise smoking in Maaori and Pacific families. 

With an increased number of women quitting during pregnancy, the most important benefit is that there will be fewer babies exposed to the dangers of secondhand smoke and will have healthier starts to life.  
2.2. Project scope

· The project scope will be limited to the following activities:
2.2.1. In scope

The following is considered to be within the scope of this project:
Location 
Manurewa, a suburb within the Counties Manukau district, has the highest proportion of residents identifying as Maaori of all CMDHB suburbs (28%) and a high proportion identifying as Pacific (26%). In addition the suburb has a lack of primary birthing facilities and a lower proportion of women receive care from a dedicated Independent Midwife. Manurewa has a population of approximately 90,600 residents, with a significant proportion being young people (44% are under the age of 25). It is classed as a low socioeconomic area with a high number of residents with no formal qualifications and a high unemployment rate. 

In relation to health outcomes, Manurewa has a high premature mortality rate, a high rate of chronic disease and an overall smoking prevalence of 28% (significantly higher amongst Maaori). Manurewa is the suburb with the most live births across Counties Manukau (1843 in 2010, 70% being Maaori and Pacific), the highest for young women under 20 years and also has the highest rate of hospital admissions during the child’s first year. 
Target Population 
Maaori and Pacific pregnant women in their first or second trimester that reside in the Manurewa locality and that currently smoke but want to stop smoking; and their whaanau that currently smoke and want to stop. The project will contain a particular focus on youth (those described above that are under 20). 

Reach 
All pregnant Maaori and Pacific Island women: 

• that currently smoke, 

• that reside in Manurewa, and 

• that are in their first or second trimester, will be eligible to participate, along with their whaanau that currently smoke 

It is difficult to estimate the exact number of potential participants during the 12 month period, however the following factors provide an indication: 

• estimated 1,900 births during a 12 month period 

• an estimated 70% of births are to Maaori or Pacific Island women (1,330) 

• an estimated smoking prevalence of 28% (372) 

• targeting a participation rate of up to 50% (186) 

Based on these assumptions, the project will realistically seek to recruit a maximum of 180 pregnant women and the equivalent number of whaanau participants during the 11 month implementation period (i.e. up to 34 in total per month).
Delivery

Vouchers will be used for various products or services that are both beneficial for mother and baby such as Baby stores and phone credit but also appealing such as cinema and pamper sessions.

Midwives provided with a project funded Carbon Monoxide monitor will be asked to contribute to collecting CO readings as and when possible. The monitor can also be used with non project clients to aid motivation with quit attempts.  

2.2.2. Out of scope

The following is considered to be outside the scope of this project:
Non Maaori or Pacific Island pregnant women and their whaanau.

People who have already stopped smoking
Pregnant women who do not reside in Manurewa – however whaanau members are not restricted to Manurewa. 
Pregnant women in their third trimester or women planning to get pregnant.
Non pregnant women unless whaanau of pregnant woman wanting to stop smoking with an address in Manurewa. 
Providing anything but vouchers i.e. cash as the incentive.
Midwives provided with a project funded Carbon Monoxide monitor will not be expected to provide all the validation results or do more than their usual scope. 
Note that those outside scope would still be catered for via existing smokefree pregnancy service provision.
2.3. Outline project deliverables

	Deliverable
	Performance Measure

	Develop risk plan
	Detailed risk plan developed by 30 June 2013

	Recruit staff
	A pregnancy cessation practitioner recruited and trained by 31 August 2013

	Develop project resources
	Project resources and promotional materials are designed and printed by 31 August 2013

	Present project to key stakeholders
	Presentations on the project are made to Manurewa GPs, midwives and other key stakeholders by 31 August 2013

	Inform community providers about project
	Community providers are briefed on the project by 31 August 2013

	Purchase project resources
	Project resources, including CO monitors and incentive vouchers are purchased by 31 August 2013

	Train midwives
	Manurewa-based midwives are trained in CO monitoring by 31 August 2013

	Recruit participants
	Recruitment for project participants is commenced by 1 September 2013  (expected monthly intake is 17 pregnant women plus 17 whanau)

