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Smoking is the leading cause of preventable mortality 
and disease in the US today.1  Among women, it is the 
major cause of cancer of the oropharynx and bladder 
and increased the risk for cervical cancer, liver cancer, 
and colorectal cancer.  Women who smoke during 
pregnancy are at risk for pregnancy complications, 
preterm birth, low birthweight infants, stillbirth, and 
infant death.  Exposure to environmental tobacco 
smoke (second hand smoking) during childhood and 
adolescence is associated with increased risk for 
chronic bronchitis and wheezing and for the 
development of asthma.2 
 
METHODS 
This brief on smoking during pregnancy is part of the 
fifth annual summary of data on births to mothers in 
Medicaid.3 
 
Records of births in 2004 were linked with HUSKY 
A enrollment files and with Medicaid eligibility data in 
order to identify births to mothers who were enrolled 
in HUSKY A (Medicaid managed care) or fee-for-
service (FFS) Medicaid at the time they gave birth.4  
Maternal smoking rates for HUSKY A, FFS, and 
other mothers, based on birth data recorded by 
clinicians, were determined and compared overall and 
by racial/ethnic group.  Low birthweight (<2,500 
grams) and preterm birth (<37 weeks gestation) rates 
for smokers were determined and compared for 
mothers in HUSKY A, FFS Medicaid, and other 
mothers.   
 
RESULTS 
In 2004, there were 42,004 births to Connecticut 
residents, including 10,373 births (25%) to mothers 
enrolled in HUSKY A and 2,535 births (6%) to 
mothers whose births were covered by FFS 
Medicaid.5 Mothers who were enrolled in HUSKY A 

when they gave birth were far more likely to be teens 
19 and under (20% of births), compared with mothers 
with FFS coverage (11% of births) and all other 
mothers (2% of births).  Black non-Hispanic and 
Hispanic mothers were more likely to give birth while 
in HUSKY A than White non-Hispanic mothers 
(53% and 46%, respectively, v. 15%).   
 
Smoking in pregnancy:  Among births in 2004, 16 
percent of HUSKY A mothers smoked during 
pregnancy, compared with 8 percent covered by FFS 
Medicaid and 3% of other mothers (Table 1).  Babies 
born to Connecticut mothers who smoked were twice 
as likely to be low birthweight (15%) compared to 
those born to non-smokers (7%). Overall, 14 percent 
of babies born to Connecticut mothers who smoked 
were premature in 2004, compared to 9 percent of 
births to non-smokers. Among mothers in HUSKY 
A, these rates were slightly higher (15% and 10%, 
respectively). 
 
Table 1. Smoking during pregnancy by low 
birthweight and preterm births, 2004 

 
Births to: 

HUSKY A 
Mothers 

FFS 
Mothers 

Other 
mothers 

Smokers 15.9% 8.2% 2.8% 
Low birthweight 
births: 

   

         Smokers 14.8% 22.6% 12.3% 
         Non-smokers 8.7% 8.9% 6.8% 
Preterm births:    
          Smokers 14.8% 25.3% 9.7% 
          Non-smokers 9.9% 11.2% 8.8% 

 

Among babies in HUSKY A, the low birthweight rate 
was highest for babies born to Black non-Hispanic 
mothers who smoked (20%) (Figure 1).  The preterm 
rate was highest for HUSKY A babies born to Black 
non-Hispanic mothers who smoked (18%) and 
Hispanic mothers who smoked (18%) (Figure 2).



 

Figure 1.  Smoking in pregnancy by low birthweight 
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Figure 2. Smoking in pregnancy by preterm birth 
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Trends:  In 2004, the proportion of women in 
HUSKY A who smoked during pregnancy (16%) was 
down somewhat from previous years (19% in 2000, 
18% in 2001, 17% in 2002 and 19% in 2003).   
 
DISCUSSION 
Nationwide, smoking during pregnancy has declined 
from nearly 20 percent in 1989 to just over 10 percent 
of mothers who gave birth in 2004.6  Maternal 
smoking is highest among American Indian/Asian 
Pacific Islander mothers and those with a high school 
education or less. 
 
Medicaid coverage for smoking cessation: In 
2000, the US Public Health Service issued guidelines 
for treating tobacco use and dependence.7  In 2001, in 
a letter to State Medicaid Directors, the Center for 
Medicare and Medicaid Services (CMS) reminded 
States that under the Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT) component of 
Medicaid they are “required to cover smoking 

cessation drug therapy when it is determined 
medically necessary for eligible individuals under age 
21.”8  Further, the CMS Director stated that State 
Medicaid programs are “required to provide 
pregnancy-related services that are necessary for the 
health of the pregnant woman and the fetus,” citing 
clear evidence that smoking during pregnancy can 
cause adverse births outcomes.  This CMS directive 
informed State Medicaid Directors that “State 
Medicaid agencies must ensure that such services are 
available to pregnant women and children as 
appropriate under EPSDT…[and that the] State 
should also make sure that Medicaid managed care 
contract specifically reflect coverage for these 
services.” 
 
In 2005, Medicaid programs in 38 states and the 
District of Columbia covered at least some smoking 
cessation services for all Medicaid recipients.9 Tobacco 
dependence treatment, however, is not a covered benefit in 
Connecticut’s HUSKY A or fee-for-service Medicaid programs.  
HUSKY A managed care contracts do not specify 
that when medically necessary, tobacco dependence 
treatment is a covered service for children and 
pregnant women.  CHNCT, Health Net, and 
Preferred One cover counseling, nicotine 
replacement, and medication to reduce withdrawal 
symptoms.   BlueCare refers members to the toll-free 
CT QuitLine for motivational assistance and 
counseling. 
 

RECOMMENDATIONS 
• Connecticut's Medicaid program should cover 

effective treatments for tobacco dependence, 
including both medication (nicotine replacement 
therapy, antidepressants) and counseling 
(individual and group) for pregnant women and 
children; and 

• HUSKY A contracts with managed care plans 
should specify that managed care plans are 
responsible for providing these services when 
medically necessary 
for pregnant women and children and for 
informing members about the availability of 
treatment.
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