	Promote project and identify new recruits
	The project is promoted in the community and new avenues for recruitment are identified from 1 September 2013

	Provide feedback to referrers
	Monthly progress reporting is provided to referrers from 31 October 2013

	Begin project reporting
	Develop template for and begin monthly reporting on numbers recruited, service update, target quit dates and 4-week and 3-month outcomes, by 31 October 2013

	Develop evaluation framework
	An evaluation framework is developed and submitted to the Ministry by 15 December 2013

	Undertaken evaluation
	An evaluation of the project is completed by 31 August 2014


2.4. Constraints

The following constraints have been noted:
The project is funded for one year so other means will need to be sourced for ensuring this project is sustainable. The rolling out wider will also require learnings from this pilot in terms of the incentives structure and schedule of ‘pay outs’, whether the voucher value is high enough and which voucher was the most popular. 
Verifying biochemically Smokefree status before ‘pay outs’ will require much effort and the feasibility of using midwives to help with this task will be explored. For this to be sustainable, the process will need to be streamlined and incentives potentially be delivered by LMCs. 

It is also unknown how many whaanau members will enrol per pregnant woman and therefore be eligible for incentives. It is hoped that incentives will encourage whaanau to stop smoking at the same time to support the pregnant woman but the project may be affected by how many actually do enrol conversely by too few or too many. 

The project is finally constrained to the pilot area of Manurewa. Midwives and other agencies will not be able to refer people from outside this area who may have heard about the incentives project. 
  Contractual parameters as set out in the MOH project revenue agreement 
  Existing challenges in engaging women in health services early on in pregnancy.

2.5. Dependent or interrelated projects

	Project
	Project description
	Relationship

	CMH Smokefree 2025
	Overarching strategy for reducing prevalence in Counties Manukau
	Objectives to be aligned and results incorporated into overall project progress. 
Pregnant women are a key priority population for the Smokefree 2025 project.

	MOH Maternity Target
	Prompting LMCs to provide ABC intervention to all clients at first contact. 
	Ideal implementation time for recruiting into Incentives project. Alternatively, referral will satisfy the Target indicator. 

	External Maternity Review Recommendations Project
	Implementation of recommendations from external maternity review, specifically actions aimed at addressing smoking in pregnancy
	This project provides an intervention that meets one of the review’s recommendations, which is to provide more support to pregnant women to become smokefree

	First 2000 Days
	Interventions to provide all children in CMDHB with the best start in life. Focused on services related to planned pregnancies, pregnancy from conception, and the first five years of life. 
	Services to support Smokefree pregnancies and families will be common to both


2.6. Major Stakeholders

Proposed Project Executive – Living Smokefree Service
	Name
	Title

	Irene Kilford
	SCI Directorate Tobacco, MOH

	Gwynette Ahmu
	Portfolio Manager, Woman’s health, Counties Manukau DHB

	Debra Fenton
	Service Manager, Maternity Care, Counties Manukau DHB

	Manurewa Based Midwives
	DHB employed and Independent Midwives

	Community Cessation Providers: Southseas, Raukura Hauora O Tainui, Mangere Community Health Trust
	Smokefree support practitioners

	Pauline Sanders-Telfer 
	Project Manager, External Maternity Review Recommendations Project 


3. Project approach

3.1. Project methodology
This will be a pilot run over 12 months. Incentives will be added to usual care and Smokefree status will be biochemically verified. Results in terms of quit rates and uptake of the Smokefree services will be compared to historical data. 
Once the plan has been agreed, the project will be run by the project coordinator (Michelle Lee, Smokefree specialist) according to Prince2 Lite (or CMDHB equivalent) methodology, reporting to the SF Programme Manager and MOH.  Project progress will be monitored by the project coordinator.
3.2. Project resourcing

0.25FTE Project management will fall under the Living Smokefree Service existing staff (Smokefree Specialist). A 0.5FTE will be recruited for 12 months and 6 Carbon Monoxide monitors purchased. 
3.3. Project funding

Project is funded via the MOH’s Pathway to Smokefree NZ 2025 Innovation fund. 

Project fund = $138,330
0.5FTE Smokefree Pregnancy Specialist (funded out of the project fund)

3.4. Project plan

	Action
	Date

	Service Development
· Recruitment and training of in-house Pregnancy Cessation Practitioner 

· Design and distribution of project resources and promotional materials

· Present to Manurewa GP’s, Midwives, and other key stakeholders, including promotion of referral pathway

· Inform other community providers of project and prepare for increase in referrals. 

· Purchase project resources, including CO monitors and incentive vouchers

· Train Manurewa-based Midwives in CO monitoring.


	June - August 2013

	First steering group meeting 
	July 2013

	Implementation
· Commence participant recruitment

· Expected monthly intake up to 17 pregnant women plus 17 whaanau 

· Monthly progress feedback to referrers.

· Monthly reporting including numbers recruited, service uptake, target quit dates set, and 4-week and 3-month outcomes

· Ongoing project review 

· Additional promotion and new avenues identified for recruitment as required
	August 2013 – June 2014

	Evaluation
· Finalise evaluation framework

· Implement project evaluation

· Finalise and disseminate project evaluation
	May 2013 -  August 2014

	Project review and close

· Funding and/or alternative opportunities sought for continuation of project, or
· Project completion


	Jan 2014 -  August 2014


4. Risks and issues

The following risks have been noted:

	Ref
	Risk description
	Pre-mitigation

	
	
	Likelihood
	Consequence

	R01
	High number of referrals
	Low
	Decreased number of months for enrolling

	R02
	Abuse of incentive
	Low
	Improper use of project budget

	R03
	Lack of midwife buy in
	Low
	Low number of referrals and no help to obtain CO readings

	R04
	Limited referrals
	High
	Unable to show impact of project and under spend of project funding

	R05
	Difficulty recruiting or loss of cessation practitioner
	Low
	Caseload managed by community providers

	R06
	Operational risks
	Low
	Break in project progress

	R07
	Client loss to follow up/ transitional nature of South Auckland Community.
	Medium
	Extra effort needed for tracking. Unable to show impact of project

	R08
	Media reporting negative headlines 
	Medium
	Poor publicity and negative hit to the DHB. Stakeholder buy in risked. 

	R09
	Numerous projects targeting same populations
	High
	Target group experiencing research fatigue decreasing uptake

	R10
	Inability of clients to call for support due to lack of phone credit
	medium
	Conflicts around payment eligibility and loss of support

	R11
	Management of ineligible clients
	low
	Feeling of missing out and disengagement with regular service

	R 12
	Woman falsely claiming to be pregnant to enter programme
	Low
	Receiving vouchers when not pregnant


The following issues have been noted:
	Ref
	Issue description
	Impact

	
	
	Priority
	Status

	I01
	Complicated incentive schedule
	High
	To be tested and visual resource developed

	I02
	Current low engagement of pregnant women with LMCs and GPs
	Medium
	Recruitment to include non healthcare agencies


5. Benefits

The benefits this project is expected to have is to reduce smoking in pregnancy in Manurewa by June 2014 by increasing the number of pregnant smokers stopping smoking using contingent based incentives to engage pregnant women and their whanau in supported quit attempts.  
In Manurewa, this will contribute to:

a) healthier pregnancy and postnatal outcomes including lower incidence of SUDI, longer breastfeeding durations 
b)  increase in healthier babies born

c) Increased wealth for families

d) denormalisation of smoking amongst whaanau of pregnant women

e) reduced relapse to smoking rate after delivery

f) increase in woman accessing maternity services earlier in pregnancy
This would contribute to the overarching goal of decreased smoking prevalence by the CMDHB population by 2018, which will 

a) reduce smoking related disease and mortality

b) reduce smoking related hospitalisations

c) reduce amenable mortality for Maaori and Pacific populations, and 

d) reduce the inequitable Life Expectancy gap between Maaori and Pacific population in CMDHB and non-Maaori/non-Pacific populations.
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Being smokefree is the norm for all communities in CMDHB


































































































Reduce overall smoking prevalence in CM to <5% across all ethnicities by 2025





Reduce overall smoking prevalence in CM to 12% by 2018#
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